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ABDOMINAL  SECTION  FOR  PUERPERAL   SEPTICExMIA.' 


J.   M.   BALDY.  M.D., 

Professor  of  Gynecology  in  the  Philadelphia  Polyclinic  ;  Surgeon  to  the  Gynecean 

Hospital ;  Gynecologist  to  the  Pennsylvania  Hospital, 

Philadelphia.  Pa. 


During  February,  1887,  there  came  under  my  care  a  patient 
presenting  the  following  liistory  :  The  second"  or  third  day  after 
confinement  she  complained  of  a  chill,  and  was  found  to  have  a 
tender  and  tympanitic  abdomen,  together  with  a  quick  pulse  and 
high  temperature.  Under  general  treatment  these  symptoms 
abated  somewhat  and  she  disappeared  from  observation  for 
several  weeks.  One  month  from  the  date  of  her  confinement 
she  again  demanded  aid.  At  this  time  she  was  so  emaciated  as 
to  be  hardly  recognizable.  Her  temperature  was  over  102°,  her 
pulse  over  130 ;  she  was  having  continued  chills  and  creeps, 
hectic,  night-sweats,  and  sleepless  nights;  her  abdomen  was 
swollen,  tympanitic,  and  intensely  painful,  her  bowels  loose 
and  fetid;  micturition  and  defecation  both  painful— she  was 
evidently  fast  approaching  death.  An  examination  of  the  soft 
'  Read  before  the  American  Gynecological  Society,  May  27th,  1895. 
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parts  showed  no  signs  of  a  recent  laceration  ;  tlie  uterus  was  sub- 
involuted,  and  on  the  left  side  there  was  a  large,  boggy  mass, 
firmly  adherent,  tortuous,  and  extremely  tender.  An  abdominal 
section  followed,  when  the  left  Fallopian  tube  and  ovary  were 
found  distended  with  pus  and  were  removed.  The  patient  made 
a  speedy  and  thorough  recovery.  To  the  best  of  my  knowl- 
edge this  case  was  the  lirst  one  upon  whom  an  abdominal  sec- 
tion was  deliberately  and  knowingly  j^erformed  for  puerperal 
septicemia.  It  was  reported  in  full  to  the  Philadelphia  County 
Medical  Society,  June  22d,  1887,  and  the  report  published  in 
the  Transactions  of  the  Society. 

The  case  is  an  excellent  representative  of  one  class  of  patients 
•suffering  from  puerperal  septicemia  upon  whom  an  abdominal 
section  is  not  only  advisable  but  essential,  if  the  lives  of  a  cer- 
tain proportion  and  the  future  health  of  the  balance  are  to  be 
taken  into  consideration.  The  practice  of  removing  the  uterine 
appendages  which  contain  pus  accumulations  at  this  period  of  a 
woman's  life  has  become  so  thoroughly  established  since  the 
report  of  the  above  case  as  to  need  but  casual  mention,  whether 
that  pus  accumulation  existed  prior  to  the  pregnancy  or  occurred 
subsequent  to  this  condition.  Curettage  and  gauze  packing  of 
the  uterine  cavity,  catheterization  of  the  Fallopian  tubes,  vagi- 
nal or  rectal  incision  and  drainage  together  with  all  other  so- 
called  conservative  methods  may  well  be  left  in  the  hands  of 
the  timid.  Where  there  is  pus  it  ?)iust  be  evacuated,  and  it  is 
much  safer,  in  the  largest  proportion  of  cases,  to  evacuate  it  at 
a  point  of  election  than  to  allow  it  to  empty  itself,  with  all  the 
chances  of  immediate  danger  to  life  as  well  as  the  remote  con- 
sequences. There  is  one  other  point  of  so-called  conservatism 
the  folly  of  which  it  is  well  to  emphasize — the"  waiting  policy," 
on  the  supposition  that  the  patient  can  be  *'  built  up  and  pre- 
pared for  the  operation."  The  patient  is  in  her  present  threat- 
ening condition  of  health  on  account  of  the  absorption  of  septic 
materials  into  her  blood,  in  many  cases  she  is  exhausted  and 
her  life  in  danger,  and  a  continued  absorption  of  the  septic  mat- 
ter from  the  accumulations  in  the  pelvis  may  mean  the  differ- 
ence between  life  and  death.  The  dangers  of  further  absorption 
far  outbalance  the  good  that  may  be  obtained  from  medication, 
and  delay  for  this  reason  is  not  justifiable. 

So  much  for  true  pus  cases;  but  there  is  another  and  larger 
class   in  which    there   is   infection  of    the    Fallopian    tube    the 
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•ovary  and  possibly  the  peritoneum  without  any  formation  of 
pus  but  with  more  or  less  decided  tubal  and  ovarian  disease 
with  peritoneal  and  connective-tissue  exudate,  easily  demonstra- 
ble by  a  local  examination.  Clinically  such  cases  are  met  with 
every  day  in  varying  shades  of  intensity,  and  the  question  of 
treatment  must  be  settled  by  two  conditions  :  first,  the  general 
condition  of  the  patient ;  second,  the  ability  of  the  physhjian  to 
determine  whether  or  not  suppuration  has  occurred!^  In  the 
diagnostic  ability  of  the  physician,  then,  rests  the  whole  respon- 
sibility. It  is  not  possible  to  be  dogmatic  on  this  subject,  for 
the  reason  that  there  are  so  many  exceptions  which  must  be  de- 
termined in  the  case  of  the  individual  patient  by  her  condition 
^t  the  time.  In  general,  however,  it  is  safe  to  say  that  in  an 
attack  of  puerperal  salpingitis  and  pelvic  peritonitis  dependent 
thereupon,  no  pus  being  present,  an  immediate  operation  is  not 
demanded.  Further,  in  those  cases  in  which  it  is  doubtful 
whether  or  not  pus  be  present,  the  general  condition  of  the  pa- 
tient permitting,  delay  is  preferable,  the  patient  being  carefully 
watched  and  a  secondary  operation,  if  necessary,  performed 
later. 

Infection  passing  from  the  uterine  cavity  through  the  Fallo- 
pian tubes  into  the  peritoneal  cavity  and  terminating  in  a  septic 
or  suppurating  peritonitis  may  be  dealt  with  according  to  whether 
-or  not  the  inflammation  remains  localized  or  becomes  general. 
Most  frequently  Nature  succeeds  in  throwing  out  lymph  in  suf- 
£cient  quantities  to  sooner  or  later  isolate  the  infection,  the  re- 
sulting abscess  being  the  larger  in  exact  ratio  to  the  virulence  of 
the  poison  and  the  rapidity  of  its  extension.  The  treatment  of 
these  intraperitoneal  abscesses  would  resolve  itself  into  a  very 
simple  matter,  could  the  physician  be  certain  that  no  pus  was 
contained  in  the  Fallopian  tubes  or  the  ovaries.  The  difficulty 
here  lies  with  the  diagnosis,  as  in  a  large  number  of  these  cases 
no  such  assurance  can  be  obtained.  One  line  of  treatment  would 
be  the  adoption  of  abdominal  section  and  evacuation  of  the  ab- 
scess without  breaking  up  more  adhesions  than  just  sufficient  to 
allow  of  the  introduction  of  a  single  finger  into  the  abscess 
cavity  for  the  sake  of  exploration.  If  it  be  then  found  that 
there  is  no  accumulated  pus  in  either  the  Fallopian  tubes  or  the 
ovaries  a  drainage  tube  should  be  placed  in  the  sac  and  the  ab- 
dominal incision  closed.  This  plan  of  treatment  is  feasible  and 
has  often  been  safelv  carried  into  effect.     It  is  onlvnecessarv.in 
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order  to  avoid  soiling  the  general  peritoneal  cavity  as  the  pus  is 
being  evacuated  that  the  proposed  point  of  opening  into  the  ab- 
scess sac  be  surrounded  by  sponges  carefully  packed  in  all  direc- 
tions. The  operation  is  no  more  severe  and  is  fraught  with  no 
more  danger  than  would  be  the  opening  of  the  abscess  through 
the  vagina  and  has  the  additional  advantage  that  if  tubal  and 
ovarian  abscesses  are  found  they  are  readily  detected  and  their 
removal  can  at  once  and  intelligently  be  proceeded  with. 

Should,  on  the  other  hand,  the  peritonitis  have  become  a  gen- 
eral one,  the  patient,  as  far  as  we  can  jndge  from  past  experience,^ 
will  inevitably  perish.  To  my  knowledge  there  has  never  been 
reported  an  undoubted  case  of  general  purulent  peritonitis,  from 
any  cause  whatever,  in  which  an  abdominal  section  or  any  other 
line  of  treatment  has  succeeded  in  saving  the  patient's  life.  As 
exact  and  accurate  intraperitoneal  diagnosis  is  more  of  a  deside- 
ratum than  a  possibility  it  were  well  in  all  cases  where  the 
patient  does  not  seem  beyond  all  chances  of  recovery  to  give 
her  the  benefit  of  the  doubt  in  the  diagnosis  (however  slight 
that  may  be)  and  operate.  Not  infrequently  it  may  be  found 
that  a  mistake  has  been  made  and  what  was  looked  upon  as  a 
general  peritonitis  is  more  or  less  localized  ;  and  in  just  so  far 
as  the  whole  cavity  is  not  involved  will  the  chances  of  recovery 
increase. 

Turning  our  attention  now  to  that  form  of  puerperal  septice- 
mia known  as  puerperal  cellulitis — that  variety  in  which  the 
infection  has  found  its  way  from  the  uterine  cavity  by  way  of 
the  lymph  channels  and  blood-vessel  walls  into  the  surrounding 
connective  tissue — we  are  confronted  by  a  much  more  difficult 
problem  and  one  which  will  no  doubt  produce  a  wider  difference 
of  opinion.  The  first  difficulty  which  presents  itself  is  the  old 
one  of  diagnosis.  Is  the  cellulitis  uncomplicated  by  a  corre- 
sponding degree  of  peritonitis  and  salpingitis?  Has  suppura- 
tion taken  place  in  the  connsctive  tissue  or  is  the  case  simply 
one  of  exudation  without  suppuration?  Are  there  pus  tubes,, 
ovarian  abscesses,  or  intraperitoneal  pelvic  abscess  as  the  pri- 
mary cause  of  the  cellulitis  and  accompanying  it  or  not?  These 
are  questions  the  answers  to  which  will  largely  decide  the 
treatment.  It  may  at  once  be  stated  that  the  large  number  of 
cases  in  which  suppuration  has  not  taken  place  may  be  excluded 
from  the  category  of  those  amenable  to  treatment  by  abdominal 
section. 
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Tliere  still   remains,  however^  for  our  serious  consideration 
the  suppurative  group.     With  tubes  and  ovaries  distended  with 
pus  we    have  already  decided    in    favor   of   abdominal   section 
and  removal  of  the  offending  organs.     If  in  addition  the  broad 
ligaments  and  pelvic  floor  be  infiltrated  and  contain  pus  why 
stop  short  of  removing  as  much  of  the  disease  as  possible  and 
draining  the  balance  ?     It  must  be  granted  that  the  entire  area 
of  infected  and  suppurating  connective  tissue  cannot  be  removed, 
but  at  the  same  time  those  who  have  performed  total  hysterec- 
tomy in  this  condition  will  recall  the  fact  that  a  large  proportion 
of  the  infiltrated  area  has  been  reached  and  that  the  remaining 
portion  is  in  every  direction  opened  up  and  left  in  a  most  favor- 
able condition  for  drainage.     Is  there  any  method  of  incision, 
either  single  or  multiple,  which  will  so  thoroughly  lay  open  and 
afford  such  thorough  drainage  of  the  suppurating  tissues  as  the 
removal   of  the  entire  uterus?     Is  not  the  additional  fact  that 
the  diseased  and  possibly  distended  tubes  and  ovaries,  as  well  as 
the  diseased  and  possibly  suppurating  uterine  walls,  are  elimi- 
nated as  future  factors  of  trouble  a  powerful  argument  in  favor 
of  this   procedure?     It  is  true  that  objections  will  be  offered, 
and  in  fact  have  been  advanced  that  where  the  infection  has 
once  passed  into  the  connecting  tissue  the  disease  has  ceased  to 
"be  a  local  one  but  has  become  general  and  is  beyond  reach.     Is 
it  not  true,  however,  that  like  objections  have  been  offered  by 
like   men  to  every  advance  that  has  been  made  in  medicine  or 
surgery  from  the  beginning  of  the  world  ?   ,  And  are  we  to  stop 
in  our  investigations  because  of  the  timid  and  the  irrational  ? 
Has,  then,  the  disease  become  a  general  one,  as  is  contended  by 
these  gentlemen?     By  no  means,  at  least  in  its  reasonably  early 
."stages.     The  disease  is  essentially  a  local  one  until  such  time  as 
,'the  blood  is  so  broken  down  by  the  absorption  of  septic  matter 
as  to  longer  preclude  the   possibility  of  life.     When  has  that 
point  been  reached  ?  is  the  question   which  must  be  answered 
.  and  it  is  one  which  it  is  by  no  means  easy  to  determine.     If  the 
'physician  decide  that,  provided  there  be  no  more  absorption  of 
sepsis,  the  patient's  chances  for  life  are  good  then  it  would  seem 
that  instead  of  wasting  invaluable  time  in '"building  up"  the 
woman  or  "  waiting"   it  becomes  our  duty  to  see  that   there 
be  no  more  absorption  ;  or  if  perchance  absorption  cannot  be 
stopped  altogether,  that  at  least  it  be  minimized.     What  way  of 
.accomplishing  this  is  there  comparable  to  the  removal  of  the 
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bulk  if  not  all  the  diseased  structures — total  hysterectomy  ?  As 
a  rule  if  anjthiDg  is  to  be  accomplished  in  this  line  it  must  be 
within  the  first  week  or  two  as  experience  has  shown  that  either 
death  or  beginning  convalescence  is  usually  an  accomplished  fact 
by  this  time.  Each  individual  case  must  however  govern- 
itself  and  the  propriety  of  the  procedure  can  only  be  deter- 
mined at  the  bedside. 

Equally  if  not  more  difficult  cases  to  deal  with  are  those  in 
which  no  disease  of  the  pelvic  peritoneum,  Fallopian  tubes^ 
ovaries,  or  connective  tissue  is  demonstrable  by  an  examina- 
tion. The  absorption  of  septic  material  is  taking  place  from  the 
cavity  of  the  uterus,  as  demonstrated  by  the  absence  of  all  other 
cause  and  the  presence  of  purulent  and  fetid  discharges.  The 
so-called  diphtheritic  and  gangrenous  cases  are  of  this  variety. 
Intrauterine  douching,  curettage,  the  free  use  of  pure  carbolic 
acid  to  the  interior  of  the  uterus,  and  drainage  by  gauze  pack- 
ing or  otherwise  having  failed  to  bring  about  a  diminution  in  the 
high  temperature  and  pulse,  or  if  after  a  few  hours  of  diminution 
these  begin  to  creep  higher  and  higher,  especially  if  the  dis- 
charges continue,  what  remains  short  of  hysterectomy  to  put  a 
stop  to  the  disorganization  of  the  blood  ?  The  hysterectomy  in 
this  case  need  not  of  necessity  be  total,  amputation  below  the 
internal  os  being  all-suflBcient. 

In  attempting  to  carry  out  these  principles  two  facts  must 
stand  forth  with  great  prominence.  If  any  great  amount  of 
good  is  to  be  accomplished  the  decision  must  be  arrived  at  and 
the  hysterectomy  performed  early — the  earlier  the  better  the 
success. 

In  attempting  to  arrive  at  an  early  decision  there  will  be  the 
greater  danger  of  operating  upon  patients  who  would  otherwise 
have  recovered  without  this  interference.  The  greatest  care 
and  discrimination  will  consequently  be  necessary  in  deciding 
for  or  against  the  radical  procedure  and  the  more  skilled  the 
physician  in  diagnosis  the  fewer  mistakes  he  will  make  yro  or 
con- 
After  all  has  been  said  and  done  the  distinction  between  the 
different  varieties  is  clinically  not  easy  and,  as  a  matter  of  fact^ 
the  cases  are  generally  of  a  mixed  nature. 

It  must  be  admitted  that  the  field  for  hysterectomy  in  puer- 
peral cases  is  not  a  large  one,  but  that  it  exists  to  a  certain 
extent  is  patent.     The  success  following  this  procedure  has  so  far 
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been  encouraging  in  spite  of  the  fact  that  the  number  of  times 
it  has  in  the  past  been  resorted  to  are  not  many.  The  cases  pre- 
sented with  this  paper  most  probably  do  not  represent  the  total 
number  performed  and  equally  true  is  it  that  probably  those 
not  recorded  have  all  died. 

Puerperal  septicemia  following  rupture,  bruising,  or  twisting 
of  the  pedicle  of  neoplasms  complicating  pregnancy  and  de- 
livery need  only  be  mentioned  to  demonstrate  the  necessity  of 
abdominal  section  and  removal  of  the  neoplasm  for  its  relief. 
Rupture  of  the  uterus  can  only  be  included  in  this  same  cate- 
gory in  spite  of  the  fact  that  some  few  cases  have  recovered 
without  operation. 

The  following  list  of  hysterectomies  during  the  puerperal 
state  does  not  include  those  in  which  a  distinctly  circumscribed 
collection  of  pus  existed  in  a  sac.  It  will  be  seen  that  the  ope- 
rations have  not  been  many,  but  that  sufficient  success  has  been 
obtained  to  warrant  further  and  more  general  trial.  Nineteen 
cases  have  been  reported  by  American  operators  with  seven 
successes  and  although  some  of  the  successful  ones  might  have 
recovered  without  the  operation  still  a  careful  study  of  the  re- 
ports indicates  that  quite  the  reverse  is  probable. 

1.  Baldy:  Hysterectomy  one  week  following  miscarriage; 
uterus  soft  and  very  friable,  tubes  distended  with  pus,  ovaries 
large  and  soft,  abscess  at  junction  of  tube  with  pelvic  wall ; 
died  at  end  of  two  weeks  from  pneumonia. 

2.  Baldy  :  Hysterectomy  ten  days  after  a  miscarriage ;  had 
been  curetted  five  days  before  operation  ;  Fallopian  tubes  and 
ovaries  healthy ;  broad  ligaments  distended  with  infiltrates  and 
pus ;  uterine  walls  contained  numerous  foci  of  pus ;  no  intra- 
peritoneal adhesions  ;  died. 

3.  E.P.Davis:  Hysterectomy,  two  weeks  after  confinement; 
tubes  and  ovaries  healthy ;  numerous  foci  of  pus  in  uterine 
walls  ;  recovery. 

4:.  Lapthorn  Smith :  Hysterectomy  fifth  day  after  confine- 
ment ;  no  disease  of  appendages ;  pus  in  uterine  sinuses ;  re- 
covery. 

5.  Peterson :  Curettage  three  days  after  abortion ;  hysterec- 
tomy within  the  week  ;  recovery. 

6.  Ashton :  Hysterectomy  one  month  after  confinement ;  ab- 
scesses of  uterine  walls,  also  of  tubes  and  ovaries  ;  died. 

7.  Pryor :  Curettage  fifteen  days  after  confinement ;  hysterec- 
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tomy  at  once;  uterine  walls  disintegrated  and  gangrenous;  ap- 
pendages liealtbj  ;  recovery. 

■  8.  Hirst :  Hysterectomy  one  month  after  delivery  ;  uterine 
walls  contained  abscess ;  both  tubes  and  one  ovary  distended 
with  pus ;  broad  ligam3nts  infiltrated  but  not  suppurating ;  re- 
covery. 

-  9.  Hirst:  Hysterectomy  four  weeks  after  confinement;  sup- 
purative metritis ;  large  broad-ligament  abscess,  pus  tube,  and 
ovarian  abscess ;  recovery. 

10.  Hirst :    Hysterectomy    two    weeks    after    confinement ; 
diphtheritic  endometritis;  no  involvement  beyond  womb;  died. 

11,  12,13.  Hirst:  All  followed  abortions ;  all  had  suppurative 
metritis;  all  died. 

14.  Kelly:  Hysterectomy  five  days  after  confinement;  puer- 
peral metritis ;  recovery. 

15.  Montgomery  :  Hysterectomy  within  a  week  after  confine- 
ment; pus  in  uterine  sinuses;  died. 

Boldt  has    performed    the  operation   four   times    with   four 
deaths. 


THE  UNIVERSAL   APPLICATION   OF  THE  PRINCIPLES  OF 
ASEPJIS  TO  PRIVATE   OBSTETRIC   PRACTICE.' 


BY 

HENRY  D.  FRY,  M.D. 
Washington,  D.  C. 


(With  two'charts.) 


Nine  years  ago  I  introduced  the  same  subject  before  this  So- 
ciety in  a  paper  entitled  "  The  Value  of  the  Antiseptic  System 
in  Private  Obstetrical  Practice :  Conclusions  based  on  a  Study 
of  the  Puerperal  Temperature."  '  Even  at  that  time  the  sub- 
ject had  not  attracted  much  attention  in  this  country.  The  bril- 
liant results  obtained  by  the  introduction  of  the  antiseptic  sys- 
tem in  the  maternity  hospitals  of  Europe  had  been  published 
and  Garrigues  had  commenced  his  pioneer  work  in  New  York. 

At  the  present   time   I  believe  I  can  safely  assert  that  no 

'  President's  address,  delivered  before  the  Washington  Obstetrical  and  Gyne- 
cological Society,  October  5th,  1894. 
*  American  Journal  ok  Obstetrics,  New   York,  vol.  six.,  p.  337. 
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maternity  hospital  is  conducted  without  a  more  or  less  rigid  con- 
formity to  antiseptic  rule;!,  and  the  more  rigidly  tbev  are  carried 
out  the  better  the  showing  of  the  institution.  The  mortality  in 
these  public  wards  is  reduced  to  a  fraction  of  one  per  cent,  and 
although  the  patients  are  received  from  the  lower  classes  of  so- 
ciety, often  in  protracted  labor  and  after  unskilful  treatment, 
the  death  rate  compares  favorably  with  that  of  private  practice 
where  all  the  conditions  are  favorable  for  success. 

Bat  my  purpose  now  is  to  consider  the  question  only  from 
the  standpoint  of  the  private  practitioner.  The  time  is  past 
when,  as  in  my  former  paper,  any  study  is  necessary  of  its  effect 
upon  the  puerperal  morbidity  and  mortality.  Investigation  of 
the  subject  in  England  has  demonstrated  that  the  mortality  in 
that  kingdom  from  puerperal  sepsis  has  not  materially  fallen, 
and  that  the  "  rank  and  file"  of  the  profession  have  not  availed 
themselves  of  the  means  to  protect  their  patients  from  the  most 
dangerous  of  all  child-bearing  diseases.  In  this  country  I  be- 
lieve the  condition  is  no  better. 

In  every  community  there  are  conscientious  men,  fully  abreast 
of  the  times,  who  will  be  found  strictly  conforming  to  the  rules 
of  this  practice.  The  more  recent  graduates  of  medicine  are 
well  informed  on  the  subject  and  carry  to  their  work  a  full  ap- 
preciation of  its  value.  But  the  vast  bulk  of  obstetric  practice 
is  still  controlled  by  a  dangerous  element.  By  a  dangerous  ele- 
ment I  mean  the  good  old  family  physician,  the  man  who  has 
shared  the  joys  and  sorrows  of  his  clientele  for  forty  years.  He 
has  an  excellent  reputation  and  large  practice*  the  demands  of 
which  force  him  along  the  same  road  every  day  until  it  is  worn 
full  of  ruts.  The  old  paths  are  so  natural  he  is  averse  to  leav- 
ing them  and  striking  out  to  follow  new  ones,  which  he  pooh- 
poohs  and  calls  "  fads." 

His  routine  duties  bring  him  in  contact  with  infectious  dis- 
eases; he  opens  or  dresses  an  abscess;  during  oflSce  hours  he 
makes  vaginal  examinations,  and  all  the  time  perhaps  he  has 
a  case  of  labor  under  observation.  Repeated  examinations  are 
made  without  any  antiseptic  precautions,  the  labor  terminates 
successfully,  and  happiness  and  congratulations  are  the  order  of 
the  day.  In  three  or  four  days  and  how  the  scene  is  changed  ! 
First  there  is  milk  fever ;  then  it  is  malarial ;  peritonitis  occurs 
as  a  serious  complication,  and  conditions  go  from  bad  to  worse. 
Joy  and  happiness  give   way  to  anxiety,  this. to  despair,  and 
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finally  the  end  comes.  Under  no  other  circumstances  does 
death  cast  such  widespread  ^loom  over  relatives  and  friends. 

And  what  does  the  good  old  family  physician  say  ?  "  Very  sad  ! 
Most  unfortunate  !  Don't  see  how  in  the  world  it  happened ! 
She  got  along  so  nicely,  too  !  "  Oh  !  that  such  men  had  the  con- 
science of  a  Michaelis.  A  brilliant  obstetrician  he  was,  and  his 
investigations  on  deformities  of  the  pelvis  will  long  survive  him  ; 
but,  above  all,  he  should  be  honored  and  emulated  for  his  good 
conscience.  The  truth  of  the  doctrine  that  septic  inoculation 
produced  puerperal  fever  was  rudely  thrust  upon  him  by  the 
death  of  a  relative  whom  he  had  attended  in  confinement.  Be- 
lieving he  was  negligent  in  not  using  the  proper  precautions  to 
protect  the  life  that  had  been  placed  in  his  care,  his  conscience 
so  condemned  him  he  threw  himself  in  front  of  a  locomotive 
and  was  crushed  to  death. 

If  this  occurred  before  Semmelweiss'  theory  had  been  generally 
accepted  by  the  profession  at  large,  what  can  be  said  to-day  in 
extenuation  of  the  continued  negligence  of  so  many  physicians 
in  active  obstetrical  practice?  The  facts  are  now  plainly  pre- 
sented, so  that  "  any  one  who  runs  may  read,"  and  nothing  but 
mental  rust  and  a  torpid  conscience  blinds  them.  When  tem- 
porarily aroused  from  their  ground-hog  lethargy  they  see  the 
shadow  of  death,  but  only  to  relapse  into  their  former  state  of 
inaction. 

I  do  not  wish  to  be  regarded  as  criticising  my  hypothetical 
brother  too  severely,  but  I  cannot  siiut  my  eyes  to  such  culpable 
negligence.  The  vital  importance  of  the  subject  is  my  excuse 
for  spaaking  so  harshly  of  men  who  are  pursuing  our  noble 
profession. 

As  members  of  this  Society  we  have  had  special  advantages 
and  kept  in  the  current  of  modern  thought  and  practice.  Hav- 
ing cast  the  beams  from  our  own  eyes,  we  should  unite  in  efforts 
to  pull  the  motes  from  the  eyes  of  our  brothers.  Recognizing 
these  evils,  the  responsibility  to  us  is  as  great  to  correct  them  as 
it  is  with  those  who  need  the  correction.  It  is  useless  to  say 
that,  however  great  the  need  for  reform  elsewhere,  there  is  no 
field  for  it  here.  This  excuse  for  inaction  is  indulged  in  by  each 
community,  which  wraps  itself  in  false  security  and  points  out 
the  shortcomings  of  others.  As  "  charity  begins  at  home,"  it  is 
proper  we  should  examine  our  own  position. 

The  profession  of  Washington,  as  a  whole,  is  as  enlightened 
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as  that  of  any  city  of  its  size  in  the  United  States.  After  care- 
ful observation  for  the  last  ten  years  I  have  recognized  that  it  is 
composed  of  the  following  classes,  which,  no  doubt,  exist  to  an 
equal  extent  in  other  communities  : 

1.  Men  who  are  thoroughly  convinced  of  the  truth  of  the 
doctrine  of  Seinmelweiss  and  earnestly  and  conscientiously 
carry  out  aseptic  principles, 

2.  Men  who  acknowledge  the  facts,  but  are  only  half-way 
convinced.  They  conform  to  the  practice,  but  in  a  careless 
manner  and  more  to  protect  themselves  from  unfavorable  criti- 
cism. 

3.  Men  who  neither  believe  nor  doubt  the  doctrine.  They  are 
indifiEerent  and  make  no  effort  to  ascertain  the  truth.  Being  in 
doubt  of  the  value  of  the  method,  they  do  not  care  to  trouble 
themselves  with  its  details. 

4.  Men  who  openly  disregard  it  as  one  of  the  "  fads"  of  the 
day.  They  take  no  antiseptic  precautions  whatever,  because 
they  consider  them  unnecessary.  Their  universal  argument  is, 
they  have  been  practising  so  many  years  and  never  lost  a  woman 
from  puerperal  fever.  The  men  composing  the  first  class  are 
proportionately  increasing.  While  working  in  this  good  cause, 
by  precept  and  example  let  them  win  over  converts  from  the 
ranks  of  the  other  three  classes.  They  may,  as  a  little  leaven 
hidden  in  a  bushel  of  meal,  finally  leaven  the  whole. 

Certainly  my  experience  with  the  non-conformists  is  not  dif- 
ferent from  yours. 

You  as  well  as  I  have  seen  men  who  considered  their  duty 
done  when  they  had  dissolved  a  tablet  of  bichloride  in  a  basin 
of  warm  water.  As  extra  precautions  they  may  occasionally 
flip  their  fingers  in  the  solution.  And,  likewise,  you  have  been 
called  in  consultation  to  see  cases  that  have  been  in  labor  one  or 
two  days  and  the  antiseptic  to  be  had  is  found  in  the  nearest 
drug  store.  The  hand  had  been  introduced  into  the  uterus  to 
remove  retained  placenta ;  efforts  had  been  made  to  extract  by 
forceps,  version,  and  craniotomy.  These  are  some  of  the  cases 
you  have  seen  where  no  antiseptic  precautions  whatever  had 
been  employed.  Your  best  effort  may  now  be  defeated  because 
inoculation  has  already  taken  place. 

Men  comprising  the  fourth  class  are  largely  drawn  from  those 
practising  in  the  country  and  thinly-settled  districts.  They 
never  see  puerperal  fever,  because  they  call  it  by  another  name 
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There  can  be  no  question  of  its  existence  to  an  equal  or  greater 
degree  proportionately  to  city  practice.  Women  living  in  the 
country  are  stronger  and  in  better  condition  than  the  city-reared, 
and  are  less  liable  to  suffer  contact  with  pathogenic  organisms, 
but  these  advantages  are  more  than  counterbalanced  by  the  want 
of  antiseptic  precaution  on  the  part  of  the  medical  attendant. 

Speaking  from  my  own  experience,  I  can  testify  to  the  fre- 
quent occasions  I  have  been  called  outside  of  the  city,  into  the 
neighboring  country  sections,  to  see  serious  and  fatal  cases  of 
childbed  fever ;  and  all  who  practise  gynecological  work  know 
how  many  cases  are  sent  from  the  country  with  a  history  of 
puerperal  infection  as  the  beginning  of  ill  health.  Within  the 
past  few  days  two  cases  have  come  under  my  observation  bear- 
ing on  this  point. 

About  seven  years  ago  I  was  visiting  a  popular  summer  resort 
in  the  mountains,  and  in  response  to  my  question  the  resident 
physician,  who  is  a  man  ot"  more  than  ordinary  ability,  assured 
me  that  such  a  thing  as  sepsis  in  child-bearing  women  was  un- 
known iti  that  salubrious  climate.  At  that  time  he  happened  to 
have  in  his  charge  a  lady  who  had  miscarried.  During  his  tem- 
porary absence  I  was  called  hurriedly  to  see  her,  and  found  that 
she  was  suffering  from  a  high  fever  which  had  been  preceded 
by  a  severe  rigor  and  fetid  vaginal  discharge.  Later  I  adminis- 
tered an  anesthetic  for  him  while  he  removed  some  decomposing 
pieces  of  placental  tissue.  It  is  strange  that  the  only  case  that 
ever  happened  there  should  have  occurred  so  soon  after  this  con- 
versation and  while  I  was  present.  I  do  not  mean  to  say  that 
this  physician,  or  that  all  who  practise  in  country  districts,  are 
necessarily  of  the  dangerous  element ;  many  of  these  are  fully 
abreast  of  the  times  and  need  not  fear  an  investijxation  of  their 
work. 

Puerperal  fever  is  eminently  a  preventable  disease,  and  for- 
tunately tiie  channel  of  infection,  in  the  great  preponderance  of 
cases,  is  by  contact  of  the  poison  with  the  birth  canal  during 
labor.  Labor  conducted  with  the  same  aseptic  care  that  a  sur- 
gical operation  is  performed  protects  the  wounds  made  during 
cliildbirtii  e  {ually  as  vvell  as  those  made  by  tlie  knife.  But 
occasionally  the  best  efforts  will  fail  in  one  case  as  in  tlie  other 
xmd  infection  creep  in  by  unsuspected  paths. 
-  With  two  exceptions,  all  the  cases  of  puerperal  fever  that 
have  occurred  in  my  practice,  since  I  have  adopted  these  precau- 
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tions  have  been  easily  controlled  by  local  treatment.  In  one  of 
those  the  source  of  infection  was  unmistakably  traced  to  the 
nurse.  She  came  directly  from  a  severe  case  of  puerperal  fever, 
where  lier  duties  required  her  to  give  vaginal  douches,  and^ 
what  is  reprehensible  under  any  circumstances,  she  made  digital 
examinations  of  my  patient.  A  second  nurse,  who  had  assisted 
her  in  the  care  of  the  first  patient,  took  charge  of  a  parturient, 
and  she,  too,  was  infected. 

In  the  other  case  my  experience  was  more  unfortunate.  A 
primipara  at  tlie  end  of  the  sixth  month  of  gestation  was  placed 
in  my  care  by  a  physician  who  had  exercised  intelligent  super- 
vision of  the  patient.  She  was  in  excellent  condition  and  con- 
tinued so  during  the  rest  of  her  pregnancy.  The  waters  escaped 
three  days  before  labor  set  in.  Yertex  presented  in  first  posi- 
tion. Her  confinement  was  exceptionally  easy  and  was  normal 
in  every  respect.  There  was  no  laceration.  The  uterus  re- 
tracted promptly  and  the  placenta  was  expelled  by  expression. 
At  the  end  of  forty-eight  hours  she  was  attacked  by  violent 
abdominal  pain,  tympanites,  and  fever.  This  was  the  beginning 
of  a  severe  attack  of  diphtheritic  metritis  and  endocolpitis  which 
ended  fatally  on  the  soventh  day  in  spite  of  a  vigorous  antisep- 
tic treatment.  The  greatest  care  had  been  exercised  to  prevent 
infection.  The  hands  had  been  thoroughly  cleansed  with  the 
nail  brush  and  soaked  in  bichloride  solutioH  before  making  va- 
ginal examinations,  and  very  few  of  these  had  been  necessary. 
The  nurse  was  experienced  and  reliable,  and  her  last  case  was  a 
patient  of  mine  that  had  given  no  trouble.  The  house  in  which 
the  patient  lived  was  new  and  pleasantly  situated  upon  elevated 
ground.  The  bath  room  and  closet  did  not  communicate  directly 
with  the  room,  but  the  patient  used  it  during  the  days  imme- 
diately preceding  her  labor,  and  I  have  thought  of  this  as  a  pos- 
sible source  of  infection.  Not  infrequently  persons  dump  the 
basin  while  sitting  upon  the  closet,  with  the  result  of  causing  a 
rush  of  air  from  the  pipes.  Infection  undoubtedly  began  in  the 
uterus,  and  this  was  favored  by  the  escape  of  the  waters  three 
days  before  labor  set  in.  The  presence  of  virulent  pathogenic 
germs  in  the  birth  canal  was  further  demonstrated  by  infection 
of  the  infant's  eyes. 

This  is  the  only  fatal  case  of  puerperal  fever  I  have  had,  and 
it  represents  the  three  hundred  and  ninety-fourth  labor  in  a 
series  of  consecutive  cases  collected  since  my  last  report. 
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We  have  had  so  t'ew  statistics  given  of  the  puerperal  mortality 
in  private  practice  that  we  are  compelled  to  look  to  hospital 
work  for  what  we  must  consider  a  legitimate  death  rate.  These 
institutions,  thanks  to  the  adoption  of  antiseptic  precautions,  have 
published  series  of  live  hundred,  six  hundred,  and  even  one 
thousand  consecutive  cases  of  labor  without  a  death.  Such 
records  may  be  exceptional,  but  we  can  safely  say  that  the 
results  obtained  in  properly  conducted  maternities  should  not 
exceed  one  death  in  every  two  hundred  cases.  We  may  accept, 
then,  as  a  basis  for  comparison  the  ratio  of  one  to  two  hundred 
as  the  unavoidable  death  rate  of  child-bearing. 

I  now  ask  your  attention  to  some  investigations  1  have  had 
conducted  to  ascertain  the  puerperal  mortality  in  the  District 
of  Columbia  during  the  past  twenty  years  ending  June,  1894. 
Statistics  are  proverbially  misleading,  and  I  do  not  claim  that 
these  ligures  represent  more  than  an  approximation  of  the  truth. 

In  the  period  mentioned  there  were  907  deaths  from  all  causes 
during  childbirth  out  of  85,057  births  reported,  or  1  in  93 — a 
fraction  over  one  per  cent.  This  mortality  is  no  doubt  in  excess 
of  what  is  actually  the  case,  because  the  birth  returns  are  by  no 
means  complete,  while  all  fatal  cases  are  of  necessity  reported  to 
the  Health  Office.  Of  these  907  deaths,  600,  or  over  two-thirds, 
were  due  to  the  one  cause  of  infection,  and  only  307  to  all  other 
causes  combined.  This  is  a  startling  announcement — that  two- 
thirds  of  all  the  puerperal  deaths  are  due  to  a  single  factor,  and 
that  a  preventable  one.  Some  deaths  may  be  incorrectly  in- 
cluded among  those  due  to  infection,  but  more  than  likely  the 
error  is  the  other  way  and  cases  that  die  of  sepsis  are  classed 
under  other  diseases. 

Comparing  the  result  of  the  first  teir  years  with  that  of  the 
second,  we  obtain  the  following  :  During  the  first  ten  years 
ending  in  June,  1884,  the  ratio  of  deaths  from  all  puerperal 
causes  to  the  total  number  of  births  was  one  to  ninety-four,  angl 
during  the  second  ten  years  ending  in  June,  1894,  one  to  ninety- 
three.  These  results  are  practically  the  same  and  do  not  indicate 
any  improvement  in  practice  during  the  second  decade.  The 
proportion  of  deaths  from  puerperal  fever  during  the  first  decade 
was  one  to  one  hundred  and  fifty,  and  during  the  second  decade 
one  to  one  hundred  and  thirty-five. 

These  figures  show  that  the  general  result  was  about  the  same 
in  the  two  decades,  while  the  proportion  of  deaths  from  puer- 
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peral  fever  was  decidedly  greater  in  tlie  last  ten  years.  This  is 
the  raore  remarkable  when  we  consider  it  was  during  the  latter 
period  that  the  importance  of  antiseptic  precautions  was  more 
generally  understood. 

The  result  obtained  by  the  application  of  that  knowledge  to 
private  obstetrical  work  is  in  marked  contrast  to  the  experience 
of  hospital  management.  I  am  under  obligations  to  Dr.  George 
Barrie  for  having  looked  up  these  statistics  and  for  the  prepara- 
tion of  the  accompanying  chart,  which  clearly  shows  the  com 
parative  death  rate  from  all  causes  combined,  from  puerperal 
infection,  and  from  all  diseases  except  that  of  puerperal  fever. 
The  result  of  1874  is  thrown  out  because  the  birth  returns  for 
that  year  were  incomplete.  The  figures  in  the  first  row  at  the 
top  of  the  chart  represent  the  total  number  of  births  and  still- 
births for  each  year  from  1875  to  1894  inclusive.  The  second 
row  is  the  number  of  deaths  from  all  childbed  diseases,  and  the 
third  row  the  number  of  deaths  from  puerperal  fever.  The 
lines  represent  respectively  the  death  rate  of  mothers  per  one 
thousand  births,  from  all  causes,  from  puerperal  infection,  and 
from  all  diseases  excluding  infection.  The  rate  of  each  of  these 
per  one  thousand  is  represented  in  figures  at  the  bottom  of  the 
chart.  Our  attention  is  attracted  in  the  first  place  to  the  remark- 
able uniformity  of  the  rise  and  fall  of  the  upper  two  lines.  The 
increase  and  decrease  of  the  death  rate  from  all  causes  is  accom- 
panied by  corresponding  changes  in  the  death  rate  of  puerperal 
infection.  The  lower  line  shows  the  same  in  a  less  marked  de- 
gree. In  1875  we  notice  a  decrease  in  all  thr^e.  The  deaths 
from  all  causes,  inclusive  of  infection,  continue  to  diminish  until 
1877,  while  the  death  rate  from  all  causes  combined  begins  to 
rise  in  ia76  and  reaches  12.3  per  thousand  in  1877.  This  increase 
is  explained  by  the  rise  of  the  second  line,  showing  conclusively 
that  puerperal  infection  was  alone  responsible  for  the  increased 
death  rate,  since  the  deaths  from  other  causes  continued  to 
lessen.  From  1877  to  1880  there  was  a  steady  and  decided  fall 
in  the  general  death  rate  and  deaths  from  sepsis,  in  spite  of  a 
rise  in  1877  and  1878  of  the  number  of  deaths  from  causes  ex- 
clusive of  infection.  From  1880  to  1887  the  death  rate  from  all 
causes,  exclusive  of  puerperal  fever,  undergoes  so  little  change 
that  it  can  be  left  out  of  consideration.  But  from  1880  to  1881 
puerperal  fever  increases  and  pushes  up  the  general  death  rate 
in  a  corresponding  degree.     From  1881  to  1882  it  declines,  and 
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with  it  the  total  number  of  deaths.  From  1882  puerperal  fever 
increases  steadily  and  reaches  its  maximum  of  over  ten  per 
thousand  in  1885,  and  in  the  same  interval  the  general  death 
rate  increases  and  reaches  the  highest  point  with  one  exception. 
From  1885  to  1887  there  is  another  decrease  and  both  lines  fall 
five  deaths  in  each  one  thousand  cases.  Beginning  in  1887  there 
is  a  rapid  increase  of  the  general  death  rate,  which  in  1888 
reached  the  highest  point  in  the  twenty  years.  This  was  from 
two  causes.  Infection  was  one,  but  not  to  the  same  extent  as 
before,  since  its  rise  at  this  point  was  not  proportionately  great. 
The  other  factor  was  the  sudden  increase  of  deaths  from  other 
causes  than  infection.  This  latter  element  was  practically  unim- 
portant from  1880,  but  in  1887  it  began  to  rise,  and  in  1888  and 
1889  reached  its  highest  point.  From  1888  to  1^90  all  three 
decreased.  From  1890  to  1892  the  number  of  deaths  from 
puerperal  fever  was  doubled  and  the  general  death  rate  was 
increased  four  per  thousand  from  this  cause  alone,  since  death 
from  other  diseases  decreased  during  the  same  period.  From 
1892  to  1893  puerperal  infection  destroyed  fewer  lives  and  the 
total  number  of  deaths  diminished,  in  spite  of  an  increase  in 
the  number  of  deaths  from  other  diseases.  Finally,  comparing 
1894  with  the  previous  year,  we  find  an  increase  in  the  death 
rate  due  entirely  to  puerperal  infection,  since  deaths  from  other 
causes  were  diminished. 

The  second  chart  shows  the  proportion  of  deaths  from  puer- 
peral fever  and  the  three  other  diseases  next  in  importance. 

These  charts  picture  clearly  to  the  mind  the  immense  influence 
puerperal  infection  exerts  over  the  death  rate  of  child-bearing, 
and,  although  I  have  placed  these  facts  before  you  very  imper- 
fectly, I  hope  I  have  made  it  clear  that  there  is  need  of  reform 
in  Washington  as  well  as  elsewhere. 

I  am  not  sanguine  enough  to  expect  any  general  change  in 
practice.  The  world  moves  slowly  and  great  truths  are  slow  ta 
be  recognized.  It  is  now  almost  the  end  of  the  half-century 
since  Semtnelweiss  made  known  the  doctrine  of  puerperal  in- 
fection. In  vain  he  wrote  and  urged  the  importance  of  his  dis- 
covery, aud  died  eii^hteen  years  afterward  without  exciting  a 
responsive  enthusiasm  in  the  members  of  his  profession.  Vir- 
chow,  as  late  as  1864,  condemned  the  theory  and  ridiculed  it  before 
the  Birlin  Obstetrical  Society.  Gradually,  however,  it  claimed 
recognition,  until  to  day  it  is  almost  universally  admitted,  and 
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in  the  past  few  weeks  the  debt  liiimanity  owes  Seramelweiss 
was  aeknowledij^ed  by  the  erection  of  a  monument  to  his  mem- 
ory at  Budapest.  Thousands  of  lives  have  been  saved  in  ma- 
ternity institutions  by  the  adoption  of  antiseptic  precautions, 
while  failure  to  do  so  in  private  practice  still  furnishes  a  large 
number  of  preventable  deaths.  Child-bearing  is  less  fatal  now 
than  it  has  ever  been  in  the  history  of  medicine,  and  the  result 
will  be  even  better  with  the  close  of  the  present  century,  which 
is  so  near  its  end.  The  next  generation  of  physicians  will  be 
the  men  who  graduate  with  the  present  knowledge  of  the  im- 
portance of  the  subject,  and  aseptic  principles  will  be  fully  ap~ 
plied  to  obstetric  work. 

To  hasten  this  period  the  laity  should  be  educated  to  under- 
stand the  importance  of  the  subject  and  to  demand  the  benefit 
derived  from  this  greatest  of  modern  discoveries  for  protecting 
the  life  of  the  parturient  woman.  Puerperal  deaths  must  no 
longer  be  attributed  to  the  divine  will  of  Providence,  but  to 
the  shortcomings  of  mortal  man. 
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If  diseases,  like  crimes,  were  amenable  to  the  laws,  the  vic- 
tims of  the  disease  in  question  would  long  since  have  crowded 
our  reformatory  institutions,  for  this  disease  represents  the  most 
dangerous  anci  accurate  of  all  counterfeits.  So  clever  is  the 
imitation,  so  innocent  the  mien  of  the  individual  who  presents 
this  false  picture,  that  great  skill  is  oftentimes  required  in  the 
detection  ;  and  it  is  not  strange  that  men  of  experience  and  learn- 
ing should  occasionally  fail  in  their  judgment  and  accept  the 
spurious  representation  as  genuine  coin. 

Despite  the  apparent  irregularity  and  diversity  of  its  symp- 
toms, so  that  hysteria  has  been  spoken  of  as  possessing  the  forms 
of  Proteus  and  the  hues  of  the  chameleon,  the  manifestations  of 

»  Read  before  the  Obstetrical  Society  of  Cincinnati  as  one  of  the  papers  in 
the  discussion  on  Hysteria.  The  greater  portion  of  this  article  is  based  upon 
the  admirable  essay  on  hysteria  in  "  Traite  de  Medecine,"  Charcot  and  Bouch- 
ard,  vol.  v. 
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this  disordered  mental  state  are  governed  by  fixed  laws,  and 
possess  certain  characteristics,  peculiar  to  themselves,  which 
always  serve  for  identification. 

It  is  one  of  the  great  triumphs  of  clinical  medicine  in  our  day 
and  generation  that  the  recognition  of  this  neurosis,  whose  lim- 
its are  as  yet  ill-defined,  as  a  disordered  mental  state  should  have 
become  general  belief  ;  and  it  is  to  Charcot  that  we  are  princi- 
pally indebted  for  this  acquisition.  The  old  idea  of  the  intimate 
association  of  hysteria  with  uterine  disturbances,  from  which, 
indeed,  the  disease  received  its  name,  is  no  longer  current.  It  is 
true  that  the  great  Sydenham  had  taught  that  the  uterus  was  by 
no  means  an  essential  factor  in  the  development  of  hysterical 
symptoms,  for  he  described  hysteria  in  the  male  ;  and  showed  that 
many  cases  in  women  were  wholly  independent  of  organic  lesion 
in  the  pelvis  ;  but  his  teachings  were  not  sufficient  to  change  the 
prevalent  opinion  that  hysteria  was  especially  a  disease  of  the 
female  sex,  and  in  some  manner  always  more  or  less  intimately 
connected  with  the  organs  of  generation. 

It  is  to-day  scarcely  proper  to  speak  of  hysteria  as  a  neurosis. 
It  is  true  that  there  is  no  anatomical  basis  for  classifying  it  with 
organic  disorders,  that  it  must  be  classed  as  functional,  but  we 
should  substitute  for  the  word  neurosis  another  which  more  ac- 
curately fits  the  case,  and  should  speak  of  hysteria  as  a  psychosis. 
It  is  to  Charcot,  again,  that  we  owe  our  knowledge  of  the  domi- 
nant influence  of  some  fixed  idea  in  producing  many  of  the 
gravest  symptoms — as  certain  forms  of  paralysis  coming  on  after 
injuries,  contractions,  hyperesthesia,  anorexia,  loss  of  speech,  etc. 
This  fixed  idea,  once  firmly  established  in  tlie  mind,  becomes  so 
powerful  that  it  cannot  be  controlled,  and  finally  realizes  those 
objective  symptoms  of  which  it  was  in  the  first  instance  a  mental 
picture. 

It  is  not  within  the  scope  of  this  paper  to  trace  the  influence 
of  either  the  predisposing  or  exciting  causes,  such  as,  in  the 
former  category,  the  influence  of  age,  sex,  and  heredity  ;  and  in 
the  latter,  of  mental  or  physical  shock,  of  the  infectious  or  other 
g,cute  diseases,  or  of  various  forms  of  intoxication.  There  is  this 
to  be  said,  however,  in  regard  to  the  development  of  hysteria  as  a 
result  of  traumatism,  that  in  these  cases  there  is  usually  a  greater 
mental  shock  than  physical  injury  inflicted.  The  injury  itself 
only  determines  the  point  at  which  the  hysterical  manifestations 
show  themselves  later  in  the  patient's  history.     It  is  the  fright 
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or  terror  accompanying  the  physical  violence,  often  insignificant 
in  degree,  which  leaves  a  certain  disturbance  in  the  mind  of  the 
patient,  an  emotional  state  that  ultimately  leads  to  the  appear- 
ance of  objective  symptoms  projected  toward  the  periphery  from 
the  central  disturbance. 

I  may  allude  to  a  fact  well  known  to  all,  the  influence  of  imi- 
tation in  the  development  of  symptoms  in  those  who  are,  from 
any  cause,  predisposed  to  hysteria. 

The  consideration  of  the  clinical  picture  of  hysteria,  whatever 
form  may  be  assumed  by  the  symptoms,  offers  for  our  study  two 
classes  of  phenomena,  one  being  stable,  permanent,  often  exist- 
ing without  the  knowledge  of  the  patient,  the  other  more  irreg- 
ular, often  intermittent  (though  lasting  a  long  time),  generally 
more  conspicuous  than  the  indications  of  the  first  class.  The 
fortnerare  called  stigmata,  the  latter  accidents.  The  former  are 
the  more  important  for  our  study,  inasmuch  as  it  is  by  their 
recognition  that  the  true  nature  of  the  malady  is  revealed  ;  they 
constitute  the  evidence  in  the  case,  and  usually  last  as  long  as 
the  altered  mental  state  continues.  The  incidents  of  the  second 
class  are  not  essential  to  the  clinical  picture,  often  are  entirely 
wanting,  and  when  present  are  frequently  determined  by  some 
accidental  condition  wholly  independent  of  the  causes  of  the 
original  attack. 

Tiie  fundamental  troubles,  the  stigmata,  are  of  three  classes — 
sensory,  motor,  and  psychical. 

The  sensory  are  again  subdivided  into  anesthesia,  hyperesthe- 
sia, and  dysesthesia.  First  in  importance  and  most  striking  of 
all  are  the  anesthesias.  Their  presence  had  long  been  i-ecognized, 
though  their  nature  wasnt^t  understood.  Many  a  poor  hysterical 
patient  has  doubtless  suffered  the  death  penalty  on  the  charge  of 
sorcery,  or  has  served  as  evidence  against  those  accused  of  this 
offence,  because  of  the  loss  of  cutaneous  sensibility,  as  evidenced 
by  imparfect  response  to  pricking,  burning,  or  tearing  of  the 
skin.  The  name  stigmata  is  derived  from  the  period  when  belief 
in  witchcraft  was  general,  for  the  anesthetic  areas  were  called 
the  marks  of  the  devil — stigmata  didboli.  Hysterical  anesthesia 
may  extend  to  sensations  of  every  kind.  It  may  be  partial  or 
complete.  It  may  affect  only  one  variety  of  common  or  special 
sensibility,  or  several  of  these  simultaneously.  It  may  be  super- 
ficial or  deep,  and  may  involve  either  the  skin  or  mucous  mem- 
branes, or  both.     Sensibility  may  be  only  diminished  or  com- 
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pletely  abolished.  It  maj  happen,  though  such  cases  must  be  of 
the  greatest  rarity,  that  there  are  no  disturbances  in  any  of  the 
forms  of  sensation.  So  unusual  is  this  occurrence  that  the  per- 
fect preservation  of  the  sensory  functions  is,  in  itself,  enough 
either  to  cast  a  doubt  upon  the  diagnosis  or  to  raise  a  suspicion 
as  to  the  care  taken  in  the  investigation  of  the  case. 

Anesthesia  of  the  skin  may  appear  in  the  most  varied  forms. 
There  may  be  perfect  perception  of  contact,  yet  no  response  to 
painful  impressions,  to  pricking,  pinching  or  burning,  to  heat  or 
cold,  or  to  electrical  stimulation  ;  or  each  of  these  in  turn  may 
be  retained  with  loss  of  any  or  all  the  others,  though  it  will  rarely 
happen  that  the  sense  of  contact  is  alone  abolished.  Failure 
to  respond  to  painful  impressions  is  known  as  analgesia ;  mere 
diminution  without  loss  of  sensibility  is  called  hypesthesia;  the 
total  abolition  of  sensibility  is  known  as  anesthesia. 

Loss  of  deep  sensibility,  affecting  the  muscles,  bones,  articular 
surfaces,  and  glandular  organs,  is  by  no  means  uncommon.  It 
is  in  such  cases  that  we  find  it  possible  to  traverse  with  long 
needles  the  entire  thickness  of  a  limb  or  of  the  hand,  to  give 
abnormal  and  strained  positions  to  the  joints,  to  subject  such 
sensitive  organs  as  the  testicle  to  great  pressure,  without  eliciting 
any  manifestation  of  pain. 

Among  the  most  interesting  of  sensory  disturbances  is  the  loss 
of  the  muscular  sense.  This  can  be  placed  in  evidence  in  one  of 
many  ways.  In  the  first  place,  unusual  strain  .upon  the  muscles, 
as  when  a  limb  is  maintained  in  a  trying  position  for  an  unusual 
length  of  time,  gives  rise  to  no  sensation  or  manifestation  of 
fatigue.  Positions  which,  under  ordinary  circumstances,  could 
only  be  assumed  by  trained  athletes,  and  then  only  for  a  short 
time,  are  maintained  almost  for  an  indefinite  period  because  of 
the  impairment  of  the  muscular  sense.  Another  method  of 
testing  for  this  sensibility  is  by  asking  the  individual  to  lift 
simultaneously  in  the  two  hands,  let  us  say,  objects  of  unequal 
weight.  Now,  the  healthy  individual,  before  making  such  an 
effort,  gauges,  by  means  of  his  muscular  sense,  the  degree  of  re- 
sistance to  be  overcome  in  the  act  of  lifting,  and  proportions  the 
muscular  effort  in  accordance  with  his  judgment.  Where  the 
muscular  sense  is  absent,  the  effort  is  likely  to  be  in  no  way 
adjusted  to  the  work  in  hand,  so  that  it  is  either  excessive  or 
inadequate,  and  is  more  than  likely  to  be  made  with  the  same 
force  upon  the  two  sides,  so  that  the  lighter  weight  is  often  raised 


EICHBERG  :    SPINAL    SYMPTOMS    IN    HYSTERIA.  23 

with  great  velocity.  A  third  test  of  the  muscular  sense,  inas- 
much as  it  relates  to  position,  is  made  by  having  the  patient 
close  his  eyes,  giving  to  the  arm  or  leg  of  one  side  a  certain  posi- 
tion, and  then  requesting  him,  with  the  eyes  still  closed,  to  give 
to  the  corresponding  member  of  the  opposite  side  a  similar  posi- 
tion. The  effort  usually  results  in  failure  where  the  muscular 
sense  is  defective. 

There  may  be  absolute  or  partial  insensibility  of  all  mucous 
surfaces  in  relation  to  the  spinal  cord.  I  mention  only  the 
mucous  membrane  of  the  vagina  and  vulva,  of  the  urethra,  and 
of  the  anus  and  rectum. 

JS'ow,  it  will  happen  in  but  the  fewest  cases  that  there  is  gene- 
ral anesthesia — ^.^.,  over  the  entire  cutaneous  surface.  More 
commonly  it  is  one  lateral  half  of  the  body,  or  what  seem  to  be 
irregularly  disseminated  islands  of  anesthesia  in  the  midst  of  a 
perfectly  healthy  skin.  Sometimes  these  latter  assume  the  form 
of  bands  or  bracelets,  or  geometrical  figures,  whose  main  boun- 
daries are  for  the  most  part  perpendicular  to  the  axis  of  the 
limb.  The  peculiarity  of  this  distribution  is,  however,  always 
such  that  it  cannot  be  explained  by  the  anatomical  distribution 
of  any  nerve  or  set  of  nerves,  or  by  any  central  lesion — a  symp- 
tom so  noteworthy  that  it  alone  suffices  for  the  diagnosis  of  hys- 
terical anesthesia.  Hemianesthesia,  which  is  very  common,  is 
oftentimes  more  difficult  of  diagnosis.  According  to  the  French 
authors  the  left  side  suffers  more  fi-equently  than  the  right.  It 
may  or  may.  not  be  accompanied  by  anesthesia  of  the  mucous 
membrane  in  the  same  side.  Occasionally  there  is  failure  of  the 
special  senses  on  the  same  or  on  the  opposite  side.  Where  it  is 
the  opposite  side  a  central  cause  can,  of  course,  be  excluded  and 
the  hysterical  origin  of  the  trouble  is  clear. 

One  of  the  most  important  landmarks  in  the  recognition  of  all 
hysterical  anesthesias  is  the  preservation  of  the  deep  reflexes. 
The  patellar  reflex,  the  ankle  reflex,  the  cremasteric,  the  abdom- 
inal, the  respiratory  reflex  following  the  application  of  cold  to 
the  skin,  are  all  maintained.  The  same  is  true  of  the  pupillary 
reflex  to  lig-ht,  to  accommodation,  and  the  reflex  dilatation  of  the 
pupil,  which  can  always  be  noted  when  any  sensory  surface  is 
subjected  to  pain.  Even  where  the  painful  impression  is  made 
upon  the  area  of  hysterical  anesthesia,  this  reflex  dilatation  of  the 
pupil  will  occur,  if  the  irritation  be  of  sufficient  intensity.  The 
reflexes  which  may  be  abolished  are  the  response  to  tickling  the 
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soles  of  the  feet,  the  palpebral  reflex  which  causes  closure  of  the 
eyes  when  the  conjunctiva  or  cornea  is  touched,  and  the  reflex 
that  causes  vomiting  when  the  palate  or  fauces  are  tickled. 

A  second  fact  well  known  to  clinicians  is  the  inconstancy  of 
localization  of  hysterical  anesthesia.  The  area  may  shift  from 
one  side  of  the  body  to  a  corresponding  area  upon  the  opposite 
side,  either  with  or  without  the  assistance  of  magnets  and  other 
appliances — the  so-called  phenomenon  of  transfer.  Violent  emo- 
tions, injuries  of  any  kind,  the  momentary  effect  of  various  rem- 
edies, may  all  cause  a  temporary  restoration  of  sensibilit}'  in  areas 
previously  anesthetic  ;  the  same  phenomenon  may  occur  during 
sleep,  or  when  the  attention  is  profoundly  engaged  upon  some 
subject  outside  of  the  patient's  personal  condition,  or  in  the  hyp- 
notic trance  or  state  of  somnambulism. 

A  curious  and  important  fact  in  relation  to  hysterical  anes- 
thesia is  that  it  often  exists  without  the  patient's  knowledge. 
Patients  will  very  often  rest  under  the  suspicion  of  simulation. 
Many  features  in  connection  with  the  cases  will  strongly  suggest 
malingering  ;  yet  the  anesthesia  in  these  eases  is  real,  though  it 
does  not  seem  to  cause  the  patient  any  annoyance,  mainly  be- 
cause he  is  ignorant  of  its  existence. 

The  most  explicit  and  interesting  theory  of  the  causation  of 
these  anesthesias  has  been  given  by  Janet.  According  to  this 
author  hysterical  anesthesia  is  a  species  of  distraction.  He  com- 
pares the  central  perceptive  area  for  sensations  to  the  sensory 
expansion  in  the  retina,  and  draws  a  parallel  between  visual  per- 
ceptions and  those  of  general  sensibility  in  this  way  :  that,  inas- 
much as  there  may  be  limitation  of  the  visual  field, so  there  may 
be,  in  cases  of  hysterical  anesthesia,  limitation  of  the  field  of  con- 
sciousness. The  individual  has  lost  the  power  of  receiving  more 
than  a  limited  number  of  impressions  from  certain  parts  of  the 
surface.  Now,  no  individual  is  capable,  even  in  health,  of 
assimilating,  if  this  word  may  be  employed,  all  of  those  ele- 
mentary sensations  (such  as  those  of  sight,  hearing,  touch,  taste, 
muscular  sense,  etc.)  which  he  is  constantly  receiving,  because 
the  attention  is  always  engaged  in  preponderating  degree  with 
one  or  the  other  variety,  so  that  the  remaining  sensations,  which 
are  real,  though  not  accurately  perceived,  remain  in  a  state  of 
subconsciousness  and  are  neglected.  The  largest  number  that 
can  be  simaltaneously  recognized  as  distinct  impressions  may  be 
said  to   represent  tiie  field   of  consciousness  of  the  individual. 
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Now,  according  to  Janet,  where  the  field  of  consciousness  is 
limited,  so  that  the  number  of  elementary  sensations  perceived 
as  such  is  below  the  normal,  it  will  ultimately  happen  that  those 
sensations,  which  are  least  perceived,  finally  become  lost  alto- 
gether, just  as  an  individual  with  eyes  of  unequal  strength  will 
gradually  learn  to  neglect  the  sight  of  the  impaired  globe  and 
will  use  for  fixation  and  for  accurate  vision  the  stronger  eye. 
The  difficulty  in  cases  of  hysterical  anesthesia  is  not  in  the  anes- 
thetic area  ;  it  is  in  the  weakened  perceptive  power,  which,  be- 
cause of  its  own  insufficiency,  can  no  longer  accommodate  or  find 
room  for  or  assimilate  more  than  a  limited  number  of  impres- 
sions, thus  resulting  in  the  exclusion  of  others.  The  merit  of 
this  theory  is  that  it  places  the  responsibility  where  it  should 
justly  belong,  on  the  central  organ  of  pei-ception,  though  the 
symptoms  are  entirely  peripheral;  and  makes  the  mental  state 
responsible  for  the  causation  of  a  condition  that  might,  at  first 
sight,  seem  to  rest  upon  some  fault  either  in  the  reception  or 
transmission  of  impressions.  This  theory  is,  however,  inade- 
quate, in  that  it  will  not  explain  the  loss  of  electrical  sensibility, 
nor  why  the  anesthesia  should  affect  one  lateral  half  of  the  body 
with  such  frequency. 

In  place  of  anesthesia  we  may  have,  in  hysteria,  hyperesthesia, 
or  what  is  known  as  paresthesia.  Now,  it  is  certainly  true  that 
hysterical  patients  may,  like  others,  suffer  from  occasional  neu- 
ralgias, depending  upon  causes  identical  with  those  which  occa- 
sion these  painful  attacks  in  other  persons.  It  may  even  be  that 
such  neuralgias  become  more  marked  at  the 'menstrual  epoch. 
-  This  in  no  wise  implies  any  hysterical  origin.  The  true  hysterical 
hyperesthesias  are  those  which  can  hardly  be  traced  to  neuralgia 
or  other  cause  of  pain ;  they  are  for  the  most  part  exaltations  of 
sensibility,  developed  under  the  influence  of  some  controlling 
thought  or  fixed  idea.  There  is  no  better  example  of  this  con- 
dition than  the  affection  which  has  received  undue  clinical  im- 
portance under  the  heading  of  railway  spine. 

Unlike  the  hysterical  anesthesia,  the  hyperesthesia  is  not 
limited  to  one  lateral  half  of  the  body,  nor  does- it  encroach  upon 
so  larg^  an  area^of  the  cutaneous  surface.  It-is  most  likely  to 
occupy  some  prominent  part  of  the  body  that  may  have  been 
exposed  to  injury,  or  thkt  is  so  situated  as  to  make  it  more  liable 
to  traumatism.     The  vertex  of  the  skull,  the  occipital  protu- 
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berance,  the  spinal   processes,    the  elbow   or   knee   joints,   the 
nipple  or  the  mammary  gland,  are  favorite  situations. 

The  hysterical  character  of  the  painful  sensibility  can  readily 
be  determined  by  engaging  the  patient's  attention  and  then 
making  palpation  or  pressure,  or  even  resorting  to  more  forcible 
irritation.  With  mental  concentration  upon  some  other  subject, 
it  will  frequently  be  found  that  the  sensibility  in  the  affected 
part  is  in  reality  lower  than  in  the  surrounding  healthy  portions 
of  the  skin.  Let  the  patient  but  know  that  the  examination  is 
being  made,  and  there  is  immediate  alarm  and  great  pain. 

Th^e  hyperesthesia  may  involve  not  only  the  skin  but  deep- 
seated  parts  or  glandular  organs,  such  as  the  testes,  ovaries,  etc., 
and  then  it  will  happen  that  pressure  over  tUe  painful  area  in- 
duces a  spasm  or  hysterical  crisis. 

Motor  phenomena  show  modifications  similar  to  those  which 
we  find  in  the  sensory  sphere.  The  changes  here  are  all  in  the 
direction  of  diminished  action. .  Voluntary  movements  are 
slowed,  are  performed  with  less  energy,  and  lack  the  precision 
that  characterizes  them  in  healthy  subjects. 

Perhaps  the  most  striking  of  motor  phenomena'^  is  the  ten- 
dency to  contraction  shown  by  many  of  the  voluntary  muscles, 
a  sort  of  increased  irritability  not  unlike  the  tendency  to  spas- 
modic contraction  and  excessive  reflex  movements  seen  in  or- 
ganic disease  of  the  spinal  cord.  This  has  been  termed  the^ 
diathesis  of  contraction. 

Hysterical  patients  suffer  from  a  curious  form  of  ataxia,  de- 
pendent upon  their  inability  to  receive  more  than  a  limited 
number  of  impressions  simultaneously  through  the  muscular 
sense,  so  that  movements  of  any  complexity  can  only  be  per- 
formed with  the  aid  and  controlling  influence  of  the  eyes  or 
with  the  guiding  sensation  of  touch.  The  distinguishing  feature 
of  such  ataxic  movements  is  that  they  present  the  abnormal  al- 
teration only  when  a  conscious  effort  is  made  to  accomplish 
some  particular  object ;  in  movements  that  have  become  auto- 
matic there  is  no  lack  of  precision.  When  the  aid  of  vision  is 
required  it  may  be  that  sight  will  only  be  necessary  to  com- 
mence the  desired  movement,  which,  once  begun,  continues 
without  further  control. 

The  diathesis  of  contractions,  to  which  allusion  has  been 
made,  shows  itself  by  a  tendency  to  spasmodic  contractions  upon 
very  slight  superficial  irritation.     This  tendency  may  exist  in 
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weakened  muscles,  may  be  localized  or  have  a  general  distribu- 
tion may  be  accompanied  by  exaggerated  reflexes  or  by  slight 
modification  of  electrical  excitability.  It  can  be  developed  by 
sudden  movements  of  extension  or  contraction,  by  rubbing,  by  a 
breath  of  air  blowing  upon  the  surface,  bv  encircling  thi  limb 
by  a  constricting  band.  Like  the  anesthesia  of  the  limb  it 
readily  disappears  under  the  influence  of  suggestion  or  somnam- 
buhsm,  and  often  during  sleep. 

Aside  from  the  so-called  hysterical   attacks,  nothing  in  con- 
nection with  the  disease  is  more  striking  than  the  more  or  less 
lasting  paralyses  and  contractions.     The  patient  recognizes  the 
paralytic  condition,  while  the  anesthesia  may  escape  his,  atten- 
tion until  discovered  in  the  medical  examination.     Momentarv 
conditions  of  paralysis  or  contractions  may  precede  the  hysteri- 
cal attack  ;  they  are  of  comparatively  little  consequence.     Par- 
alyses or  contractions  which  follow  the  attacks  are  apt  to  be  more 
lasting  and  require  very  frequent  attention.     They  occur  most 
commonly  after  injuries  of  some  sort,  and  the  amount  of  damage 
inflicted  bears  no  relation  whatever  to  the  extent  or  degree  of 
the  succeeding  contraction  or  paralysis.     An  appreciable  inter- 
val frequently  occurs  between    the  receipt  of  the   injury  and 
the  appearance  of  these  symptoms,  an  interval   in   which   the 
mind  becomes  more  and  more  occupied  with  the   idea  of  the 
injury  that  has  been  done  and  of  the  consequent  helplessness 
likely  to  supervene. 

Infectious  diseases  are  sometimes  followed  by  hysterical  con- 
tractions or  paralyses,  the  weakened  physical  condition  being 
the  first  element  in  suggesting  to  the  patient  the  probability  of  a 
more  permanent  loss  of  power. 

Hysterical  paralyses  are  rarely  accompanied  by  any  trophic 
lesions.  There  is  no  tendency  to  atrophy  of  the  affected  mus- 
cles, none  to  edema  of  the  limb.  The  reflexes  are  not  impaired ; 
if  any  change  is  noted,  it  is  usually  in  the  direction  of  exagge- 
ration. They  are  in  nearly  every  instance  accompanied  by  dis- 
turbance of  sensibility,  anesthesia,  or,  it  may  be,  hyperesthesia. 
They  are  rarely  complete,  in  the  sense  that,  if  it  be  hemiplegia 
or  paraplegia  which  affects  the  individual,  or  if  one  extremity 
alpne  suffer,  there  is  always  some  particular  movement  or  set  of 
movements,  some  muscles  or  group  of  muscles,  not  disturbed  by 
the  apparent  loss  of  power  in  other  parts  in  the  vicinity.  These 
paralyses  are  of  varying  duration  and  show  a  marked  tendency 
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to  reappear.  The  loss  of  power  may  alternate  with  periods  of 
tonic  contraction. 

Both  the  paralysis  and  the  contractions  may  come  on  suddenly 
or  slowly.  The  disappearance  may  be  equally  abrupt  or  be 
gradually  accomplished  by  the  treatment.  In  all  cases  the  elec- 
trical reactions  remain  unchanged. 

In  cases  of  hysterical  contractions  there  is  very  marked  re- 
sistance to  every  effort  to  straighten  the  contracted  member. 
Indeed,  it  would  almost  seem  at  times  that,  while  under  exami- 
nation, the  rigidity  increases.  In  contractions  due  to  organic 
lesions  the  rigidity  is  not  so  marked,  nor  is  the  resistance  to 
passive  motion  such  as  to  interfere  wholly  with  the  manipula- 
tion. Contraction  from  spinal  disease  occurs  for  the  most  part 
from  conditions  in  which  the  reflexes  are  exaggerated. 

Painful  conditions  about  the  joints  give  rise  to  great  perplex- 
ity in  diagnosis  and  may  lead  to  marked  contraction  of  the  mus- 
cles around  the  articulation.  There  may  be  shortening,  adduc- 
tion, and  partial  flexion  with  complete  iuamobility,  when  the  hip 
joint  is  affected,  so  that  the  diagnosis  from  coxitis  is  by  no 
means  easy,  even  when  the  patient  has  been  anesthetized.  The 
patient  may  be  able  to  walk  with  the  aid  of  a  cane ;  in  severe 
cases  he  is  confined  to  his  bed.  In  hysterical  joint  affections 
there  is  always  an  area  of  hyperesthesia,  extending  for  some 
distance  beyond  the  joint;  the  joint  is  not  in  itself  sensitive  to 
pressure,  so  that  the  trochanter  or  knee  will  bear  considerable 
force  without  any  indication  of  suffering. 

A  singular  manifestation  of  incomplete  paralysis  is  furnished 
by  that  curious  condition  known  as  astasia-abasia.  It  is  charac- 
terized by  partial  or  complete  loss  of  power  in  those  muscles 
whose  co-ordination  is  necessary  for  walking  or  standing;  but 
the  loss  of  power  shows  itself  only  in  the  effort  to  accomplish 
one  of  these  movements.  In  any  other  position,  as  when  reclin- 
ing or  seated,  the  affected  muscles  show  themselves  possessed  of 
normal  power  and  obey  readily  all  the  impulses  of  the  will.  A 
patient  may  be  able  to  move,  but  unable  to  walk  or  stand.  No- 
thing could  i>erhaps  more  closely  illustrate  the  predominant 
cerebral  influence  than  such  an  association  of  symptoms. 

Lastly,  I  may  be  permitted  to  allude  briefly  to  trophic  dis- 
turbances in  hysteria.  The  possible  association  of  the  two  has 
only  been  recognized  in  recent  times.  Most  of  these  troubles 
take  the  form  of  cutaneous  disorders.     There  may  be  pemphi- 
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gus,  vesicular  erythema,  gangrene  of  the  skin,  hemorrhao-e 
either  in  the  form  of  ecchymosis  or  bloody  sweating,  loctl 
asphyxia,  or  edema,  either  white  or  bluish  in  color. 

The  long  continuance  of  a  hysterical  contraction  sometimes 
though  rarely,  leads  to  contraction  of  the  tendons  or  to  atrophy 
of  muscles,  limited  to  the  limb  which  is  the  seat  of  the  hysterical 
paralysis  or  contraction.  The  atrophied  muscle,  whether  the 
diminution  m  volume  have  taken  place  slowly  or  rapidly  will 
show  the  normal  reaction  as  to  reflexes  and  to  electrical  tests 

These  are  the  more  important  symptoms  that  may  be  at  times 
thought  to  be  in  relation  with  spinal  disease.  I  have  not  in  any 
way  entered  upon  their  treatment,  for  that  would  involve  the 
consideration  of  the  whole  subject  of  the  management  of  hys- 
teria. Success  will  be  most  generally  found  in  strict  adher- 
ence to  the  old  Latin  motto,  Suaviter  in  modo,  fortiter  in  re. 
427  McMillan  street. 


HYSTERIA  IN  THE  MALE.' 


BY 

N.   P.  DANDRIDGE,   M.D., 
Cincinnati,  O. 


"  Hysteria,"  according  to  the  definition  in  Pepper's  ''Prac- 
tice," ''  is  a  functional  disorder  of  the  nervous  system,  charac- 
terized by  depression  of  the  will  power,  exaltation  of  the  emo- 
tional nature,  and  an  infinitude  of  shifting,  polymorpliic  nervous 
disturbances  more  or  less  clearly  simulating  various  organic 
diseases."  It  is  not  only  more  frequently  seen  in  women  than 
in  men,  but  the  former  undoubtedly  present  the  disorder  in  a 
much  more  intense  and  serious  form  than  the  latter.  There 
are  seldom  seen  in  man  the  extreme  disturbance  of  sensation  or 
motion,  the  contractions,  the  vomiting,  and  the  hystero-epilepsy. 
In  my  own  personal  experience  the  condition  has  most  often, 
though  not  always,  approached  that  which  is  found  in  neur- 
asthenia, and  has  been  due  to  overwork,  intense  application,  or 
overpowering  anxiety.  In  other  cases  the  immediate  cause 
seems  to  have  been  unreasonable  apprehension  of  the  gravity  of 

'  Read  before  the  Obstetrical  Society  of  Ciucinnati,  December  6th,  1894,  as 
part  of  the  discussion  on  Hysteria. 
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some  trivial  malady  or  tlie  fear  of  failure  in  assuming  some  new 
and  unaccustomed  obligation.  One  of  the  most  persistent  and 
difficult  cases  I  have  seen  occurred  in  a  man  accustomed  to 
heavy  and  difficult  business  responsibilities,  who  completely 
broke  down  as  the  date  of  his  approaching  marriage  drew  near. 
I  may  best,  perhaps,  present  the  subject  by  the  citation  of  a  few 
typical  examples. 

A  man  past  middle  age,  who  had  made  a  conspicuous  business 
success  from  a  very  small  beginning,  and  whose  career  had  been 
marked  at  times  by  failures  of  a  most  overwhelming  and  dis- 
heartening character,  rushed  into  my  office  one  day,  apparently 
in  the  greatest  physical  distress.  His  face  was  flushed  and  be- 
tokened abject  terror ;  he  clutched  the  region  of  his  heart,  and 
every  effort  at  explanation  seemed  to  bring  on  a  fresh  attack  of 
physical  suffering,  the  nature  of  which  he  tried  in  vain  to  make 
clear  to  me.  He  could  not  sit  quiet,  but  rushed  about  the  room 
almost  frantic  and  gasping  for  breath.  I  felt  his  pulse  and 
found  it  72,  full,  strong,  and  regular.  I  made  Jiim  lie  down 
and  covered  him  with  blankets,  for  he  complained  of  chills  and 
cold,  and  shivered  from  head  to  foot.  After  a  cup  of  hot  coffee 
and  an  hour's  rest  he  was  sufficiently  recovered  to  drive  home. 
He  could  give  no  sufficient  explanation  of  his  condition  or  how 
it  came  on.  He  said  he  could  not  breathe  and  that  he  suffered 
from  an  overwhelming  stabbing  pain  in  his  heart.  A  night's 
rest  under  the  influence  of  a  Dover's  powder,  and  the  next  day  he 
appeared  in  his  normal  state  of  mind  and  health.  Subsequently 
the  cause  of  his  attack  was  made  apparent.  He  was,  I  have 
said,  a  man  who  had  secured  a  large  success  in  life,  due  to  an 
energy  of  character  that  had  enabled  him  to  overcome  unusual 
obstacles  and  to  withstand  unusual  losses.  He  had  been  engaged 
in  a  manufacturing  enterprise  of  great  magnitude,  which  was- 
approaching  completion,  but  in  which  he  had  exhausted  all  of 
the  funds— a  million  of  dollars — which  had  been  supplied  him 
as  manager.  Two  hundred  thousand  dollars  more  were  needed 
at  once  to  save  that  which  had  been  exhausted  in  the  then  in- 
complete works,  and  the  very  morning  he  had  come  to  me  he 
had  passed  through  a  stormy  interview  with  the  board  of  direc- 
tors and  finally  compelled  them  to  accede  to  his  demands.  The 
tension  of  the  struggle  over,  his  self-control  gave  way  in  the 
manner  I  have  described.  This  man  was  of  a  decided  neurotic 
temperament.     He  had  been  an  excessive  user  of  the  strongest 
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tobacco.  He  had  at  times  lived  largely  on  stimulants  in  place  of 
proper  quantities  of  nourishing  food,  and  had  for  long  periods 
only  secured  sleep  by  the  use  of  chloral  and  other  anodynes.  So 
far  as  I  know,  no  other  oatbreak  has  occurred,  and  he  has  con- 
tinued for  years  to  occupy  positions  of  responsibility  and  trust 
which  have  brought  him  ample  fortune.  The  pr)per  interpre- 
tation of  such  a  case  is  not  always  possible  until  subsequent 
events  determine  whether  the  outbreak  is  not  the  forerunner  or 
beginning  of  serious  and  permanent  mental  impairment.  In  the 
following  history  such  proved  to  be  the  case  :  An  army  engineer 
had  constructed  a  dam  for  the  improvement  of  the  navigation  of 
a  Western  river.  The  river,  however,  refused  to  run  over  the 
dam  and  cut  into  the  bank,  leaving  the  work  high  and  dry,  and 
made  a  new  passage  for  itself,  and  the  government  was  put  to 
large  and  unlooked-for  expense  to  compel  it  to  take  the  expected 
course.  A  board  of  inquiry  was  ordered  to  investigate  the  re 
sponsibility  of  the  supervising  officer.  I  was  sent  for  early  one 
morning  to  see  the  officer.  I  found  him  in  bed  in  a  state  of  the 
greatest  excitement.  He  expressed  the  greatest  apprehension 
lest  the  government  should  hold  him  and  his  personal  estate 
responsible  and  his  wife  and  family  should  be  left  unprovided 
for.  He  had  passed  the  night  in  the  greatest  distress,  weeping, 
wringing  his  hands,  and  walking  the  floor.  An  hour's  talk 
allayed  his  excitement  to  some  extent,  and  later  in  the  day  he 
was  calm  enough  to  go  out  for  a  walk.  The  next  day  he  came 
to  my  office  as  composed  as  ever.  He  had  had  a  good  night's 
sleep  under  some  simple  anodyne,  and  said  he  could  not  under- 
stand his  mental  perturbation  the  day  before,  as  it  now  seemed 
perfectly  clear  to  him  that  his  apprehension  was  groundless.  In 
two  months  he  was  the  subject  of  pronounced  dementia,  and  in 
six  months  he  was  dead. 

Many  cases  of  hysteria  in  the  male  approach  very  nearly  to 
that  of  neurasthenia ;  indeed,  it  may  be  a  question  as  to  how 
they  should  be  classified.  The  following  cases  belong  to  this 
class.  A  man  of  30  or  35  years,  of  most  excellent  moral  charac- 
ter, had,  after  years  of  continuous  work,  secured  a  partnership 
in  a  large  contracting  firm  that  made  him  not  only  independent, 
but  promised  almost  certainly  a  fortune  in  the  near  future.  He 
was  one  of  the  leading  spirits  in  the  affairs  of  his  firm,  and  was 
always  entrusted  with  the  calculations  upon  which  bids  were 
made  on  important  pieces  of  work,  or  with  the  important  and  deli- 
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cate  negotiations  necessary  in  securing  public  work.  While  un- 
assuming and  unpretentious,  he  was  a  well- possessed  and  self- 
reliant  man  and  free  from  all  bad  habits.  He  became  engaged 
to  be  married.  As  the  time  approached  he  broke  down  com- 
pletely and  felt  that  it  was  absolutely  beyond  his  power  to  carry 
out  his  engagement.  He  would  lie  in  bed  for  days,  sometimes 
give  way  to  fits  of  weeping,  and  utterly  unable  to  control  or 
compose  himself.  He  would  sleep  a  few  hours  in  the  iirst  of 
the  night,  and  lie  awake  worrying  and  pondering  the  rest.  For 
this  state  of  mind  he  could  give  no  reason.  He  simply  seemed 
overwhelmed  with  a  sense  of  ill-defined  apprehension.  He  had 
no  business  troubles;  on  the  contrary,  his  partners  urged  him  to 
absent  himself  from  work  as  long  as  he  chose.  His  affection  re- 
mained unchanged,  and  he  had  had  no  trouble  or  misunderstanding 
with  the  object  of  his  affections.  He  put  himself  under  special- 
ists; he  travelled  and  kept  from  all  business,  but  all  to  no  pur- 
pose. His  condition  lasted  for  a  year,  when  gradually  he  grew 
better,  married,  in  due  time  became  a  father,  and  for  years  has 
successfully  managed  the  intricate  affairs  of  a  large  contracting 
firm  in  a  most  successful  manner.  Is  there  in  such  a  case  some 
hidden  and  uuconfessed  experience  which  remains  concealed 
and  which  is  the  cause  of  this  want  of  mental  and  moral  balance? 
And  is  such  a  mind  likely,  under  some  future  strain,  to  become 
more  permanently  unhinged  and  unbalanced  ?  Some  of  these 
cases,  I  believe,  have  their  real  origin  in  fancied  sexual  incom- 
petency. Another  phase  of  hysterical  manifestation  in  man  is 
shown  in  the  following  : 

A  professional  man,  who  had  already  secured  an  ample  com- 
petency and  who  was  engaged  in  a  growing  practice,  became 
alarmed  about  a  persistent  sore  in  his  nose,  which  he  feared  was 
a  cancer.  He  brooded  over  his  troubles  until  he  passed  into  such 
a  condition  of  neurasthenia  that  he  was  compelled  to  give  up  all 
work  and  retire  to  the  country  for  a  year.  He  could  not  assume 
any  responsibility  without  breaking  down  completely.  After  a 
year  he  came  back  to  work,  but  has  never  been  fully  himself. 
Sometimes  after  a  trying  case  or  repairing  a  building  he  owns, 
sometimes  without  apparent  cause,  he  finds  that  he  has  lost 
his  self-control,  that  he  has  l)ecome  sleepless,  and  he  wanders 
around  and  seeks  advice  in  the  most  hopeless  way.  This  con- 
dition he  can'  sometimes  control  and  conquer  by  a  hunting 
expedition,  of   which  he  is   fond,  ami  after  some   days  of  hard 
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work  and  continuons  exercise  lie  will  regain  his  usual  compo- 
sure and  ability  to  sleep.  He  has  led  a  humdrum  life,  free  from 
all  dissipation,  without  variety  and  social  pleasure,  and  has  con- 
fined himself  to  his  professional  routine  very  strictly.  In  young 
boys  from  7  to  10  I  have  seen  an  unstable  disposition  and  nei^ 
vous  irritability  associated  with  an  elongated  and  adherent  pre- 
puce, bordering  on  hysteria,  and  with  the  relief  of  this  condi- 
tion by  circumcision  the  disappearance  of  all  the  unpleasant 
symptoms. 

In  regard  to  the  treatment  of  hysteria  in  man  I  have  nothing 
especial  to  say.  It  is  less  frequently  than  in  women,  I  believe, 
dependent  on  anemia  and  want  of  proper  nourishment,  and 
therefore  the  question  of  a  sufficiency  of  nourishing  food  is  not 
so  important  and  so  liard  a  difficulty  to  meet.  In  those  cases, 
however,  where  excessive  use  of  stimulants  and  anodynes  or 
narcotics  has  been  indulged  in,  proper  feeding  is  of  extreme 
importance,  in  order  to  place  the  individual  in  a  position  to  com- 
bat the  cravings  to  which  he  has  yielded.  Massage,  especially 
in  connection  with  Turkish  baths,  will  often  have  a  happ} 
effect,  but  prolonged  rest  in  bed  is  not,  in  my  experience,  of 
frequent  benefit.  Relief  from  the  anxiety  of  wearing  and 
anxious  duties,  combined  with  prolonged  and  even  severe 
out-of-door  exercise,  is  more  likely  to  restore  the  true  and 
healthy  condition  of  mind  and  body  than  anything  else.  The 
ability  to  take  natural  and  refreshing  sleep  is  usually  the  first 
step  toward  improvement. 


THE  RELATION  OF  MENSTRUATION  TO  THE  OTHER 
REPRODUCTIVE   FUxNCTIONS.' 


BY 

A.   W.    JOHNSTONE,   M.D., 
Cincinnati,  O. 


(With  ten  illustrations.) 


Menstruation,  which  occurs  in  all  erect  animals,  is  nothing 
but  a  shedding  of  the  superficial  layers  of  the  endometrium,  and 
is  a  kindred  process  to  the  moult  in  birds  and  the  dropping  of 

*  Read  by  invitation  before  the  Chicago  Gynecological  Society,  April  19th, 
1895. 
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the  horns  and  hair  in  the  deer  tribe,  as  well  as  the  logs  of  the 
dermal  structures  which  occurs  periodically  in  so  many  different 
classes  of  animals.  There  have  been  so  many  superstitions  con- 
necting it  with  the  other  reproductive  functions  that  I  must  ask 
you  to  bear  with  me  while  I  attempt  to  unravel  the  chaotic  state 
which  still  influences  our  ideas.  The  two  functions  with  which 
it  is  most  often  confused  are  ovulation  and  "  the  rut."  Ten 
years  ago  it  was  very  generally  believed  that  ovulation  was  the 
cause  of  menstruation  ;  so  much  was  it  the  ease  that  in  most  of 
our  older  authors  you  will  find  the  terms  used  as  though  they 
were  synonymous.  But  with  the  literature  of  this  subject  many 
of  you  are  more  familiar  than  I  am.  You  all  know  how  fierce 
the  battle  has  been.  The  old  idea  has  gradually  given  way,  until 
now  very  few  if  any  men  who  are  operators  believe  that  the}' 
have  any  if  even  a  slight  connection.  You  know  as  well  as  I  do 
the  history  of  the  scepticism  which  was  started  by  De  Sinety, 
and  liow  it  has  grown  and  put  operators  to  a  more  careful  ex- 
amination of  their  specimens,  until  it  has  been  proved  beyond  a 
doubt  not  only  that  the  ovary  is  active  before  birth  and  con- 
tinues to  form  Graafian  follicles  as  long  as  the  woman  lives,  but 
also  that  during  menstrual  life  she  probably  does  not  ripen  more 
than  four  or  five  ova  during  the  year.  This  is  borne  out  by  my 
operative  experience.  Our  favorite  time  for  operating  is  on  the 
fifth  day  after  menstruation.  For  nine  years  I  have  watched 
closely,  and  of  all  the  hundreds  of  pairs  of  ovaries  that  I  have 
handled  and  examined  I  have  never  seen  more  than  a  dozen  in 
which  there  was  a  freshly  ruptured  Graafian  follicle.  Some 
may  claim  that  the  vast  majority  of  those  were  diseased  ovaries 
and  therefore  should  not  count,  but  I  have  seen  no  less  than 
fifty  pairs  of  healthy  ovaries  that  were  removed  to  stop  the 
growth  of  fibromata,  and  not  more  than  two  or  three  of  them 
contained  a  ruptured  follicle.  So  that  the  percentage  is  near 
the  same  in  both  healthy  and  diseased  organs. 

According  to  a  recent  paper  by  Mr.  Walter  Ileape,  of  Cam- 
bridge, England,  a  similar  state  of  affairs  exists  in  the  monkey. 
So  that  we  are  forced  to  the  conclusion  that  the  rhythm  of  ovula- 
tion is  not  coincidal  with  that  of  menstruation,  and  that  their 
association,  whenever  it  occurs,  is  accidental  and  in  no  way 
dependent  on  each  other.  They  are  two  totally  independent 
functions,  both  of  which  must  be  kept  going  if  reproduction  is 
to  be  continued,  the  cessation  of  either  producing  sterility.     The 
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oulj  connection  between  them  is  that,  if  the  four  or  five  ova 
happen  to  ripen  near  the  end  of  the  twenty-eight  day  menstrual 
cycle,  the  congestion  of  the  pelvis  necessary  to  bring  on  men- 
struation so  softens  the  ovary  that  this  follicle  is  more  liable  to 
rupture.  This,  I  believe,  is  the  only  connection  between  men- 
struation and  ovulation. 

So  far  as  I  know  there  is  no  systematic  study  of  the  "  rut "  in 
print.     Some  hundreds  of  years  ago  it  was  announced  that  it 
was  identical  with  menstruation,  and  the  error  has  been  faith- 
fully transmitted   without  question  from  one  generation  down 
to  the  next  until  the  last  decade.     Along  in  the  eighties  some  of 
the  more  thoughtful  minds  began  to  be  sceptical  and  advanced 
a  few  reasons  for  their  disassociation.     But  there  is  no  one  here- 
tofore who  has  gone  at  it  systematically,  and  for  what  follows 
I  will  have  to  depend  very  largely,  if  not  entirely,  on  my  own 
studies.     My  belief  is  that  both  the  rut  and  ovulation,  in  the 
natural  state  of  the  animal,  depend  more  on  the  nervous  system 
and  the  general  well-being  than  anything  else,  and  that  men- 
struation has  nothing  to  do  with  either.     For  a  short  time  let  us 
look  at  the  animal  in  its  natural  state.     Our  common  American 
deer  is  as  good  a  subject  as  we  could  have  to  study.     In  the 
winter  time  he  is  half-starved  from  lack  of  vegetation  in  the 
woods  ;  the  low  tem  perature.  giving  snow  and  ice,  makes  his  con- 
ditions of  life  harder  not  only  from  the  lack  of  the  proper  amount 
of  food,  but  makes  him  an  easier  prey  to  wolves  and  other  car- 
nivorous animals  who  are  constantly  on  his  track.     The  conse- 
quences are  that  it  is  about  all  his  economy  can  do  to  preserve 
life.     After  the  winter  is  over  he  sheds  hie  winter  coat  and  is 
provided  with  a  spring  suit  of  lighter  hair,  and  while  this  is 
going  on  he  is  also  growing  new  weapons  of  defence  in  the 
shape  of  antlers  in  the  male.     The  female  about  this  same  time 
is  far  along  in  her  pregnancy,  and  about  the  time  these  antlers 
are  fully  grown  she  drops  the  fawn.     So  that  from  the  early 
winter  until  late  in  the  spring  both  male  and  female  have  about 
all  they  can  do  to  support  life  and  prepare  them  for  the  battle 
of  existence.     About  the  time  the  fawns  are  dropped  vegetation 
is  most  plentiful  and  lactation  sets  in.     During  this  time  the 
male  has  about  all  he  can  do  to  get  food  enough  for  himself  and 
stand  anxious  guard  over  his  more  or  less  helpless  family.     As 
the  season  advances  there  is  more  and  more  nutriment  in  the 
ripening  vegetation,  and  there  is  less  and  less  demand  on  the 
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mother,  as  lactation  is  being  cut  down  and  the  fawn  begins 
digesting  the  grasses  around  liim.  About  tliis  time  the  heat  of 
summer  comes  on,  the  little  streams  begin  to  dry  up,  so  that 
between  the  enervation  of  the  heat,  the  drought  on  the  vegeta- 
tion, and  the  distances  having  to  be  travelled  for  water,  the  ani- 
mal once  more  has  about  all  he  can  do  to  suj3port  life.  So  that 
yon  may  say  fully  ten  months  in  the  year  the  deer  has  about  all 
he  can  do  to  support  life,  without  the  extra  exertion  incident  to 
the  rutting  season.  After  the  fall  rains  set  in  the  autumnal 
grasses  spring  np  everywhere,  the  antlers  of  the  male  and  new 
suit  of  hair  of  both  are  fully  grown,  the  heat  of  the  summer  is 
gone,  food  and  drink  are  plentiful  everywhere,  the  fawns  are 
weaned,  and  both  sexes  have  gotten  into  the  very  pink  of  condi- 
tion. Then,  and  onlj'  then  in  the  whole  year,  comes  "  the  rut." 
The  rut  to  them,  like  most  other  animals,  means  an  unwonted 
•  amount  of  physical  exercise  besides  the  every -day  runs  for  life  from 
'their  natural  enemies.  There  is  an  immense  amount  of  unusual 
energy  used  up.  If  a  doe  dislikes  the  attentions  of  a  special 
buck,  there  are  miles  and  miles  of  chasing  and  racing;  if  jealous 
males  meet,  furious  battles  are  the  result ;  and  the  strain  that  is 
put  on  both  sexes  could  not  possibly  be  endured  at  any  other 
season  in  the  year.  By  the  time  the  cold  weather  comes  on  the 
climatic  deprivations  and  winter  dangers  set  in,  and  with  their 
approach  the  "  rut "  closes.  If  you  will  study  closely  wild  ani- 
mals of  every  description  you  will  tind  that  this  law  holds  good  : 
that  when  climatic  and  other  conditions  favor  the  highest  devel- 
opment of  their  physical  powers,  then,  and  only  then,  comes  the 
"rut."  In  all  wild  birds  the  law  holds  good,  for  it  is  then,  and 
only  then,  that  they  can  stand  the  strain  incident  to  love-making. 
To  prove  this  all  that  any  of  you  have  to  do  is  to  watch  the  birds 
in  your  yard.  Our  common  crow  blackbird  is  a  very  good  type. 
In  the  winter  he  is  marauding  around  the  rice  fields  of  the  South, 
leading  a  tramp's  existence  in  a  country  that  does  not  belong  to 
him  and  to  which  he  has  only  gone  to  escape  the  rigors  of  his 
Northern  home.  He  is  the  first  signal  of  spring.  For  several 
weeks  he  goes  in  flocks  about  over  the  fields,  gathering  up  the 
worms  and  grubs  which  have  just  come  from  the  deeper  levels 
of  the  earth  to  get  a  breath  of  air  nearer  the  surface  of  the 
ground,  which  was  jdoughed  during  their  winter  hibernation. 
After  his  long  flight  from  the  South  this  saucy  gentleman  leads 
several  weeks  of  an  almost  ideal  existence.     II is  food  is  plenti- 
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fnl  everywhere,  and  he  loafs  about  like  an  old-time  nabob  and 
grows  glossy  and  slick  with  his  increased  amount  of  natural 
food.  Just  as  the  delightful  spring  weather  gets  into  its 
brightest  state,  and  he  is  thoroughly  rested  from  his  lon^  migra- 
tion and  is  strong  and  hearty,  then,  like  the  young  man's  fancy, 
he  turns  to  thoughts  of  love.  The  pairing  season  is  the  time 
when  he  uses  up  more  foot-pounds  than  any  other  time  in  the 
year.  His  fantastic  dances,  his  racing  and  chasing  after  the 
females,  and  the  savage  lights  he  has  with  his  rivals  are  some- 
thing that,  if  we  knew  him  only  in  his  ordinary  state,  we  would 
deem  impossible  for  this  grand  loafer.  Then  come  the  care  of 
the  young  and  the  long  flights  for  water  and  sustenance  during 
the  drought  of  the  summer.  Having  gone  through  the  moult, 
autumn  once  more  finds  him  in  flock,  and  by  the  time  the  first 
frosts  fall  he  is  off  on  his  Southern  tour.  So,  then,  in  the  wild 
state  the  "rut"  is  the  capstone  of  perfect  physical  condition. 
The  same  law  holds  good  for  the  carnivoraof  the  tropics.  Their 
rainy  season  and  droughts  making  provision  of  food  an  alter- 
nating and  changing  condition,  it  will  be  found  that  the  "rnt" 
comes  with  them  when  food  is  most  plentiful  When  it  comes 
to  the  artificial  states  produced  by  domestication  the  whole  pic- 
ture changes,  for  food  is  more  or  less  plentiful  all  the  time,  and 
the  consequence  is  that  we  have  changed  the  natures  of  our 
domestic  animals  in  these  particulars  by  keeping  their  state  of 
nutrition  perpetually  at  the  highest  point. 

All  animals,  no  matter  whether  viviparous  or  oviparous,  have 
a  desquamation  time.  This  time,  if  you  hme  noticed  it,  follows 
the  procreative  season.  In  our  first  type,  the  deer,  it  comes  in 
the  early  spring,  after  the  "  i-ut "  is  fairly  over  and  after  the 
necessity  for  protection  of  these  dermal  structures  has  passed. 
The  deer  sheds  his  antlers  at  the  same  time  he  sheds  his  hair. 
This  law  holds  good  in  warm-blooded  animals,  whether  in  the 
wild  or  domestic  state  :  that  at  least  once  in  a  year  all  the  dermal 
structures  are  renewed  ;  and  this  j-enewal  generally  occurs  in  the 
spring,  for  the  reason  that  the  light  coat  is  necessary  for  the 
warm  weather,  and  it  gradually  thickens  as  the  cool  weather  of 
the  next  season  approaches.  But  the  point  I  wish  you  to  mark 
especially  is  that  this  change  is  after  the  rutting  season  is  over. 
In  birds,  where  the  rutting  season  begins  in  the  spring,  the 
principal  part  of  the  moult  occurs  in  the  autumn,  again  after  the 
rutting  season  is  over.     Some  birds,  however,  have  two  moults, 
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one  in   the  very  early  spring  before  the  breeding  season  begins, 
when  they  lose  a  few  of  the  protecting  feathers  and  in  some 
cases  grow  most  fantastic  plumage,  which  is  really  a  part  of  the 
sexual   ornament   and    plays   quite   a   role   in  sexual  selection. 
Darwin  has  borne  down  on  this  point  very  firmly  and  uses  it  as 
one  of  the  foundation  stones  in  his  classical  work  on  sexual  selec- 
tion.    It  will  pay  any  of  yon  to  read  it  carefully,  as  he  there 
shows  that  many  birds  get  then  a  special  nuptial  dress  and  that 
there  are  very  many  queer  freaks  brought  on  for  this  particular 
purpose.     One  of  the  strangest  features  of  it  is  that  of  the  auk» 
which  grows  special  parts  of  his  bill  to  be  worn  only  during  the 
rutting  season  and  which  are  shed  the  minute  the  nesting  season 
is  over.    The  general  law  for  birds,  though,  is  that  the  great  moult 
of  the  year  comes  on  in  the  autumn,  which  again,  as  with  the 
deer,  is  at  the  close  of  the  rutting  season.     After  the  fledglings 
are  beginning  to  take  care  of  themselves  the  parent  birds  begin 
to  lose  their  feathers,  and  in  a  comparatively  short  time  the  new 
dress  begins  to  show  itself.     The  growth  of  feathers,  however, 
takes  a  long  while,  so  that  it  must  be  at  a  time  when  the  creature 
has  nothing  else  to  do.     But  to  all  of  you  who  have  studied 
ornithology   the   moult   is    thoroughly    familiar.      The    point, 
though,  which  I  wish  here  to  repeat  is  what  I  stated  in  my  open- 
ing sentence — that  menstruation  is  nothing  but  a  shedding;  that, 
as  I  have  said  so  often  before,  it  is  a  getting  rid  of  overripe 
material,  which  is  placed  there  for  a  special  purpose  and  must 
be  gotten  rid  of  to  give  room  for  newer  and   stronger  material. 
In  studying  menstruation  in  the  human  being  we  must  remem- 
ber that  it  is  the  only  animal  in  the  world  in  which  the  "  rut"  is 
omnipresent.     Yet  the  endometrium  in  the  woman  is  difiFerent 
even  from  that  in  the  monkey,  in  the  sense  that  it  must  always 
be  kept  ready  to  receive  the  ovum.     The  monkey,  according  to 
the  best  authorities  we  have,  generally  has  but  one  breeding 
aeason,  though  some  of  them,  it  is  said,  have  two,  in  a  year. 
Their  usual  time  is  in  the  autumn,  in  those  where  the  period  of 
incubation  is  longest  ;  but  some,  where  it  is  shorter,  have  a  sort 
of  secondary  time  in  the  spring.     The  consequence  is  that  the 
endometrium  does  not  have  to  be  kept  up  to  the  same  proto- 
plasmic richness  in  the  monkey  that  it  does  in  the  human  being. 
Now,  I  believe  the  difference  between  these  animals  is  altogether 
due  to  the  artificial  state,  or  rather,  I  should  put  it,  a  higher 
grade  of  development,  in  the  human  being,  by  which  the  state 
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of  nntrition  is  kept  at  the  highest  point  all  the  time.  The  rea- 
son for  this  is  that,  with  our  brain  to  lead  us,  the  climate  makes 
absolutely  no  difference  to  us,  because  through  all  the  cycles  of 
years  through  which  man  has  been  evolved  we  have  now  gotten 
to  a  point  when  there  is  never  any  variation  in  our  food,  and 
climatic  condition  never  influences  us  to  the  extent  it  does  the 
lower  animals.  So  that  our  nervous  system  and  blood  supply  is 
always  at  the  top  notch  ;  and  the  consequence  is,  the  human  fe- 
male is  the  only  one  in  the  world  which  is  always  ready  for 
copulation.  Being  thus  always  ready,  her  endometrium  has  to 
be  kept,  as  I  have  already  indicated,  in  a  higher  state  of  devel- 
opment than  that  of  any  other  animal ;  and  to  keep  it  in  this 
best  of  conditions  the  shedding  of  its  over-ripe  material  must 
be  done  more  often,  and  this  is  all  menstruation  means.  In  the 
deer  the  general  shedding  takes  place,  as  I  have  told  you,  once 
a  year  and  always  after  the  period  is  past.  In  birds  it  also  oc- 
curs once  a  year  and  after  the  period  is  past.  One  other  class, 
our  domestic  animals,  I  have  thus  far  intentionally  omitted. 
You  will  naturally  ask,  where  does  the  shedding  occur  in  them  ? 
My  reply  is  found  in  a  paper  which  I  wrote  in  1887  for  the 
British  Gynecological  Association.  You  will  find  it  on  page  379 
of  the  British  Gynecological  Journal  for  1887.  In  it  I  make  a 
systematic  study  of  the  cycle  of  the  "  rut "  in  the  dog.  It  was 
extremely  interesting  to  watch  the  gradual  growth  of  the  proto- 
plasm in  the  endometrium  of  the  dog  as  the  "  rut "  approached ; 
how  the  large  masses  of  rich  corpuscular  development  were 
formed  in  time  to  meet  the  ripening  ova.  .  But  the  point  that  I 
wish  now  especially  to  speak  of  is  the  way  in  which  Nature  gets 
rid  of  that  material  when  conception  is  missed.  It  is  by  the 
route  of  the  lymphatics.  These  corpuscles  undergo  a  granular 
degeneration  and  are  reabsorbed  and  swept  away  in  the  general 
lymphatic  stream  and  used  up  in  the  economy.  This  process  is 
the  same  with  all  horizontal  animals.  The  method  in  erect  ani- 
mals I  have  heretofore  fully  described.  So  that  when  an  animal 
becomes  domesticated  the  first  changes  are  that  his  food  comes 
regularly  and  that  his  nervous  system  is  always  in  good  condi- 
tion. He  is  prepared  in  this  way  for  more  frequent  "  rut "  than 
in  the  wild  state.  But  the  changes  necessary  in  the  endometrium 
for  the  reception  of  the  egg  are  such  that  there  must  be  a  longer 
or  shorter  interval  to  allow  for  the  changes  in  the  endometrium. 
So  that  the  endometrial  shedding   in  these  animals  is  accom- 
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plislied  through  the  lymphatics  instead  of  beiug  cast  off  to  the 
outside.  As  yet  there  have  been  but  two  well-written  papers 
on  menstruation  in  monkeys.  The  first  was  by  Mr.  Bland  Sut- 
ton, before  the  British  Gynecological  Society,  in  June,  1886; 
with  this  many  of  you  are  familiar.  TLe  other  is  by  Mr.  Wal- 
ter  Heape,    M.A.,    Balfour  student   of   the   University,  Cam- 


FiG.  1. — Fibre    of   endometrium,  ghowing  protoplasmic  growth  from  granules.     3,000 
diameters.    CJohnstone.) 

bridge,  published  in  the  PhilosojjJiical  Transactions  of  the 
Royal  Society  of  London,  Form  B.  101,  1894.  It  is  the  most 
important  paper  that  has  yet  been  written  on  the  subject. 
In  it  he  says  that  the  SemnopitJiecus  Entellus  menstruates 
fairly  regularly,  at  least  five  or  six  times  a  year.  He  produces 
one  of  the  strongest  arguments  for  the  separation  of  ovulation 


Fio.  2.— Regeneration  of  epithelium  at  close  of  menstruation.    (Heape.) 

and  menstruation  in  the  fact  that  though  these  animals  men- 
struate five  or  six  times  a  year,  and  sometimes  oftener,  they 
have  but  two  breeding  seasons.  The  only  criticism  I  have  to 
offer  on  this  paper  is  that  he  has  not  examined  tlie  monkey 
during  the  rutting  season.  Plis  description  of  the  endometrium 
is  an  e.xact  reproduction  of  what  I  found  in  the  little  cirl  who 
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TthHl  ^'^T^l^l'  menstruate,  and  again  found  reproduced 

an  undifferentiated  tissue,  whicb  is  lying  there  readv  for  sudden 
calJ  of  Mature  and  capable  of  making  immense  amounts  of  proto- 
P  asm  on  short  notice.     Had  he  studied  it  at  the  time  when  the 
n  erus  must  receive  the  impregnated  ovum,  I  am  sure  he  would 
ave    found    the    protoplasm   far   more  rich.     His  description, 
though  of  the  shedding  of  the  epithelium  coincides  exactly  and 
IS  far  better  presented  than  in   nij  original  paper  on  the  men- 
strual organ.     I  think  the  ground  of  the  only  difference  between 
T^s  about  the  method  of  the  production  of  the  protoplasm  is  to  be 
found  m  the  fact  he  did  not  see  this  structure  when  it  must  be  in 
I.e  most  rapid  state  of  development.     One  of  the  greatest  stum- 
bling blocks  to  the  acceptation  of  my  ideas  of  menstruation  has 
oeen  Remak's   law.     JS^ine  years   ago,  in    the   menstrual-organ 
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Fig.  4.-Same  as  Fig.  .3,  lower  power  and  older  epithelium.    (Heape.) 

paper,  I  stated  positively  that  the  epithelium  lining  the  endo- 
metrium was  reproduced  directly  from  the  tissue  underneath  it, 
and  that  it  does  not  always  grow  from  epithelium,  as  we  had 
been  tauglit  lieretofore  to  believe   was  always  the  case.     Mr. 
Heape  has  given  us  a  beautiful  demonstration  of  this  fact  and 
one  that  no  man  can  gainsay.     I  have  herewith  reproduced  seve- 
ral of  his  drawings,  from  which  you  may  see  for  yourselves  just 
what   the   connection    between    the    epithelium  and  the  tissue 
underneath  is.     Now,  that  you  may  understand  fully  what  my 
idea  of  shedding  is,  I  will  have  to  turn  to  an  entirely  different 
subject.     Twenty  years  ago,  when  I  was  a  medical  student,  the 
idea  first  came  into  my  head  that  Remak's  law,  reduced  to  its 
logical  result,  was  an  absurdity ;  that  the  separation  of  the  epi- 
blast  and  the  hypoblast,  and  their  continued  separation  through 
life,  meant  a  dual  exi^tence ;  and  that   there  were  two  separate 
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and  distinct  entities  living  side  by  side  in  the  same  body  through- 
out life,  which  undoubtedly  is  a  reductio  ad  absurdum.  I 
undertook  some  original  studies  in  the  winter  of  1876-77  to  find 
out  how  the  lymphatic  corpuscle  is  manufactured,  and  I  here- 
with produce  an  enlarged  drawing  of  the  one  that  accompanied 
my  first  publication  on  the  subject  (Fig.  1).  It  is  very  difficult 
work  to  trace  out  this  connection,  as  you  all  know  how  prover- 
bially hard  the  immersion  lens  is  to  handle.  After  a  winter's 
work  I  succeeded  in  establishing  beyond  a  doubt  that  the  granules 
in  the  threads  of  this  reticular  tissue  gradually  grow  to  full- 
grown  corpuscles,  separate  from  the  threads,  and  float  away  in 
the  lymph.  For  two  winters  subsequent  to  this  I  worked  on  the 
same  subject  with  reference  to  the  epithelium,  but  the  idea  of 


Fig.  5.  Fia.  6. 

FiQ.  5.— Fibres  of  lymphatic  gland  of  a  cat,  1,200  <iiameters,  showing  growth  of  protoplasm 
from  granule.    (Johnstone.) 

Fig.  6  —Ciliated  epithelium  of  intestine,  showing  connection  of  young  cells  with  hyaline 
layer. 

karyokinesis  so  fully  dominated  my  thoughts  that  I  did  not  get 
anything  at  all  satisfactory,  though  at  that  time  I  made  a  draw- 
ing, and  still  have  it  in  an  old  sketch  book,  showing  that  the 
hyaline  layer  is  sometimes  extremely  granular  and  that  there  are 
all  forms  of  gradations,  from  the  little  granule  up  to  a  young 
epithelial  cell,  protruding  from  it  into  the  rete  Malpighii.  This 
I  first  saw  in  an  ordinary  section  of  skin  ;  afterward  I  saw  it  in 
the  frog  of  a  colt's  foot,  afterward  in  the  matrix  of  the  nail ;  but 
the  idea  of  cell  division  still  so  strongly  possessed  me  that  I  was 
not  satisfied  witli  it  and  never  got  the  correct  idea  of  how  epi- 
thelium is  reproduced  in  the  adult  state  until  along  in  the  year 
1886-87,  when,  by  studying  feather  development,  I  found  that 
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there  was  no  doubt  about  it  and  that  the  little  granules  in  the 
hyaline  layer  gradually  grow  and  protrude  into  the  rete  Mal- 
pighii  until  the  full-grown  epithelial  cell  of  the  deep  layer  is 
made ;  the  only  difference  between  the  epithelial  and  connective 
tissue  being  that  at  a  certain  point  the  undifferentiated  proto- 
plasm begins  to  secrete  glue,  and  this  marks  the  line  between 
sustentacular  and  protective  tissue.  That  you  may  see  for  your- 
selves what  all  this  means,  a  friend  of  mine,  Mr.  Walter  Berry, 
a  graduate  of  the  Worcester,  Mass.,  Technical  School,  has  made 
me  two  drawings :  one  of  the  feather  papilla  in  the  quiet  state, 
and  that  is  when  the  plumage  is  full  grown ;  and  the  other  in 
the  moulting  condition,  when  the  young  feather  is  just  beginning 
to  peep  through  the  skin.     In  the  first  you  can  see  that  the 


Fig.  r.  Fig.  8. 

Fio.  7.— Salivary  gland,  showing  connection  of  young  cells  with  hyaline  layer. 
Fig.  8.— Skin  of  chin,  showing  hyaline  layer,  richly  protoplasmic,  with  deepest  cells  of 
rete  Malpighii  growing  directly  from  it.    (Johnstone.) 

feather  papilla  is  our  old  friend,  ordinary  mucous  tissue,  with 
large  nuclei  and  branching  corpuscles  running  in  every  direction 
around  them.  The  feather  papilla,  as  you  see,  contains  quite  a 
number  of  blood  vessels  even  in  this  quiet  state,  because  there 
is  so  much  of  the  tissue  that  transudation  is  not  sufficient  to 
nourish  it  and  a  better  source  of  supply  must  be  had.  The 
result  is  these  numerous  capillaries  shown.  In  the  active  state, 
though,  where  plenty  of  ricji  protoplasm  is  necessary,  you  will 
find  every  function  intensified,  the  granules  in  these  threads  are 
enlarged  and  are  growing,  until  you  find  the  whole  lower  part 
of  the  papilla  nothing  but  a  mass  of  protoplasm  divided  up  into 
corpuscles,  so  as  to  resemble  very  closely  the  lymphatic  gland. 
Higher  up,  the  black  lines  that  you  see  are  the  finished  epithelial 
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columns  which  build  up  the  feather,  l^ow,  if  you  will  notice 
the  gradations  from  the  beginning,  at  the  bottom  of  the  feather, 
up  to  the  columns,  you  will  find  the  gradual  gradations  of  the 
neutral  protoplasmic  corpuscles  into  the  full-grown  epithelial 
cells.  And  here,  I  believe,  is  the  law  of  the  supply  of  waste  of 
all  epithelial  tissues  in  adult  life.  Besides  these  feathers  I  have 
had  here  various  forms  of  epithelium  drawn.  Some  of  these 
glands  I  have  had  copied  from  Qnain's  latest  edition,  which  is 


Fig.  9.— Full-grown  teaiher,  showing  papilla  composed  of  mucous  tissue  riuactive  state), 
(Johnstone.) 

not  yet  complete,  showing  the  young  cells,  which  undoubtedlj 
bud  off  from  the  sustentacular  hyaline  layer  surrounding  each 
gland.  Also,  in  this  group  of  ciliated  epithelium  you  will  find, 
down  next  to  the  hyaline  layer,  the  young  cells  jnst  growing 
away  from  the  hyaline  layer.  So  then  my  belief  is,  we  must 
have  a  complete  reconstruction  of  our  ideas  of  the  repro- 
duction of  epithelium  in  adnlt  life,  because  the  conditions  of 
adult  life  are  very  diiferent  indeed  from  those  of  the  cml)rvo. 
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In  the  embryo  eyerything  must  be  made  rapidly.  New  organs 
must  be  constructed,  old  ones  die  away  equally  as  taanf  in 
the  rap.d  changes  in  the  progression  of  deyelopment  from  the 
meta.o>c  age  on  up  to  the  highest  deyelopment  of  anim  s  ine 
L  S"--^^ /7^«"t"»  ""d  it  would  be  impossible  to  wa  t  or 
he  growth  of  the  cell  froui  a  little  granule!  The  consemL  ee 
IS,  karyok,ues,s  ,s  the  process  used  in  cell  production  in  tile  em 


C^L'LT'ZlZ^l '''''"'  ^'°^°^  ^^^'"^  ^^'"P-^^  ^'  protoplasmic  tissue 

brjoiiic  condition;  but  in  adult  life  this  heretofore  overlooked 
me  hod  of  cell  production  from  the  granule  to  the'full-^rown 
cell  18  a  source  of  supply  for  the  waste  of  tissues  by  the  wear 
and  tear  of  everj-day  life.  Do  not  understand  me  to  decry  em- 
bryology and  its  teachings.  Do  not  think  I  have  any  quarrel 
with  Remak's  law,  for  at  the  time  it  was  formulated  our  ideas 
as  to  the  condition  of  the  tissues  of  the  body  were  in  a  perfectly 
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chaotic  state  and  some  such  formula  as  this  was  necessary  ta 
hold  back  too  exuberant  ideas  and  to  tie  down  students  until  the 
origin  of  every  organ  and  every  tissue  was  thoroughly  under- 
stood. Now,  however,  that  work  is  accomplished  ;  ami,  like  the 
scaffolding  around  the  wall  which  masons  have  just  completed, 
it  must  come  down  and  give  way  to  the  decorators,  for  really  as 
long  as  Remak's  law  stands  the  future  progress  as  to  the  source 
of  supply  of  the  waste  of  the  body  must  be  at  a  standstill.  We 
must  begin  to  study  embryology  more  in  the  light  of  future 
uses  than  in  that  of  each  present  condition,  as  has  heretofore 
been  done.  The  fact  that  the  mesoblast  is  made  up  both  from 
the  hypoblast  and  the  epiblast  is  one  that  this  law  takes  no  cog- 
nizance of;  and  that  even  the  hypoblast  undoubtedly  makes 
epithelial  tissue,  [as  well  as  that  this  secondary  organ,  the 
mesoblast,  makes  both  whenever  it  is  necessary,  ie  a  point  that 
enough  attention  has  not  heretofore  been  paid  to.  The  scheme 
that  I  would  propose  in  its  place — for  I  think  that  an  iconoclast 
is  the  most  pestiferous  animal  that  has  ever  yet  been  evolved, 
and  that  no  man  has  a  right  to  destroy  a  theory  until  he  has  a 
better  one  to  put  in  its  place — the  one  that  I  would  have  to  sup- 
plant it  is  that  there  are  three  great  functions  which  these  three 
membranes  carry  throughout  life.  The  first,  the  epiblast,  is  the 
ego,  if  you  will  allow  it,  or  the  one  that  makes  the  sensory  appa- 
ratus. It  is  the  one  that  has  to  receive  impressions,  which  has 
to  reason  upon  them  and  issue  orders.  In  order  to  accomplish 
this  the  epiblast  must  enter  very  largely  into  the  composition  of 
the  skin ;  for  very  few  of  us  realize  how  much  of  a  brain  the 
skin  really  is,  for  next  to  the  eye  it  is  the  one  that  gives  us  the 
most  impressions  that  we  receive  during  the  day,  and  the  conse- 
quence is  that  the  epiblast  must  have  an  all-controlling  power 
in  its  manufacture.  F'or  the  millions  of  touch-corpuscles  and 
nerves  which  it  contains  could  not  readily  be  made  in  any  other 
way.  So  then  the  epiblast,  if  you  will  allow  the  simile  of  an 
army,  is  the  general  and  secretary  of  the  war  department,  to 
whom  all  information  must  come  and  from  whom  all  orders  are 
issued.  The  mesoblast,  though,  forms  the  lighting  corps,  the 
muscles,  the  bones,  and  everything  that  goes  to  make  the  loco- 
motive apparatus,  as  well  as  the  sanitary  police.  Because,  as^ 
sisted  by  a  slight  adjunct  from  the  epiblast,  the  mesoblast 
makes  all  tbc  muscles,  bones,  connective  tissue,  as  well  as  the 
geuerati"ve  and  the  renal  and  other  excretory  organs.     It  then  is 
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justly  called  the  army  proper,  whereas  the  hypoblast  simply 
deals  with  the  food  that  is  supplied  to  it,  and,  in  other  words,  it 
IS  nothing  but  the  commissary  department.  And  I  believe,  in 
the  future,  if  we  would  keep  the  functions  of  these  three  great 
subdivisions  in  view  all  the  time,  that  we  would  have  a  far 
clearer  understanding  of  what  these  three  membranes  mean,  and 
how  that  it  is  possible  from  this  original  trinity  to  form  one 
great  whole;  and  it  makes  a  far  more  beautiful  idea  than  the 
old  hide-bound  one,  which  must  result  in  a  dual  existence.  But, 
to  pursue  the  idea  further,  my  belief  is  that  the  reticular  tissue, 
found  everywhere  all  over  the  body,  has  the  function  given  it  to 
produce  protoplasm,  and  that  this  protoplasm  in  turn  makes 
whatever  tissue  may  be  needed.  It  may  make  epithelium  or  it 
may  make  bone  wherever  it  is  necessary  ;  and  one  of  the  greatest 
illustrations  of  this  is  that,  after  shedding,  it  manufactures  a  new 
set  of  antlers  for  the  whole  stag  tribe  once  every  year,  thus 
showing  that  the  procreation  of  the  race  very  largely  devolves 
upon  it,  for  it  manufactures  not  only  the  organs  with  which  im- 
pregnation is  accomplished,  but  it  goes  further  and  makes  the 
organs  of  sexual  attraction,  and  in  this  way  has  an  immense  deal 
to  do  with  the  keeping  up  of  the  race.  As  I  said  in  a  paper  be- 
fore the  British  Medical  Association  in  16S9,  where  I  read  on 
the  subject  of  "The  Sexual  Ornaments,"  "  that  from  the  horn 
of  the  stag  to  the  beard  of  the  Aryan,  the  sexual  ornaments  are 
only  a  kindred  process  to  the  manufacture  of  the  endometrium." 
So  then  my  beliefs  are,  to  sum  it  all  up  in  a  few  words,  that  the 
hyaline  layer  with  its  various  modifications  is  the  matrix  of  all 
epithelial  tissues,  and  that  from  it  spring  ?11  the  varied  sexual 
ornaments ;  that  the  feather  papilla,  the  hair  papilla,  the  endo- 
metrium, are  nothing  but  local  hypertrophies  of  this  same  struc- 
ture for  specific  purposes,  and  that  it  is  only  by  the  wearing- 
out  of  this  structure  that  extreme  old  age  is  allowed  to  appear. 

The  one  great  pathological  doctrine  to  draw  from  all  this  i& 
that  we  have  at  last  a  key  to  what  cirrhosis  really  is,  for  with 
the  hyaline  layer,  with  all  its  reduplications  in  the  capsules  of 
secreting  organs,  we  can  easily  see  how  that  by  a  slight  irrita- 
tion, if  the  neutral  protoplasm  which  was  intended  to  form  se- 
creting cells  should  take  the  other  turn  and  form  connective 
tissue,  we  at  once  know  how  cirrhosis  starts. 

In  closing  this  paper  let  me  once  more  express  the  gratifica- 
tion of  the  honor  you  have  conferred  upon  me  and  the  pleasure 
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it  gives  me  to  lay  before  you  the  results  of  something  like 
twenty  years  of  work.  I  have  been  led  along  roads  that  were 
not  of  my  own  planning,  and,  as  it  were,  stumbled  upon  these 
conclusions  along  the  most  unexpected  routes.  As  you  may  see, 
though  many  months  of  my  life  have  been  spent  in  laboratories, 
the  greater  portion  of  it  has  been  spent  at  the  bedside,  in  the 
ward,  and  in  the  study  of  Nature  in  its  own  wild  haunts  ;  so  that 
after  all  I  am  more  than  ever  convinced  that  the  only  way  to 
study  any  subject  thoroughly  is  not  to  do  it  in  the  laboratory 
alone,  and  not  to  work  it  from  the  artificial  sources  which  civili- 
zation has  forced  upon  us,  but,  like  the  bacteriologists,  go  back 
to  original  sources  and  watch  it  in  its  growth  and  development 
through  all  its  varied  changes  up  to  its  mature  state.  Then, 
and  only  then,  have  you  the  complete  picture  of  any  tissue, 
structure,  or  being. 
Madisonville  Road.      
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Suppuration  is  the  one  of  the  varieties  of  exudative  inflam- 
mation, so-called  from  the  fact  that,  as  a  result  of  the  inflamma- 
tory process,  new  material,  exudate,  is  formed  in  the  tissues. 
This  exudate  may  be  mucus,  serum,  fibrin,  or  pus.  The  character 
of  the  exudates  gives  the  name  to  the  variety  of  the  inflammation. 
Thus  we  may  have  a  mucous,  serous,  fibrinous,  or  purulent  in- 
flammation. Either  variety  may  exist  by  itself,  but  generally 
they  are  found  in  combination. 

Suppurative  or  purulent  inflammation  is  in   the  majority  of 

•cases  caused  by  the  presence  of  certain  forms  of  bacteria  in  the 

tissues.     They  or  their  products  produce  an  active  emigration 

of  the  white  blood  cells  and  a  proliferation   of  the  tissue  cells. 

Many   of  these  cells,  dying,  become   the  pus  cells.     When   the 

'  Read  before  New  York  Obstetrical  Society,  April  2d,  1895. 
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inflammatory  process  is  intense  it  may  cause  a  breaking-down  of 
the  tissue  a  large  accumulation  of  pus  cells  and  fluid,  and  as  a 
result  ol  this  an  abscess  is  formed. 


Fig.  1. -Suppurating  salpingitis,  non-suppurating  cyst  of  the    ovary,     a,  section  of  the 
tube  ;  b,  cavity  of  the  cyst  of  the  ovary. 

With  this  brief  review  of  suppurative  inflammation  we  will 
now  consider  the  forms  it  is  met  with  in  the  Fallopian  tube. 

Suppurative  inflammation  in  the  tube  occurs  as  salpingitis  and 
pyosalpinx.  Suppurative  salpingitis  is  at  first  conflned  to  the 
4 
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mucous  membrane  of  the  tube,  and  is  preceded  by  one  of  the 
other  varieties  of  exudative  inaammation.     The  normal  ciliated 
cylindrical  epithelia  covering  its  free   surface  lose  their  cilia 
and  become  changed  into  cuboidal  or  flat  cells.     The  folds  of 


the^.nucous  membrane  become  elongated  and  thickened,  their 
stroma  mfiltrated  with  small  round  cells,  and  the  blood  vessels 
dilated.  The  lumen  of  the  tube  is  but  slightly  if  at  all  dilated 
and  contains  a  creamy  pus.  As  the  inHammatory  process  pro- 
ceeds the  epithelium  on  the  surface  of  the  mucous  membrane 
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becomes  entirely  destroyed,  its  folds  become  united,  and  finally 
It  becomes  converted  into  a  layer  of  granulation  tissue.  In 
favorable  cases  the  inflammatory  process  may  subside  at  this 
stage,  the  pus  in  the  tube  disappears  and  the  granulation  tissue 
becomes  organized,  and  we  have  as  a  result  a  chronic  salpingitis. 


>^c*  ^^ 


Fig.  3.  — Pyosalpinx,  early  stage.  Section  through  tube  and  ovary,  a,  transverse  section 
of  tube,  showing  dilated  lumen  filled  with  pus  ;  6,  ovary  with  numerous  corpora  fibrosa  ; 
c,  follicular  cysts  of  the  ovary;  d,  thickened  mesosalpinx. 

While  this  favorable  termination  occurs  in  a  certain  percentage 
of  cases,  in  a  large  number  the  inflammatory  process  extends. 
At  first  it  involves  the  wall  of  the  tube,  producing  an  interstitial 
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salpingitis.  The  wall  of  the  tube  becomes  very  much  thickened 
and  the  tube  itself  enlarged.  Its  walls  are  infiltrated  with  pus, 
and  there  may  be  a  large  increase  of  connective  tissue,  which  in 
many  cases  is  edematous.  If  the  inflammation  progresses  it  ex- 
tends to  the  peritoneal  covering  of  the  tube,  producing  a  peri- 
salpingitis, which^in  turn  may  extend  to  the  tissues  of  the  pelvic 


Fig.  4.-Pyosalpinx.    Transverse  section  through  the  tube,   a,  lumen  of  the  tube,  filled 

with  pus 


cavity,  causing  pelvic  inflammation  with  the  formation  of  adhe- 
sions and  suppurating  foci  external  to  the  tube. 

Asa  result  of  this  general  inflammation  of  the  tube  it  be- 
comes enlarged  and  tortuous,  the  degree  of  enlargement  and 
twisting  depending  upon  the  intensity  and  the  duration  of  the 
inflammatory  process.  In  recent  cases  the  tube  is  but  mpderately 
enlarged  ;  in  advanced  cases  it  becomes  enormously  enlarged,  its 
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Fig.  5.— Pyosalpinx.  Longitudinal  section  through  the  tube,  a,  tube  with  thickened  walls 
and  dilated  lumen  filled  with  pus;  6,  cavi-yof  the  cystic  portion  of  the  tube;  c,  remains 
of  the  mucous  membrane.  The  extenial  third  of  the  tube  is  dilated  into  an  oval  shaped  cyst 
measuring  ij^  by  5  centimetres  ;  its  walls  are  thin  and  are  composed  almost  entireIy_of  fibrous 
tissue. 
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walls  thickened,  and  it  becomes  twisted  into  all  manner  of 
shapes.  The  peritubal  inflammation  is  so  great  that  the  adhe- 
sions and  new-formed  tissue  almost  completely  obliterate  its 
outlines.  The  timbrise,  being  extensions  of  the  mucous  membrane 
of  the  tube,  are  involved  in  the  inflammatory  process  at  an  early 
stage.     They  become  agglutinated  by  the  exudate,  which  organ- 


Fio.  6a.— Bilateral  pyo  alpinx.  A,  left  tube:  a,  uterine  end  of  the  tube,  covered  with  ad- 
hesions; 6,  longitudinal  section  of  the  tube  at  its  middle  portion,  showing  its  lumen  dilated 
and  its  walls  thinned  ;  c,  cyst  of  the  fimbriated  end  of  the  tube.  The  left  tube,  A,  is  dilated 
into  an  irregular-shaped  cyst  measuring  5)i  by  4  centimetres. 


izes  and  binds  them  to  adjacent  organs  and  finally   closes  the 
abdominal  ostium,  which  in  time  becomes  rounded  off. 

Pyosalpinx  is  the  secjuel  of  a  suppurating  salpingitis.  After 
the  closure  of  the  abdominal  ostium,  if  the  inflammatory  process 
progresses,  there  is  an  accumulation  of  pus  in  the  lumen  of  the 
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tube.  The  swelling  of  the  mucous  membrane  at  the  uterine  end 
or  the  complete  obliteration  of  the  tube  at  this  point  prevents 
the  evacuation  of  the  pus  in  this  direction  ;  the  abdominal  end 
being  closed,  escape  is  also  cut  off  at  this  end.  The  pus  accu- 
mulating in  this  now  closed  sac  causes  a  distention  of  tbe  tube. 
This  distention  generally  takes  place  more  rapidly  at  the  outer 
portion  of  the  tube,  so  that  in  the  early  stages  of  the  lesion  it 
assumes  a  club  shape  and  in  the  later  stages  a  pear  shape.     At 


Fig.  66. -Bilateral  pyosalpinx.  B.  right  tulie  :  a,  louiritudinal  section  of  the  uterine  end 
of  the  tube  ;  6,  longitudinal  section  of  the  middle  portion  ;  c,  section  of  the  dilated  fimbri- 
ated end  ;  rf,  small  cyst  on  the  surface.  The  right  tube,  B,  is  an  irregular  pear-shaped  cyst 
measiu-ing  11  by  4  centimetres. 

times  this  distention  may  be  uniform  throughout  the  entire 
length  of  the  tube,  when  the  resulting  cyst  assumes  an  elongated 
cylindrical  shape,  which  may  become  more  or  less  curved  and  in 
advanced  cases  very  tortuous. 

The  walls  of  the  tube,  as  a  result  of  this  distention,  become 
thinned,  and  the  mucous  membrane  is  replaced  by  a  layer  of 
granulation  tissue. 


56 


FREEBORN  :  SUPPURATIVE  LESIONS  OF  THE 


In  many  cases,  however,  the  perisalpingitis  keeps  pace  with, 
or  even  advances  more  rapidly  than,  that  within  the  cyst.  In 
such  cases  the  cyst  wall  becomes  very  much  thickened  and 
firmly  adherent  to  the  walls  or  organs  of  the  pelvic  cavity. 

Suppurative  inflammation  of  the  ovary  may  occur  either  as  an 
acute  or  chronic  process  ending  in  the  formation  of  abscesses, 
or  as  a  suppurative  process  in  pre-existing  cysts.  The  acute 
process  is   almost   always   associated  with  the  puerperal  state ; 


Fig.  7.— Suppurating  salpingitis,  suppurating  cyst  of  the  orary.  a,  transverse  section 
of  the  tube ;  b,  lonRitudinal  section  of  the  portion  of  the  tube  attached  to  the.ovary ;  c, 
cavity  of  the  cyst  of  the  ovary;  d,  granulation  tissue  lining  the  cyst;  e,  section  through 
the  granulation  tissue  lining  a  pocket  in  the  cyst.  The  cyst  measures  16  centinoetres  in  cir- 
cumference, its  walls  are  composed  almost  entirely  of  fibrous  tissue,  and  it  is  lined  inter- 
nally with  a  layer  of  granulation  tissue  from  8  to  4  millimetres  in  thickness. 


unconnected  with  this  condition  it  is  exceedingly  rare.  The 
chronic  form  is  the  more  common  and  is  almost  always  the 
result  of  the  extension  of  a  similar  process  already  existing  in 
the  Fallopian  tube.     In  the  early  stages  of  the  lesion  the  stroma 
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of  the  organ  is  edematous  and  infiltrated  with  small  round  cells; 
in  the  later  stages  abscesses  are  formed  bj  the  breaking-down 
of  the  tissue.     This  form  of  abscess  is,  as  a  rule,  rather  uncom- 


FiG.  10.  — Pyosalpiux.    a,  lonffituiiiiial  sectiou  of  the  lul)e;  f^  external  surface  of  a  portion 
of  a  suppurating  cyst  of  the  ovary. 

mon,  the  collections  of  pus  usually  found  being  the  result  of  a 
suppurative  process  set  up  in  the  wall  of  a  cyst. 

The  term  abscess  of  the  ovary  is  almost  universally  applied  to 
any  collection  of  pus  found  in  this  organ.  In  our  experience 
true  abscess— a  collection   of  pus  due  to  the  breaking-down  of 


FALLOPIAN  TUBE  AND  OVARY. 


59 


the  tissue — of  this  organ  is  exceedingly  rare,  while  suppurating 
cysts  are  quite  common.  We  would  therefore  suggest  that  the 
term  abscess  be  only  applied  to  the  former  lesion  and  not  to  the 
collections  of  pus  found  in  pre-existing  cysts. 

Suppurating  cysts  of  the  ovary  are  due  to  a  purulent  inflam- 
mation of  the  cyst  wall.     This  inflammation  may  cause  small 


Fig.  11.— Suppurating  cyst  of  the  ovary,    a,  cavity  of  the  cyst,  showing  the  convolution  of 
the  hning  membrane  of  granulation  tissue. 

abscesses  in  the  wall,  and  as  the  process  progresses  the  epithe- 
lium lining  the  cavity  of  the  cyst  is  destroyed,  pus  becomes 
mingled  wath  the  fluid  contents,  and  finally  the  interior  of  the 
cyst  becomes  lined  with  a  layer  of  granulation  tissue  and  its 
cavity  filled  with  pus. 

In  some  cases  of  suppurating  salpingitis  or  pyosalpinx  the 
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tube  becomes  adherent  to  the  surface  of  the  cyst  of  the  ovary, 
and  a  communication  between  the  lumen  of  the  tube  and  cavity 
of  the  cyst  is  formed,  a  tubo-ovarian  cyst  being  the  result,  and, 
the  suppurating  process  extending  to  the  wall  of  the  cyst,  its 
contents  are  converted  into  pus. 


Fig.  13.— Suppurating  tubo-ovarian  cyst.  A,  transverse  sections  throuRh  the  tube,  the 
cyst  wall  having  been  dissected  away :  o,  lumen  of  the  tube  ;  6,  openine:  bet^veen  the 
lumen  of  the  tube  and  the  cavity  of  the  tube.  B,  similar  specimen  to  A.  The  cyst  of  the 
ovary  in  this  case  was  about  the  size  of  an  orange.  The  tube  was  enlarged,  its  lumen 
dilated  and  filled  with  pus.  It  was  firmly  attached  tothe  surface  of  the  cyst.  Its  fimbriated 
end  being  lost  in  the  wall.  Section  through  the  tube  and  cyst  wall  showed  a  papillary  pro- 
jection from  the  inner  surface  of  the  cyst  at  a  point  corresponding  to  about  the  middle 
third  of  the  tube.  Upon  cutting  through  this  papillary  ma.ss  it  was  found  to  surround  an 
opening  between  the  ovary  and  tube.  Microscopic  examination  showed  this  papillary 
mass  to  be  the  bulging  mucous  membrane  of  the  tube. 
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Suppurative  tubercular  pyosalpinx  or  ovaritis  may  occur  either 


Fig.  13.— Suppurating  tubo-ovarian  cyst.  A.  section  showing  opening  of  the  fimbriated 
end  of  the  tube  into  the  cavity  of  the  cyst :  a,  longitudinal  section  of  the  tube ;  6,  fimbri- 
ated end  of  the  tube ;  c,  end  of  a  catheter  passed  through  the  abdominal  ostium  of  the 
tube  and  projecting  into  the  cavity  of  the  cyst.  B.  section  from  the  end  of  the  cyst.  1  his 
specimen  consists  of  the  ovary  and  tube  matted  together  into  an  oval-shaped  mass  meas- 
uring 5  by  4  centimetres.  Section  shows  an  oval-shaped  cyst  of  the  ovary,  21  by  .32  milli- 
metres. The  tube  is  firmly  attached  to  the  surface  of  the  cyst,  and  its  fimbriated  end  pro- 
jects into  the  cavity  of  the  latter. 

single  or  in  combination.     In  our  experience  they  have  been 


Fig.  14.— Suppurating  tubercular  salpingitis  and  ovaritis.  Section  through  the  ovary  and 
tube,  a,  longitudinal  section  of  the  tube  ;  6,  suppurating  tubercular  foci  in  the  ovary. 
The  tube  and  ovary  in  this  specimen  are  matted  together  into  an  irregular-shaped  mass 
measuring  6}  by  5|  by  7  centimetres.  The  surface  is  rough  and  slightly  nodular.  Section 
shows  the  tube  enlarged,  its  lumen  slightly  dUated.  Section  of  the  ovary  measures  5  by  4 
centimetres  ;  its  central  portion  contains  an  oval-shaped  mass,  white  in  color,  and  measur- 
ing 3  by  3  centimetres.  Microscopic  examination  shows  the  ovary  and  tube  infiltrated  with 
tubercular  tissue. 


62        FREEBOKN  !    SUPPURATIVE    LESIONS    OF    TUBE    AND    OVARY. 

found  always  associated  with  each  other.  The  macroscopic  ap- 
pearance of  these  lesions  resembles  very  closely  an  ordinary  sup- 
purative inflammation  of  these  organs,  and  often  its  true  nature 
is  only  revealed  by  microscopic  examination.  There  is  a  ten- 
dency for  this  form  of  inflammation  to  extend  rapidly  to  the 
surrounding  organs  and  tissues  of  the  pelvic  cavity,  and  also  to 
those  of  the  abdominal  cavity. 

In  the  early  stages  of  the  suppurative  inflammation  of  the 
ovaries  and  tubes  the  presence  of  bacteria  can  be  demonstrated 


Fig.  15.— Tubercular  pyosalpinx.    a,  lumen  of  the  tube;  6,  tubercular  mass  in  the  meso- 
salpinx ;  c,  cystic  ovary. 


by  the  culture  methods  and  microscopic  examination.  After  the 
process  has  continued  for  some  length  of  time  the  pus  becomes 
sterile.  The  gonococcus  of  Neisser  and  the  pyogenic  germs  are 
the  ones  most  commonly  found,  and  in  cases  of  tubercular  lesions 
the  bacillus  of  tuberculosis. 

With  this  brief  review  of  the  pathology  of  suppurating  in- 
flammation of  the  tube  and  ovary,  we  will  ask  your  attention  to 
a  demonstration  of  examples  of  the  various  lesions,  as  shown  in 
the  illustrations. 
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I.    LARGE  MYOMA  OF  THE  OVARIAN  LIGAMEKT. 

n.    COINCIDENT  OVARIAN  AND   PAROVARIAN   CYSTS. 

ni.    REPORT   OP   A  CESAREAN  SECTION  AND   OP  TWO   SYMPHYSEOTOMIES.! 


BY 

BARTON   COOKE  HIRST,   M.D., 
Philadelphia,  Pa. 


(With  six  illustrations.) 


I.     LARGE   MYOMA    OF    THE    OVARIAN    LIGAMENT. 

A  MYOMA  in  the  broad  ligament,  independent  of  the  womb,  is 
one  of  the  rarest  of  all  pelvic  tumors.  Some  well-known  gyne- 
cologists have  denied  its  existence,  but  in  all  recent  works  on 
gynecology  the  possibility  of  myomatous  growths  from  the  ova- 
rian and  round  ligaments  is  admitted,  though  most  of  the  authors 
evidently  have  not  themselves  seen  the  condition.' 

Coe  quotes  Doran's  case  of  a  tumor  weighing  sixteen  pounds. 
Pozzi  refers  to  the  cases  of  Sanger,  Freund,  Tedenat,  and  Bil- 
finger.  The  last  could  find  only  thirteen  broad-ligament  niyo- 
mata  reported  up  to  1887. 

The  woman  from  whom  I  removed  this  specimen  (Fig.  l)gave 
the  following  history  :  She  had  had  a  sore  feeling  in  the  abdo- 
men as  long  as  she  could  remember.  Married  ten  years,  never 
pregnant.  Menstruation  always  regular,  but  very  profuse  until 
twelve  months  ago,  when  it  became  scanty  and  has  so  continued. 

The  specimen  itself  shows  its  true  character  unmistakably.  It 
has  a  small  pedicle  springing  from  the  posterior  layer  of  the 
broad  ligament,  on  the  outer  side  of  which  is  a  normal  ovary. 
The  tube,  somewhat  lengthened  but  otherwise  normal,  is  thrown 
in  a  loop  above  and  around  the  pedicle,  and  the  fimbriated  ex- 
tremity was  tightly  adherent  to  the  bottom  of  the  broad  liga- 
ment, beneath  the  pedicle.     This   I  removed  separately.     The 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, April  18th,  1895. 

^  Keating's  and  Coe's  "System  of  Gynecology";  Wiuckel's  "  Diseases  of 
Women";  "American  Text  Book  of  Gynecology";  Garrigues'  "Gyne- 
cology"; Kilstner's  "  Gynakologie  "  ;  Martin's  and  Fehling's  •' Lehrbiicher 
der  Frauenkrankheiten," 
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whole  length  of  a  normal  broad  ligament,  without  any  separa- 
tion of  its  layers,  intervened  between  the  pedicle  of  the  tumor 
and  the  uterus.  The  latter  was  normal  in  size,  position,  and 
appearance.  The  right  broad  ligament,  tube,  and  ovary  were 
perfectly  normal  and  were  not  disturbed. 
The  tumor  weighs  three  pounds,  and  measures  fifteen  inches 


Fio.  1.— Myoma  of  the  ovarian  ligament. 


in  its  smallest  circumference.  It  has  a  few  small  cavities  in  its 
interior,  containing  fluid.  A  microscopic  examination,  kindly 
made  for  me  by  Tjv  Stengel,  shows  it  to  be  a  leiomyoma.  On 
examining  the  pedicle  closely  it  appears  that  an  hypertrophied 
ovarian  ligament  runs  from  the  ovary  to  the  tumor  and  is  lost  in  it. 
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ii.   coincident  ovarian  and  parovarian  cyst. 

The  specimen  (Fig.  2)  was  removed  from  an  insane  patient  in 
the  Philadelphia  Hospital.  The  woman  was  one  of  a  number 
upon  whom  I  operated  this  winter  at  the  request  of  Dr.  Hughes. 
Thej  all  had  some  diseased  condition  of  the  pelvic  organs,  such 
as  prolapse,  rectocele,  lacerated  cervix,  pelvic  tumors,  etc.  Our 
object  was  first  to  relieve  the  women  of  physical  suffering,  and 
then  to  watch  the  effect  upon  their  mental  condition  of  the  im- 
provement in  their  physique.  So  far  one  woman  has  regained 
her  reason.  All  of  them  recovered  and  were  benefited  physi- 
cally. 

In  my  experience  combined  ovarian  and  parovarian  cysts  are 
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Fig.  2.— Po,  parovarian,  and  o,  ovarian  cyst. 

rare ;  in  fact,  I  do  not  recall  another  case.  The  ovarian  cyst  in 
this  case  was  due  to  the  abnormal  distention  of  a  Graafian  follicle, 
and  was  monolocular. 

III.     REPORT    OF    A    CESAREAN    SECTION    AND    OF   TWO 
SYMPHYSEOTOMIES. 

The  woman  upon  whom  the  Cesarean  section  was  performed 
had  been  in  labor  twenty-four  hours  when  I  first  saw  her.  The 
cord  had  prolapsed  some  four  hours  before,  and  about  a  foot  of 
it  was  lying  in  and  protruding  from  the  vagina.  The  vessels 
were  pulsating  fairly  well.  The  pelvis  was  rachitic,  with  a  con- 
jugate of  less  than  seven  and  a  half  centimetres.'     There  was  a 

*  Spinse  ilii,  23  centimetres  ;  cristse  ilii,  23f  centimetres  ;  external  conjugate, 
16i  centimetres  ;  conjugata  diagonalis,  9^  centimetres. 
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double  promontory.  The  woman  was  a  primipara  with  a  narrow 
vagina.  The  child's  head,  on  palpation,  Seemed  large,  and  it 
rested  above  the  pelvic  brim,  freely  movable.  On  bimanual  pal- 
pation it  was  evident  that  the  head  could  not  enter  the  pelvis. 
The  case  was  plainly  one  for  Cesarean  section.  Symphyseotomy 
was  inadvisable  on  account  of  the  prolapsed  cord,  the  extreme 
contraction  of  the  pelvis,  and  the  narrow  vagina.  I  had  once 
before  lost  an  opportunity  to  perform  Cesarean  section  because, 
while  I  went  to  fetch  my  instruments,  a  prolapsed  cord  was 
fatally  compressed  betw^een  the  child's  head  and  the  brim  of  the 
pelvis.  To  avoid  a  similar  mishap  in  this  case  I  had  the  patient 
placed  in  the  Trendelenburg  posture  over  the  back  of  a  chair  in 
bed  until  I  was  ready  to  operate. 

After  extracting  the  child  I  amputated  the  womb  above  the 
cervix  and  dropped  the  stump.  I  have  tried  all  the  forms  of 
Cesarean  section,  and  I  like  this  best.  The  woman  and  child 
have  done  perfectly  well.  The  latter  had  an  occipito-frontal 
circumference  of  thirty-five  and  a  half  centimetres.  All  the 
head  measurements  were  a  trifle  above  the  normal.  The  weight 
was  close  to  eight  pounds.  This  operation  makes  for  me  a 
personal  experience  of  ten  Cesarean  sections — six  as  operator 
four  as  principal  assistant.  I  have  been  told  that  this  is  the 
largest  experience  in  the  operation  possessed  by  anyone  in  Ame- 
rica. 

The  first  of  the  two  symphyseotomies  to  be  reported  can  be 
described  to  the  best  advantage  in  connection  with  another  case 
requiring  high  forceps,  for  the  two  together  illustrate  very  well, 
I  think,  the  best  modes  of  procedure  in  dealing  with  labor  ob- 
structed by  a  contracted  pelvis.  There  were  at  the  same  time 
in  the  University  Maternity  a  rachitic  dwarf  with  a  flat  pelvis 
whose  conjugate  diameter  measured  about  eight  centimetres, 
and  a  woman  with  a  generally  contracted  pelvis  whose  conju- 
gate was  nine  and  a  half  centimetres.  They  were  both  primi- 
pariB.  With  the  former  I  anticipated  serious  difficulty.  Labor, 
when  it  came  on,  was  allowed  to  continue  twenty-four  hours. 
At  the  end  of  that  time,  in  spite  of  strong  pains,  the  head  was 
still  loose  above  the  superior  strait.  The  patient  was  prepared 
for  a  symphyseotomy,  was  anesthetized  and  placed  upon  the 
operating  table.  I  then  made  an  attempt,  as  I  always  do,  to  pull 
the  head  into  the  superior  strait  with  axis-traction  forceps,  in- 
ending,  if  I   failed,  to   cut  the  symphysis.     Somewhat  to  my 
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surprise  I  succeeded  with  very  little  trouble,  and  delivered  the 
woman,  in  a  half-hour  or  so,  of  a  living  child  that  did  well. 

When  the  second  woman  fell  in  labor  I  apprehended  very 
little   trouble.     She  was  allowed  to  have  hard  labor  pains  for 
twentj-four  hours  (being  a  primipara),  and  I  then  discovered 
that  the  head  was  still  unengaged.     She  was  anesthetized,  and 
under  ether  I  made  a  careful  examination  of  the  pelvis  and  of 
the  head.     The  latter  seemed  to  be  of  full  size,  but  I  believed  it 
perfectly  feasible  to  deliver  with  forceps.     The  attempt,  how- 
ever, failed  completely,  and  after  about  a  half-hour's  work  I 
gave  it  up  for  the  time  being.     About  six  hours  later  I  had  the 
woman  prepared  for  a  symphyseotomy,  etherized,  and  put  upon 
the  operating  table.     I  made  another  attempt  to  deliver  with 
forceps,  failed  again,  cut  the  symphysis,  again  applied  forceps, 
but,  in  spite  of  vigorous  traction  and  as  great  a  gaping  of  the 
symphysis  as  it  was  justifiable  to  allow,  the  head  would  not  de- 
scend.    Fearing  some  malformation  in  the  child,  I  removed  the 
forceps  and  made  another  careful  examination,  by  which  I  dis- 
covered a  cystic  tumor  on  the  back  of  the  neck  and  behind  the 
left  ear,  that  had  not  been  there  before.     I  recognized,  of  course, 
a  ruptured  hydrocephalus,  punctured  the  head,  let  out  about  a 
pint  of  fluid,  and  extracted  the  child  without  difiieulty.     I  felt 
naturally  chagrined  that  I  had  failed  for  the  first  time  to  dia- 
gnosticate hydrocephalus,   and  I  made  a  careful   study  of  the 
child's  head   to  determine  wherein  I  had  been  at  fault.     The 
head  was  stuffed  with  jute  as  full  as  it  could  possibly  be  stuffed, 
and  the  edges  of  the  puncture  wound  were  sewed  together.     It 
then  appeared  that  the  head  presented  none  of  the  characteristic 
signs  of  hydrocephalus.     I^one  of  the  direct  measurements  ex- 
ceeded the  normal  by  more  than  one  and  a  quarter  centimetres. 
The  occipito-frontal  diameter  was  thirty-eight  centimetres.     The 
sutures  did  not  gape  excessively,  nor  were  the  fontanelles  so 
large  as  to  attract  attention.     The  shape  of  the  head  did  not 
suggest  hydrocephalus  at  all,  as  may  be  seen  by  contrasting  Fig. 
3  with  Fig.  4,  the  latter  representing  a  case  of  mine  in  which 
there  was  no  difficulty  in  the  diagnosis. 

The  second  symphyseotomy  was  performed  upon  a  woman 
who  had  been  four  days  in  labor  when  I  first  saw  her.  She  had 
had  three  children— two  destroyed  in  labor,  the  third,  a  girl, 
born  alive.  The  pelvis  was  generally  contracted,  with  a  conju- 
gate diameter  of  nine  centimetres.     The  child's  head  appeared 
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to  be  of  normal  size  ;  it  was  unengaged  above  the  pelvic  brim. 
The  woman  was  prepared  for  a  symphyseotomy,  etherized,  put 
upon  a  table,  and  an  attempt  was  made  to  engage  the  head  with 


Fig.  3. 


Fig.  4. 

Fig.  3.-Minor  grade  of  hydrocephalus,  unrecognizable  by  the  ordinary  tests. 
Fig.  4. -Well-marked  hydrocephalus,  easily  recognized  during  labor 


svm- 


forceps.  This  failed  after  twenty  minutes'  effort.  The  .,^- 
physis  and  the  subpubic  ligament  were  cut  while  the  forceps 
was  still  attached  to  the  child's  head.     It  was  then  easy  to  pull 
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the  latter  througli  the  pelvis.  I  have  never  seen  the  utility  of 
the  operation  better  demonstrated.  The  mother  and  child  did 
well.  This  makes  my  sixth  symphyseotomy,  which  Dr.  Harris 
tells  me  (March  28th)  is  the  largest  number  performed  by  any 
operator  in  America.  Four  of  the  children  lived  and  all  the 
women  recovered.     They  all  had  afebrile  convalescences  except 


Fig.  5.— Knife  for  the  subpubic  ligament. 

the  first,  who  developed  phlegmasia,  not  from  the  operation,  but 
from  the  difficult  labor  that  preceded  it. 

A  few  words  are  still  in  order  about  the  technique  of  this  ope- 
ration. Increasing  experience  convinces  me  that  it  is  one  of  the 
most  difficult  and  troublesome  of  the  obstetrical  operations,  both 
in  its  performance  and  in  its  after-care.  The  difficulties  in  the 
operation  are  decreased  by  the  suprapubic  incision  and  by  the 
use  of  the  Galbiati  knife.  This  plan  has  the  advantages  of  a 
wound  more  easily  guarded  from  infection,  of  less  danger  of 


Fig.  5.— Hip-binder  fcr  use  after  symphyseotomy. 

hemorrhage,  and  of  less  risk  of  injuries  to  the  urethra  and  blad- 
der. It  has  the  disadvantage  that  the  subpubic  ligament  is 
harder  to  cut.  I  have  failed,  I  think,  in  every  case  to  cut  the 
ligament  with  the  upward  stroke  of  the  knife  that  severs  the 
joint,  and  I  have  been  compelled  to  reinsert  the  knife  to  cut  the 
ligament. 

For  this  purpose  the  Galbiati  knife  is  a  clumsy  implement,  and 
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I  have  had  constructed  a  special  knife  for  the  ligament  that,  I 
think,  will  prove  convenient  (Fig.  5). 

The  difficulties  in  the  after-care  of  the  patient  are  decreased 
by  the  use  of  a  good  hip-binder,  and  by  the  use,  as  suggested  by 
Dr.  Dickinson,  of  sand  bags  under  the  mattress. 

I  have  employed  the  binder  illustrated  in  Fig.  6  in  three  cases, 
and  shall  continue  to  use  it.  The  anus,  vulva,  and  urethra  are 
left  accessible,  while  the  pelvis  is  well  supported.  It  is  wise,  in 
addition,  to  pass  a  broad  strip  of  rubber  adhesive  plaster  around 
the  hips,  leaving  the  gauze  attached  to  that  portion  of  it  which 
runs  across  the  back. 


SYMPHYSEOTOMY  VERSUS  SYMPHYSIOTOMY. 


ROBERT  P.   HARRIS,  A.M.,   M.D., 
Philadelphia. 


As  these  two  titles  have  the  same  pronunciation,  the  slight 
difference  in  their  spelling  would  appear  of  no  consequence  but 
for  the  fact  that  the  first  indicates  a  proper  derivation  and  the 
second  an  improper  one. 

When  Sigault  wrote  his  thesis  in  1773,  he  gave  as  its  title 
Sectio  symphyseos  ossium  pubis.  He  operated  in  1777.  In 
1778  Roussel  de  Vauzeme,  of  Paris,  repeated  the  title  of  Sigault 
in  reporting  his  own  case. 

In  1787  Yerdier  du  Clos  gave  the  operation  a  triple  Greek 
title  and  called  it  symphyseotomies  which  is  still  its  name  in 
France.  The  central  word  of  this  title,  (pvffi?  (phusis),  by  its 
genitive  (pvaeoo?  (phuseos),  determines  the  spelling  of  sy7n- 
physeos  and  symphyseotomy,  ^vffeooi  is  the  genitive  of  Attic 
Greek  and  is  retained  in  the  modern  language. 

Puhiotomy  p.nd  ischiopuhiotomy  are  correctly  spelled  with 
an  "  i,"  because  the  genitive  of  pubes  is  pubis  {of  the  puhes). 
It  is  just  as  incorrect  to  spell  '"  pubiotomy"  with  an  "  e,"  from 
the  nominative,  as  it  is  to  write  "  symphyseotoni}' ''  with  an 
"  i,"  from  the  same  case.  "We  therefore  write  "  pubiotomy  " 
and  "  symphyseotomy  "  for  the  same  reasons. 

In   languages  other  than  English  we  find  the  Greek  genitive 
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carefully  adhered  to.     This  is  the  case  in  the  ten  examples  here 
given  : 

French,         "  Syraphyseotomie."  Danish,  "  Symf u3eotomi. " 

German,        "  Symphyseotomie."  Swedish,  "  Symfuseotomi." 

Russian,        "  Symphizeotomii."  Portuguese,  "  Symphyseotomia." 

Polish,  "Symfuseotomli."  Roumanian,  "  Simfiseptomia." 

Finlandish,  "  Symfuseotomi."  Dutch,  "Symphyseotomie." 

In  Ionic  Greek,  which  is  not  the  standard  of  the  language, 
the  genitive  of  cpvffi?  is  written  (pvffio?.  Possibly  the  origi- 
nator of  the  spelling  in  "  i  "  may  have  thence  obtained  it,  but  it 
is  more  probable  that  it  came  directly  from  the  nominative  as 
an  error. 

In  Italian  the  spelling  is  exceptional  and  national:  the  term 
"  sintisiotomia  "  is  compounded  of  sinfisis  and  tomse. 

There  should  be  but  one  way  of  spelling  in  English,  and  the 
term  ought  to  be  based  upon  the  Attic  Greek  genitive, 
^*  <pvff€a)?." 
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(With  one  illustration  ) 


It  is  not  the  intention  of  the  writer  to  give  a  detailed  chnical 
history  of  this  very  desperate  case,  but  rather  to  point  out  some 
of  its  more  important  and  striking  features. 

Fortunately,  it  is  no  longer  an  almost  daily  occurrence  to  meet 
with  cases  of  pelvic  disease  so  far  advanced  as  the  one  about  to 
be  described.  "We  are  all,  however,  familiar  with  the  type,  al- 
though we  seldom  if  ever  meet  two  cases  which  are  alike. 

The  interest  in  this  case  lies  in  the  prostrated  and  almost  hope- 
less condition  of  the  patient  when  first  seen ;  the  impossibility 
of  doing  more  than  to  free  adhesions  and  effect  drainage  at  the 
operation  ;  the  measures  adopted  to  keep  up  drainage,  subse- 
quent nursing  of  the  patient,  and  the  pathological  report. 
JVI.  H.,  colored,  single,  set.  27,  was  admitted  to  the  Gynecean 

i  '  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Philadel- 
phia, April  18th,  1895. 
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Hospital  February  9th,  1895.  Her  previous  and  family  history 
reveals  nothing  important.  She  had  always  enjoyed  excellent 
health  until  five  years  ago,  when  she  had  an  attack  of  peritonitis 
which  kept  her  in  bed  nine  weeks. 

She  has  not  been  well  since  then,  her  chief  discomfort  arising 
from  painful  menstruation  and  intestinal  disturbances.  Her 
menstruation,  however,  was  regular  and  normal  in  quantity  and 
quality  until  last  September.  This  period,  which  occurred  on 
the  5th  of  the  month,  was  ushered  in  with  an  attack  of  excru- 
ciating pain,  principally  confined  to  the  left  side,  was  very  scanty, 
and  lasted  only  two  days.  The  pain  persisted,  and  has  continued 
with  but  slight  interruption  ever  since.  She  has  steadily  lost 
weight  and  strength,  and  there  has  been  no  further  showing  of 
the  menstrual  period.  Her  normal  weight  is  one  hundred  and 
fifty  pounds ;  her  present  weight  is  one  hundred  and  fifteen 
pounds.  Her  bowels  have  been  irregular,  with  a  tendency  to  diar- 
rhea. She  has  been  unable  to  leave  her  bed  since  the  Septem- 
ber attack. 

She  was  first  seen  by  me  February  8th,  1895.  The  tempera- 
ture was  100|^°,  pulse  100,  respirations  24.  Urine  negative. 
Heart  weak  but  normal,  bowels  loose.  Slie  was  suffering  severe 
pelvic  pain  and  was  much  emaciated. 

The  abdomen  was  very  tender  to  palpation,  with  flat  percussion 
note  as  high  as  the  umbilicus.  Nothing  could  be  outlined  per 
vaginam  but  a  small  virgin  cervix  protruding  from  a  dense  and 
tender  mass  which  completely  filled  the  pelvis. 

On  the  following  day  celiotomy  was  performed.  The  pelvis 
was  filled  with  a  mass  which  consisted  of  the  uterus  firmly  fixed 
between  two  large  abscesses,  over  which  lay  the  Fallopian  tubes. 
Everything  was  matted  together  by  adhesion,  and  loops  of  intes- 
tine were  adherent  posteriorly  and  over  the  mass  and  to  the 
anterior  parietes.  In  separating  a  loop  of  intestine  from  the 
right  side  the  abscess  was  opened,  the  intestine  having  formed 
part  of  the  wall  of  the  cavity.  About  fiv^e  ounces  of  pus  having 
a  fetid  and  fecal  odor  escaped  ;  a  cover  glass  preparation  was  at 
once  made  by  Dr.  Beyea,  and  it  showed  streptococci  in  large 
numbers,  and  a  long-stemmed  bacillus  and  a  short  bacillus,  proba- 
bly bacillus  coli  communis.  The  right  tube  was  removed  with 
a  portion  of  the  abscess  wall  on  this  side.  The  same  was  accom- 
plished on  the  left  side.  Both  abscess  cavities  were  thoroughly 
flushed  out.     A  small  rent  which  occurred  in  the  serous  coat  of 
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the  intestine  while  freeing  adhesions  was  repaired,  and  the  abdo- 
men was  closed  with  glass  drainage. 

It  was  necessary  to  clean  the  tube  every  fifteen  minutes.  On 
the  third  day  her  condition  became  alarming,  her  pulse  having 
risen  to  160  and  temperature  103f°.  Feces  were  escaping 
through  the  tube,  and  the  patient  was  in  a  condition  of  profound 
sepsis.  At  this  juncture  recourse  was  had  to  a  measure  which 
undoubtedly  saved  her  life.  This  consisted  in  substituting  for 
the  original  tube  a  double  glass  tube  for  continuous  irrigation. 
At  the  same  time  the  patient  was  placed  upon  a  treatment  of 
vigorous  stimulation.  From  this  time  onward  for  a  period  of 
four  weeks  she  took  sixteen  ounces  of  whiskey,  twenty  grains  of 
quinine,  one-fifth  grain  of  strychnine,  one  drachm  of  the  tincture 
of  digitalis  in  divided  doses  daily,  and  from  four  to  six  ounces  of 
milk  every  hour.  All  this  she  retained  and  there  was  seldom 
any  tendency  to  nausea.  Irrigation  through  the  double  tube  was 
continued  for  three  days.  At  this  time  the  tube  was  accidentally 
broken,  and,  the  indication  for  its  use  having  ceased,  a  rubber 
tube  was  substituted.  The  patient  improved,  her  pulse  drop- 
ping to  about  100  and  assuming  a  better  character,  and  the  tem- 
perature falling  to  100°  or  under.  Feces  continued  to  discharge 
in  large  quantities  through  the  tube,  and  have  persisted  since  its 
removal  a  few  days  later.  There  has  been  a  persistent  discharge 
of  pus  at  times  through  the  fecal  fistula,  as  well  as  from  a  fistu- 
lous tract  which  opened  about  one  inch  below  it. 

A  small  quantity  of  feces  passes  daily  per  rectum.  The  urine 
has  remained  normal.  Since  April  3d  she  has  been  able  to  sit 
up  in  bed  for  an  hour  or  two  daily.  Examination  per  vaginam  on 
April  12th  showed  the  cervix  about  one  inch  from  vaginal  out- 
let, with  a  bulging  mass  on  the  left  side.  As  soon  as  her  strength 
permits  it  is  intended  to  make  a  free  opening  here  in  order  bet- 
ter to  facilitate  drainage. 

The  double  glass  drainage  tube  used  in  this  case  was  devised 
and  first  used  by  Dr.  Charles  B.  Penrose.  It  can  be  best  ex- 
plained by  the  accompanying  drawing. 

I  am  indebted  to  Dr.  Beyea  for  the  following  pathological 
report : 

Specimens  consist  of  both  Fallopian  tubes  and  a  mass  of  what 
seems  to  be  ovarian  tissue  and  the  wall  of  an  abscess.  Dia- 
gnosis :  chronic,  bilateral  pyosalpinx  and  perisalpingitis  and 
tubo-ovarian  abscess  of  the  left   side.     The   left  tube  is  three 
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inches  in  length,  one-half,  two-thirds,  and  three-quarter  inch  in 
diameter.  The  ostium  is  closed.  There  is  no  sign  of  fimbria. 
The  tube  is  covered  with  adhesions,  particularly  on  its  posterior 
surface,  where  there  is  a  small  portion  of  ovarian  tissue,  one 
surface  of  which  being  the  abscess  wall.  The  internal  surface 
-appears  very  much  like  papillomatous  tissue.  The  tube  is  very 
hard  in  consistence— almost  stony  hard.  On  section  the  lumen 
is  very  small  and  contains  inspissated  pus.     The  right  tube  is 
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Glass  drainage  tube.    A,  afferent,  E,  efferent  nozzle. 

two  and  a  half  inches  in  length,  three-eighths,  one-half,  and 
three-quarter  inch  in  diameter.  It  is  stony  hard,  and  on  section 
the  muscular  wall  is  much  hypertrophied,  being  one-quarter 
inch  in  thickness.  Tlie  lumen  is  large  and  filled  with  caseous 
material,  and  there  are  areas  of  caseation  appearing  like  tuber- 
cles. The  portion  of  ovarian  tissue  and  ab.scess  wall  measures 
three  and  a  half  by  two  and  a  half  inches  by  one  inch.  The 
smooth  surface  contains   a  few  small  cysts  and  hard  nodules. 
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The  abscess  surface  is  papillomatous,  corrugated,  and  appears 
like  a  papillomatous  cjst.  These  specimens  surely  appear  tuber- 
cular. 

Microscopic  examination. — Sections  from  both  tubes  show 
the  raucous  membrane  completely  destroyed,  and  replaced  by 
tubercular  tissue  with  miliary  tubercles,  giant  cells,  and  in  many 
places  advanced  caseation.  The  tube  wall  is  infiltrated  with 
tubercular  tissue  and  small  round  cells.  The  small  round-cell 
infiltration  is  pronounced  in  all  parts  of  each  section  and  in  all 
sections.  The  abscess  wall  is  composed  of  ovarian  tissue  show- 
ing acute  inflammation,  caseation,  and  frequently  infiltrated  with 
miliary  tubercles.  These  specimens  therefore  represent  chronic, 
diffuse  tubercular  salpingitis  or  pyosalpinx,  tubercular  tubo-ova- 
rian  abscess  with  acute  inflammation.  No  sections  have  thus 
far  been  stained  for  the  tubercle  bacillus.  That  the  tubercular 
process  was  the  primary  disease  is  self-evident,  since  the  abscess 
wall  was  the  only  part  showing  acute  inflammation. 


CONGENITAL  ARREST  OF  DEVELOPMENT  OF  INTESTINE. 


BT 

WILLLA.M   L.    STOWELL,  M.D., 

New  York. 


(With  one  illustration.) 


The  specimen  which  I  have  had  photographed  shows  a  very 
unusual  arrest  of  development  of  large  and  small  intestine.  The 
clinical  notes  are  kindly  furnished  me  by  Dr.  P.  H.  Ernst :  "  On 
October  5th,  1893,  I  was  called  to  attend  George  Woolfe,  an  in- 
fant 7  days  old,  who  was  suffering  from  intestinal  obstruction 
and  vomiting.  The  mother  said  there  had  been  no  movement 
from  the  bowels  since  birth ;  but  this  gave  little  alarm  until  the 
fifth  day,  when  the  child  vomited  matter  having  a  fecal  odor. 
Upon  inquiry  I  learned  that  when  2  days  old  the  child  was 
given  a  teaspoonful  of  castor  oil,  but  without  effect.  On  the 
next  day  magnesia  was  administered,  which  also  failed  to  act, 
except  to  cause  vomiting.  Meanwhile  the  child  nursed  well 
and  did  not  vomit  the  mother's  milk.     From  the  fifth  day  nursing 
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caused  vomiting.  Tlie  child  was  constantly  bearing  down  and 
straining,  and  seemed  to  suffer  much  pain.  Examination  showed 
a  fully  developed  but  very  emaciated  body,  with  abdomen  swol- 
len and  distended  and  very  sensitive  to  touch.     Palpation  dis- 


closed a  large  mass  in  the  right  iliac  region  which  felt  like  the 
tumor  of  intestinal  obstruction.  A  rectal  injection  of  warm  water 
and  glycerin  brought  nothing  but  a  little  blood.  I  concluded  I 
had  a  case  of  intestinal  obstruction  or  congenital  stricture  to  deal 
with.     I  made  several  attempts  to  give  a  large  enema  of  warm 
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water,  but  without  success.  Stomach  lavage  was  done  once,  but 
failed  to  give  relief.  The  vomiting  persisted.  The  abdominal 
distention  and  straining  increased,  and  the  child  died  on  the 
ninth  day." 

Autopsy. — All  organs  normal  and  healthy  except  intestinal 
tract.  The  stomach  was  six  centimetres  long,  with  a  constriction 
at  the  pylorus.  The  duodenum  was  then  dilated  for  six  centi- 
metres until  another  constriction  cut  it  down.  Beyond  this  the 
intestine  was  a  large  pouch,  twenty-five  centimetres  long,  ending 
abruptly  in  a  blind  end.  There  was  then  a  cord-like  remnant  of 
gut  of  ten  centimetres  length,  ending  in  the  atrophied  remainder 
of  ileum  half  a  centimetre  in  diameter  and  collapsed. 

The  vermiform  appendix  was  four  centimetres  long  and 
attached  to  the  first  portion  of  the  duodenum.  The  colon  was 
less  than  half  a  centimetre  in  diameter  until  it  joined  the  rec- 
tum. The  latter  was  pervious  but  small.  It  is  obvious  that 
surgery  could  avail  nothing  in  such  a  case. 

Literature. — Dr.  Davis  Coley  reports  a  case  in  which  the  small 
intestine  was  dilated  one  and  a  half  inches  wide  to  within  nine 
inches  of  the  cecum,  the  remainder  of  the  bowel  being  like  a 
tape.  He  mentions  seven  similar  cases  collected  by  Theremin.' 
Thomas'  reports  a  child  with  absence  of  jejunum,  ileum,  and 
greater  part  of  colon  ;  stomach  and  other  organs  were  normal. 
Wilks'  describes  and  illustrates  a  case  of  stricture  of  the  duo- 
denum immediately  over  ductus  communis  choledochus.  In  this 
case  the  duodenum  was  distended  to  nearly  the  size  of  the  sto- 
mach. There  was  no  sisrn  of  inflammation.  The  child  died  in 
two  days.  Craig  reports  a  case  of  the  colon  atrophied  to  the  size 
of  a  quill.  A  previous  child  of  this  mother  had  died  also  of  in- 
testinal obstruction.*  Imperforate  anus  and  rectal  abnormalities 
are  quite  frequent.  A  considerable  number  of  cases  are  on  rec- 
ord of  lack  of  development  in  the  intestines,  these  mentioned 
being  most  like  the  specimen  presented. 

In  referring  to  embryology  I  find  that  at  the  third  month  of 
gestation  the  cecum  is  found  as  a  large  pouch  just  below  the 
stomach.  A  portion  of  it  grows  rapidly  and  becomes  the  colon. 
The  other  side  of  the  pouch  shrinks  and  atrophies,  and  remains 

*  Transactions  of  the  Pathological  Society  of  London,  1877,  vol.  xxix., 
p.  115. 

2  London  Lancet,  1884,  i.,  63. 

*  Transactions  of  the  Pathological  Society  of  London,  vol.  xii.,  p.  102,   1861. 

*  Transactions  of  the  Edinburgh  Obstetrical  Society,  1881,  vol.  vi.,  p.  146. 
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as  the  vermiform  appendix.  It  would  seem  therefrom  that  in 
the  case  photographed  development  was  arrested  at  the  tenth  or 
twelfth  week.  The  cause,  of  course,  cannot  be  known.  It  is  to 
be  hoped  that  enough  cases  maj  be  reported  to  some  time  form 
a  basis  for  comparative  study. 
28  West  36th  street. 


A  CASE  OF  DOUBLE  UTERUS  AND  DOUBLE  VAGINA. ^ 


BY 

WM.  M.  SPRIGG,  M.D., 
Washiflgton,  D.  C. 


CWith  one  illustration.) 


Arrested  developments  and  over-developments  of  the  female 
genital  organs  are  always  of  more  or  less  interest,  representing 
as  they  do  the  eccentricities  of  the  generative  process.  Especially 
would  it  be  interesting  to  determine  what  forces  were  at  work 
in  the  embryo  to  produce  the  variety  of  deformities  that  do 
occur.  We  know  that  a  child  may  have  six  fingers  instead  of 
five,  and  that  a  multiplication  of  organs  does  occur,  but  we  do  not 
know  the  cause  of  their  excessive  development.  It  is  more  than 
probable  that  malformation  of  the  female  genital  organs  occurs 
more  frequently  than  statistics  would  indicate,  for  many  of  these 
cases  neither  require  nor  are  amenable  to  operative  measures 
and  are  consequently  never  reported. 

E.  B.,  white,  female,  unmarried,  aged  36  years,  placed  herself 
under  my  care  for  relief  of  an  incontinence  of  urine  that  had 
existed  more  or  less  continuously  since  early  childhood.  She 
had  never  had  any  form  of  infantile  paralysis.  With  the  excep- 
tion of  this  incontinence  her  health  had  been  unusually  good. 
For  this  condition  she  had  frequently  been  under  treatment 
without  relief.  Menstruation  began  at  the  age  of  13  years,  a 
little  profuse  at  first,  but  otherwise  normal,  occurring  every  four 
weeks  and  lasting  from  three  to  live  days.  Between  the  sixteenth 
and  twenty-second  years  this  incontinence  gave  her  very  little 
inconvenience.     At  the  age  of  26  it  became  so  distressing,  and 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  No- 
vember 16th,  1894. 
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accompanied  by  a  leacorrhea,  that  she  placed  herself  under  the 
care  of  a  gynecologist  in  Brooklyn,  where  she  resided  at  that 
time  and  was  "assured  that  her  genital  organs  were  normal  and 
played  no  part  in  causing  the  incontinence."     Under  his  treat- 
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ment  the  leucorrhea  was  promptly  controlled,  but  the  inconti- 
nence continued.  Her  physical  development  is  good,  a  well- 
rounded  and  symmetrical  figure,  with  no  disposition  to  lateral 
extension  of  the  rest  of  the  body,  as  is  said  to  sometimes  occur 
with  uterus  bicornis  duplex. 
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Upon    examination   the   external   organs  of  generation  were 
normal.     Upon  digital  examination  the  linger  entered  readily  the 
left  vaginal  tract,  which  simulates  a  normal  vagina,  except  that 
the  longitudinal  axis  of  the  tract  extended  a  little  to  the  left  of  the 
median  line.     The  cervix  was  normal  in  appearance  in  all  re- 
spects, except  that  it  was  smaller  than  a  normally  developed 
uterus.     The  length  of  the  vagina  was  7  centimetres  (2||  inches). 
The  cervical  canal  measured  4|  centimetres  (1|  inches).     The 
fundus  of  this  uterus  could  be  made  out  a  little  to  the  left  of  the 
median  line,  and  in  the  same  longitudinal  axis  as  the  left  vagina. 
The  left  ovary  apparently  normal.     About  If  centimetres  (|  inch) 
from  the  vaginal  entrance,  and  a  little  to  the  right  of  the  median 
line,  was  the  beginning  of  the  longitudinal  septum,  5^  centimetres 
(2|-  inches)  in  length,  dividing  the  vagina  and  separating  the  left 
from  the  right  cervix.     The  right  cervix  was  not  so  well  devel- 
oped as  the  left,  being  smaller  and  the  os  uteri  situated  nearer  the 
septum.     A  speculum  could  be  readily  inserted  into  this  vaginal 
tract  to  inspect  the  parts.     This  cervical  canal  was  3^  centimetres 
(ly\  inches)  in  length.     Two  uterine  sounds  were  introduced, 
one  in  each  cervical  canal,  thus  showing  them  entirely  separated. 
The  right  cervix  was  directed  more  toward  the  septum  than  in 
the  longitudinal  vaginal  axis.     This  ovary  was  distinctly  made 
out  lying  lower  in  the  pelvis  than  the  left.     By  rectal  exami- 
nation the   relative   position   of   the  two  horns  was  distinctly 
determined.     The  left  horn  or  fundus  was  found  to  be,  as  before 
stated,  a  little  to  the  left  of  the  median  line  and  smaller  than 
normal.    The  right  horn  or  uterus  was  united  to  its  fellow  through- 
out the  greater  part  of  its  length,  and  then  its  fundus  was  deflected 
at  an  obtuse  angle  to  the  right  side.     The  fact  that  the  inconti- 
nence of  urine  was  most  distressing  for  the  week  prior  to  and  the 
week  following  her  menstrual  period,  and  that  during  her  period 
this  condition  was  relieved,  leads  me  to  believe  that  there  must  be 
some  association  between  the  two  conditions.     It  will  be  seen  that 
the  anterior  attachment  of  the  vaginal  septum  extended  from 
between  the  double  cervix  to  a  point  in  the  anterior  vaginal 
wall  just  under  the  sphincter  muscle  of  the  bladder.     Before 
reporting  this  case  it  had  been  my  intention  to  remove  this  sep- 
tum, believing  that  with  its  removal  the  incontinence  would  be 
relieved.     It  was  an  interesting  question   to  me  to  determine 
whether  or  not  this  patient  menstruated  with  both  sides  every 
four  weeks,  or  whether  the  uteri  alternated.     In  fact  the  patient 
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told  me  tliat  the  ovaries  were  slightly  but  distinctly  sensitive 
on  alternating  months  at  her  periods.  Upon  making  examina 
tions  during  two  menstrual  periods,  it  was  determined  that  she 
menstruated  one  month  from  one  side  and  the  next  month  from 
the  other.  Pregnancy  may  take  place  just  as  easily  in  a  double 
uterus  as  in  a  single,  or  both  uteri  may  be  the  seat  of  development 
of  a  fetus.  Even  if  pregnancy  exists  in  one  side,  the  other  side 
participates  more  or  less  in  the  development,  increasing  in  size, 
producing  new  muscular  tissue,  and  forming  a  decidua  of  its 
own.  It  has  been  for  some  time  proven  that  ovulation  does  not 
cease  during  pregnancy.  Should  marriage  take  place  after  the 
removal  of  this  septum,  what  would  be  the  probability  of  super- 
fetation? 
1023  Vermont  avenue,  N.  W. 
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As  the  treatment  of  fibroids  or  tibromyomatous  tumors  of  the 
uterus  will  in  great  measure  depend  upon  the  gravity  with  which 
we  regard  the  affection,  it  is  desirable,  in  the  first  place,  to  con- 
sider the  serious  nature  of  these  growths. 

The  traditional  idea  that  a  fibroid  is  a  harmless  growth,  not 
endangering  life,  giving  rise  to  more  or  less  inconvenience  solely 
on  account  of  its  size,  and  likely  to  shrink  after  the  meno- 
pause so  as  to  cause  no  further  trouble,  is  a  difficult  one  to  get 
rid  of. 

But  it  is  certain  that  this  view  of  these  growths  must  be  great- 
ly modified  to  coincide  with  the  facts  as  we  find  them  to-day. 
Either  the  older  writers  failed  to  recognize  the  dangers  and  suf- 
fering to  which  they  gave  rise,  or  the  nature  and  clinical  history 
of  these  tumors  have  materially  changed.  I  have  no  doubt  that 
both  propositions  are  to  some  extent  true.  The  older  physicians^ 
not  knowing  what  to  do  with  these  tumors,  tried  to  put  the  best 
face  upon  the  matter  and  closed  their  eyes  as  far  as  possible 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  No- 
vember 2d,  1894. 
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to  the  dangers  attending  them.  The  immediate  cause  of  death 
was  noted,  and  the  connection  between  the  diseased  kidney  or 
the  malignant  growth  and  the  causative  fibroid  was  overlooked. 
Again,  we  know  that  the  nature  of  diseases  does  change  to 
some  extent  from  time  to  time.  It  is  the  consensus  of  opinion 
that  syphilis  and  typhoid  fever  are  milder  than  of  old  and  that 
5:onorrhea  is  more  serious  and  intractable.  Habits  of  life  are 
such  as  to  render  fibromata  more  formidable  than  they  w^ere  in 
earlier  days,  and  I  can  readily  believe  that  thej  lead  now  to 
serious  complications  oftener  than  in  formeryears.  At  any  rate, 
we  are  confronted  by  facts  that  show  in  the  most  startling  man- 
ner the  gravity  of  these  growths. 

In  an  article  on  the  treatment  of  uterine  fibroids  in  the  Yir- 
ginia  Medical  Journal,  April,  1893, 1  reported  four  autopsies  in 
which  death  was  directly  due  to  the  tumors  : 

Case  I. — A  young  colored  woman  was  delivered  of  a  child  by 
Dr.  W.  D.  Harigan  at  Columbia  Hospital,  and  died,  a  few  min- 
utes after  delivery,  in  collapse.  The  uterus  was  found  to  contain 
a  large  number  of  small  fibroid  tumors,  and  was  raw  and  bleed- 
ing over  a  large  extent  of  its  surface.  A  large  quantity  of  blood 
was  in  the  abdominal  cavity.  Evidently  the  fibroid  uterus,  while 
distended  by  the  fetus,  had  formed  numerous  vascular  adhesions 
which,  when  the  uterus  emptied  itself  and  contracted,  were  torn 
and  gave  rise  to  a  fatal  hemorrhage  which  nothing  could  have 
prevented. 

Case  IL — A  white  woman,  aged  37  years.  Fibroid  tumor 
completely  filling  the  pelvic  cavity  and  obstructing  both  ureters, 
the  left  ureter  being  an  inch  in  diameter,  and  the  left  kidney 
distended  with  urine  until  it  was  a  mere  sac.  The  right  ureter 
was  but  slightly  distended,  but  the  kidney  was  in  a  state  of 
acute  inflammation. 

Case  III. — A  subject  in  the  dissecting  room  was  found  with 
an  immense  hydronephrosis,  due  apparently  to  pressure  of  a 
fibroid  tumor  upon  the  ureter.  There  was  also  abdominal  dropsy, 
and  the  other  kidney  was  apparently  diseased,  though,  as  the  sub- 
ject had  been  injected,  it  was  difficult  to  determine  this  point. 

Case  IY.,  also  a  subject  in  the  dissecting  room,  had  evidently 
died  from  obstruction  of  the  bowel  by  a  large  fibroid  tumor 
which  so  completely  filled  the  pelvis  that  I  was  unable  to  pass 
my  finger  behind  it  in  the  rectum,  either  from  below  or  from 
^bove,  after  opening  the  bowel. 


FIBROID    TUMORS    OF    THE    UTERUS.  83 

I  have  now  two  more  fatal  cases,  making  six  that  have  come 
under  my  own  observation  : 

Case  V.— Colored  woman,  49  years  old.  Autopsy  showed  im- 
mense fibroid  with  several  foci  of  suppuration  and  one  large 
collection  of  pus.  General  peritonitis,  undoubtedly  from  the 
suppurating  fibroid. 

Case  VI. —White  woman,  30  years  old.  Small  submucous 
fibroid.  She  had  repeated  hemorrhages,  then  a  severe  hemor- 
rhage, and  had  an  attack  of  bronchitis  at  the  same  time ;  weak- 
ened from  hemorrliage,  the  bronchitis  became  capillary  and  she 
died  from  catarrhal  pneumonia. 

These  cases  have  taught  me  that  the  dangers  are  not  imagi- 
nary. When  we  meet  such  autopsies,  and  when  we  see  fibroids 
-continually  giving  rise  to  local  peritonitis,  to  ascites,  to  albumin- 
uria, to  varicose  omental  veins,  to  gelatinous  degeneration  of 
•the  omentum,  it  seems  foolish  to  deny  that  they  are  a  source  of 
very  great  danger  to  life. 

Then  there  is  the  liability  of  cystic  or  malignant  degeneration, 
botb  of  which  ciianges  I  have  seen  taking  place  in  fibroid  tumors 
removed  by  hysterectomy  at  Col^imbia  Hospital. 

Just  how  much  danger  exists  in  any  given  case  it  is  difficult 
to  say.  But  I  do  not  suppose  I  have  seen  over  one  hundred  and 
fifty  women  with  fibroids,  and  here  are  six  deaths  coming  under 
my  own  observation,  undoubtedly  due  to  fibroid  growths.  Yet 
I  venture  to  say  that  in  only  two  of  the  death  certificates  was 
any  mention  made  of  the  real  cause  of  death.  Most  women 
afflicted  with  these  tumors  die  of  some  intercurrent  disease  ;  but 
in  how  many  instances  would  they  have  recovered  from  the 
intercurrent  affection  if  they  had  not  been  hampered  by  the 
tumor,  and  how  often  is  the  tumor  mentioned  as  having  any 
connection  with  the  death?  Aside  from  the  inconvenience  and 
•  suffering  produced,  which  is  severe  in  some  cases  and  slight  in 
others,  we  must,  I  think,  regard  the  presence  of  a  uterine  fibroid 
as  a  very  serious  menace  to  life. 

A  most  important  consideration  in  this  connection  is  :  What 
can  we  expect  from  the  menopause  ? 

This  is  a  question  that  must  be  decided  before  we  can  judge 
properly  of  the  treatment  that  should  be  pursued. 

Some  cases  undoubtedly  improve  after  that  epoch,  while  others 
grow  on,  or  grow  more  rapidly,  or,  what  is  worse,  undergo  cystic 
•or  malignant  change.     Yery  few  of  us,  I  think,  have  the  placid 
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faith  in  its  efficacy  that  was  instilled  into  us  twenty  or  even  teit, 
years  ago.  I  am  unable  to  give  any  figures  on  this  point,  but 
I  believe  — and  I  think  those  who  have  had  a  large  experience 
with  these  tumors  will  concur  with  me— that  not  more  than  half 
the  cases  are  benefited  by  the  menopause,  and  that  those  not 
benefited  are  made  worse.  And  the  danger  from  a  fibroid  after 
that  period  is  much  greater  than  before.  The  danger  of  malig- 
nancy, of  cystic  degeneration,  of  a  lessened  power  of  resistance- 
to  intercurrent  diseases— in  fact,  nearly  all  the  dangers  are 
increased,  while  the  chances  for  a  surgical  cure  are  steadily 
diminishing  from  the  inception  of  the  tumor.  There  is  not 
enough  hope  in  the  menopause  for  us  to  wa't  long  for  it,  if  by 
waiting  we  allow  the  tumor  to  grow  and  form  adhesions. 

If  adhesions  have  already  formed  neither  the  natural  nor  the 
artificial  menopause  will  do  any  good.  But  who  knows  when 
the  menopause  is  coming  to  any  particular  v^oraan  ?  Can  we 
wait  for  a  change  that  varies  over  a  period  of  twenty-five  years? 
The  first  woman  I  tried  to  console  w4th  the  menopause  was  46 
years  old  ;  but  she  would  not  be  consoled,  because  her  mother 
menstruated  until  60.  I  have  another  patient  whose  mother 
and  sisters  ceased  menstruating  at  30,  but  this  lady  has  beea 
vainly  waiting  for  her  "  change"  for  sixteen  years  and  still  men- 
struates regularly  at  46.  In  any  case  we  may  have  ten  years 
to  wait  where  we  expect  only  one  or  two— ten  years  of  snifering 
and  risk,  ten  years  during  the  first  half  of  which  all  hope  of  a 
safe  cure  will  vanish.  I  regard  tiie  menopause  as  a  quantity  too 
uncertain  in  time  and  too  uncertain  in  result  to  be  awaited,  ex- 
cept in  cases  where  a  hysterectomy  is  the  only  alternative  and 
where  there  is  a  reasonable  expectation  that  menstruation  wilt 
cease  within  a  year  or  two. 

In  view  of  these  fa^ts  we  must  regard  fibroid  tumors  as  grave 
and  dangerous  growths,  the  menopausa  as  very  uncertain  in  time 
and  in  result.  Therefore  I  think  palliative  measures  should  be 
abolished,  except  in  emergencies  or  as  temporary  resorts. 

We  have  various  means  by  which  we  may  cositrol  pain  and 
hemorrhage,  but  [  do  not  think  we  are  justified  in  using  them, 
as  we  have  been  taught  to  do,  to  the  exclusion  of  radical  opera- 
tions, until  we  allow  the  tumor  to  reach  a  stage  where  only  a. 
formidable  hysterectomy  can  afford  relief,  unless  the  patient, 
after  a  proper  statement  of  the  case,  absolutely  refuses  operation. 

We  should  use  the  proper  surgical  treatment  before  the  tumor 
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attains  the  size  of  a  child's  head— preferably  before  it  is  as  large 
as  a  hen's  egg.  And  in  the  next  decade  we  should  rarely  read 
«iich  headings  as  :  "  The  removal  of  a  fibroid  weighing  forty 
pounds;  operation  successful;  patient  died  of  Bright's  disease 
three  days  later." 

I  think  it  will  be  admitted  that  we  have  but  three  ways  of 
producing  what  might  be  called  a  radical  cure— viz.,  ligation  of 
the  uterine  arteries,  removal  of  the  appendages  and  adhesions, 
and  hysterectomy. 

Ligation  of  the  uterine  arteries  may  be  done  through  the  va- 
gina at  any  stage  of  growth,  but  can  only  be  of  benefit  when  the 
tumors  are  very  small  and  free  from  adhesions.     It  is  a  com- 
paratively new  operation  and  we  are  unable  as  yet  to  say  whether 
its  effects  are  permanent  or  temporary.     It  certainly  causes  a 
diminution  in  the  size  of  the  tumor.     But,  as  long  as  the  tubes 
and  ovaries  are  left,  I  do  not  see  how  we  can  expect  permanent 
atrophy  of  the  uterus  or  of  growths  springing  from    it.     As 
long  as  the  tubes  and  ovaries  are  left  the  functions  of  the  uterus 
will  remain  or  attempt  to   re-establish  themselves.     Collateral 
circulation  will  be  established  and  the  growth  begin  again.     I 
am  satisfied,  however,  that  a  complete  removal  of  the  tubes  and 
ovaries,  together  loith  all  collateral  Hood  supply  through  adhe- 
sions, will  certainly  cause  a  cessation  of  growth  and  relief  of 
symptoms  in  all  cases  of  fibroids  of  the  uterus  in  which  this  ope- 
ration can  be  thoroughly  and  properly  dene.     Removal  of  the 
appendage  alone  without  breaking  up  all  adhesions  will  not  give 
a  successful  result  in  many  cases,  as  the  growth  will  be  nour- 
ished through  these  adhesions  after  uterine  atrophy.    Hesar  sives 
iiTty-hve  cases,  of  which  thirty-three  were  completely  successful, 
and  his  are  the  most  unfavorable  statistics  I  have  seen.     Fehling, 
Prochownik,  Tissier,  Bouilly,  Segond,  and  Terrillon  all  give  over 
two-thirds  of  their  cases  as  successful. 

It  is  surprising  that  they  had  such  good  results,  for  most  of 
the  tumors  were  of  considerable  size  and  many  of  them  had 
formed  adhesions  which  were  not  broken  up.  Some  of  the 
older  operations  were  done  because  the  adhesions  were  so  dense 
that  it  was  thought  the  tumor  could  not  be  removed.  I  heard 
of  a  case  in  this  city  recently  in  which  the  operator  started  in  to 
<do  a  hysterectomy  and  ended  by  removing  one  ovary,  because  the 
adhesions  were  formidable  and  only  one  ovary  could  be  found, 
^uch  cases  only  emphasize  the   necessity   for  early  operation. 
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Tait,  in  his  "  Diseases  of  Women,"  reports  fifty  consecutive 
cases  of  oophorectomy  for  fibroids,  of  whicli  forty-eight  were 
completely  successful.  One  of  the  failures  was  due  to  mistaken 
diagnosis,  the  tumor  proving  to  be  malignant ;  and  tlie  other,  he 
says,  was  a  soft  myoma — a  tumor  very  difficult  to  distinguish 
from  sarcoma. 

In  a  paper  read  before  the  Medical  and  Surgical   Society  of" 
this  city,  February,  1893,  I  reported  three  cases  of  my  own,  all 
of  which  were  completely  successful  and  remain  so  at  present^ 
the  tumors  in  all  three  cases  disappearing  completely. 

I  have  now  one  more  case.* 

Mrs.  F.,  white,  single,  aged  27.  This  yonng  woman  was  taken 
suddenly  with  severe  pains  and  hemorrhage,  and  supposed  her- 
self threatened  with  a  miscarriage,  as  she  had  reason  to  believe 
herself  pregnant. 

By  bimanual  examination  I  discovered  sev^eral  small  intra- 
mural fibroids,  I  kept  her  under  observation  several  months 
and  satisfied  myself  that  she  was  not  pregnant.  She  suffered 
more  than  is  usual  in  such  cases  from  pain  and  backache.  I 
thought  the  tumors  very  perceptibly  enlarged  during  this  time, 
and  one  of  them  grew  to  the  size  of  a  hen's  egg.  January  10th,. 
1894,  assisted  by  Dr.  Middleton  and  Dr.  Ruffin,  I  operated  upon 
her  at  her  home,  removing  both  tubes  and  ovaries  and  separat- 
ing an  adhesion  to  the  bladder,  which  I  think  is  unusual.  She 
recovered  promptly  and  has  had  no  pain,  hemorrhage,  or  other 
symptoms  referable  to  the  tumor  since  that  time,  and  has  not 
menstruated  since  the  operation.  Examination  in  September,. 
1894,  showed  the  uterus  smaller  than  a  normal  uterus  and  the 
tumors  could  not  be  distinguished. 

I  have  never  had  any  cases  more  satisfactory  than  these  four,, 
and  they  have  confirmed  me  in  my  belief  that  all  fibroids  of  the 
uterus  can  be  cured  by  removing  their  blood  supply  and  the 
tubo-ovarian  influence.  The  cause  of  failure  has  been  the  leav- 
ing of  vascular  adhesions,  and  I  think  cases  ivith  adhesions  that 
cannot  he  hroken  dovjn  had  letter  he  treated  hij  hysterectomy.  I 
have  had  no  difficulty  in  destroying  slight  adhesions. 

The  danger  of  this  operation  is  usually  overestimated.     Sta- 
tistics give  a  mortality  of  one  to  three  per  cent.     Tait's  mortality 

>  Since  writing  the  above  I  have  had  one  more  case,  completely  successful. 
These  five  cases  are  all  upon  which  I  have  operated,  and  all  have  been  com- 
plete successes. 


FIBROID    TUMORS    OF    THE    UTERUS.  87 

is  1.26  per  cent  in  two  hundred  and  sixty  cases.  Even  this 
small  death  rate  will  be  found  upon  careful  examination  to  be 
due  to  complications,  and  in  an  otherwise  healthy  woman  perfect 
recovery  is  almost  certain  in  the  hands  of  a  careful  operator.  I 
see  no  chance  for  a  death  except  from  the  ether,  from  sepsis,  or 
from  hemorrhage  from  separated  adhesions. 

We  can  control  septic  infection  almost  absolutely.  With 
small  tumors  the  adhesions  are  slight,  and  with  proper  care 
there  is  no  danger  of  hemorrhage.  When  the  adhesions  are  very 
formidable  the  case  is  not  a  proper  one  for  removal  of  the  appen- 
dages. It  has  gone  too  far  and  can  be  properly  dealt  with  only 
by  enucleation  or  by  hysterectomy  or  some  of  its  modifications. 
In  suitable  cases,  therefore,  the  danger  is  almost  nil.  The  mortal- 
ity is  less  than  that  from  child-bearing.  If,  then,  we  have  a  safe 
and  sure  cure  for  fibroids  in  their  early  stages,  why  should  we 
let  them  go  on  until  they  become  formidable  ;  until  they  destroy 
health  and  happiness  and  threaten  life,  or  even  cause  death  ;  un- 
til they  become  such  a  source  of  misery  that  patients  are  will- 
ing to  undergo  one  of  the  most  dangerous  and  bloody  operations 
of  surgery  for  their  relief  ?  Is  it  because  the  diagnosis  is  not 
made  early?  In  some  cases  the  symptoms  are  not  sufiicient  to 
cause  the  patient  to  seek  medical  advice  until  the  tumor  is  large, 
and  for  such  we  are  not  responsible.  But  most  cases  do  consult 
a  physician  before  the  tumor  has  gone  beyond  the  reach  of  this 
comparatively  simple  operation,  and  for  such  cases  he  is  respon- 
sible, unless  he  fully  explains  the  case  and  operation  is  refused. 
I  know  of  a  number  of  women  now  who  are  being  treated  by 
various  palliative  measures  for  small  growing  fibroids  by  well- 
educated  physicians.  Most  of  these  women  would  accept  the 
operation  if  it  were  properly  presented  to  them. 

The  trouble,  in  many  cases  at  least,  is  with  the  physician.  He 
does  not  realize  the  serious  nature  of  the  tumor,  he  is  sceptical 
as  to  the  results  of  the  operation,  or  he  has  an  exaggerated  idea 
of  its  danger.  He  confounds  it  .with  hysterectomy  and  tells  his 
patient,  perhaps,  that  the  mortality  is  ten  per  cent  or  twenty- 
five  per  cent ;  he  wishes,  perhapr?^.to  experiment  with  electri- 
city— in  short,  he  is  not  satisfied  that  the  case  demands  early 
and  radical  treatment. 

It  is  strange  that  even  at  the  present  day  well-informed  phy- 
sicians will  tamper  in  this  way  even  with  cancer  of  the  uterus* 
I  met   a   prominent  physician  of  this  city  on  the  street  some 
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time  ago,  and  he  told  me  that  he  had  been  watching  a  case  of 
cancer  of  the  uterus  for  about  a  year  and  thought  it  was  getting 
so  bad  that  he  would  have  to  send  her  to  a  surgeon  soon. 

Sucli  treatment  does  not  belong  to  this  day  and  age.  I  think 
the  physician  who  delays  in  such  matters  trifles  with  human  life 
and  takes  upon  himself  a  great  responsibility.  I  have  never  had 
a*patient  refuse  an  operation  for  cancer  or  for  fibroids  in  the 
early  stage  of  either  disease,  and  I  would  not  urge  operation  on 
any  patient  late  in  either  disease. 

My  object  in  reading  this  paper  is   to  call  attention  to  the 
•serious  nature  of  uterine  fibroids,  and   to  urge  early  resort  to. 
radical  means  of  relief  before  it  comes  to  be  a  question  of  hys- 
terectomy or  nothing,   or,   worse  than  nothing,  a  removal   of 
the  appendages  in  unsuitable  cases. 
1319  Thirteenth  steeet,  N.  W. 
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On  the  evening  of  July  25th,  1893,  I  was  hurriedly  called  to 
see  Mrs.  T.  B.,  the  messenger  boy  stating  that  she  had  been 
gored  by  a  cow.  Arriving  at  the  house  a  few  minutes  later,  I 
found  the  woman  lying  on  the  bed,  her  clothing  saturated  with 
blood.  Her  countenance  was  anxious  and  pale,  but  there  was 
only  slight  evidence  of  impending  shock.  On  examination  I 
found  the  cow-horn  had  entered  the  abdomen  just  above  the  sym- 
physis a  little  to  the  right  of  the  median  line,  taking  an  oblique 
course  to  the  right,  making  an  ugly  rent  six  inches  in  length 
in  the  abdominal  wall.  There  was  a  rent  in  the  peritoneum 
through  which  the  intestines  protruded.  The  amount  of  blood 
lost  was  slight  in  comparison  to  the  extent  of  the  injury. 

The  patient  was  placed  under  the  influence  of  chloroform  by 
my  father,  Dr.  J.  D.  Skilling.  After  thoroughly  cleansing  the 
parts  with  hot  water,  the  intestines  were  carefully  replaced  and 
the  wound  in  the  peritoneum  closed  by  a  continuous  suture  of 
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fine  silk.  The  abdominal  wound  was  united  by  superficial  and 
deep  interrupted  sutures  of  iron-dyed  silk,  dusted  with  iodoform 
and  boric  acid  1 :  7.  Iodoform  gauze,  absorbent  cotton,  and  the 
abdominal  bandage  completed  the  dressing.  The  wound  healed 
by  first  intention,  excepting  at  lower  angle  where  slight  suppu- 
ration took  place,  probably  caused  by  contamination  with  dirt 
from  the  horn  of  the  cow  or  from  the  clothing  of  the  patient. 
Notwithstanding  the  unfavorable  surroundings,  the  patient  made 
a  rapid  and  uneventful  recovery  and  was  able  to  attend  to  her 
household  duties  in  less  than  six  weeks. 


A  METHOD  OF  PREVENTING  THIRST  FOLLOWING  CELIOTOMY. 


WILLIAM   H.   HUMISTON,  M.D., 
Clinical  Lecturer  on  Gynecology,  Medical  Department  Western  Reserve  University 
Consulting  Gynecologist  to  City  Hospital  ;  Fellow  British  Gynecological 
Society,  etc,  Cleveland,  Ohio. 


No  one  who  has  had  any  experience  in  the  after-care  of  ab- 
-dominal  cases  will  deny  the  important  place  that  thirst  occupies. 
It  is  the  one  Ytromment,  annoying,  and  distressing  symptom, and 
I  know  it  can  be  overcome. 

This  is  my  method  of  procedure  : 

The  patient  should  have  the  usual  preparation  for  celiotomy 
— i.e.,  diet,  daily  baths,  cathartics,  etc.  For  three  days  prior  to 
operation,  order  the  patient  to  drink  one  pint  of  hot  water  an 
hour  bsfore  each  meal  and  on  retiring,  thus  drinking  two  quarts 
of  water  each  twenty-four  hours,  the  last  j^^nt  to  he  taken  three 
hours  hefore  the  time  set  for  operoMng.  Do  not  omit  to  give 
the  water  the  day  previous  to  the  operation,  while  the  patient  is 
restricted  to  a  limited  amount  of  liquid  nourishment  and  the 
bowels  are  being  unloaded.  We  thus  restore  to  the  system  the 
large  loss  of  fluid  occasioned  by  the  free  catharsis,  and  we  hav^e 
the  great  satisfaction  of  seeing  our  patient  pass  through  the 
trying  ordeal  of  the  first  thirty-six  hours  after  operation  in 
comparative  comfort,  with  no  thirst,  a  moist  tongue,  and  an 
active  renal  function,  represented  by  an  excretion  of  from 
twenty-eight   to    fifty   fluidounces   of   urine   during   the    first 
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twentj-fonr    hours,    catheterization   being    seldom    necessary.. 
This  is  in  keeping  with  the  fall  character  of  the  pulse  noted. 

The  above  detail  I  have  recently  carried  out  in  twelve  cases.. 
To  eleven  chloroform  was  administered,  to  one  ether.  The 
time  required  to  complete  operation  varied  from  ten  to  fifty- 
five  minutes.  Whether  the  case  was  one  of  sclerotic  ovaries  or- 
a  pus  case  with  universal  adhesions  of  all  the  pelvic  structures,, 
the  result  has  been  uniform  and  highly  satisfactory,  thirst  being- 
allayed  and  excretion  stimulated  (a  very  essential  condition  to  a. 
prompt  recovery), 

I  believe  this  method  will  prove  to  b  3  etficient  in  the  hands  of 
abdominal  surgeons  generally,  and  I  publish  it  early  with  all 
confidence  that  the  twelve  cases  I  have  had  will  soon  be  fortified 
by  the  reports  of  many  hundreds,  and  that  by  it  we  may  avoid 
a  condition  that  is  and  has  been  distressing  alike  to  patient,, 
surgeon,  and  nurse. 
12-3  Euclid  avenue. 
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THE  STEPHENSON   WAVE. 


To  THE  Editor  of  The  American  Journal  of  Obstetrics. 


Sir: — In  the  number  of  your  Journal  for[May,  1895,  appears- 
an  article  by  Dr.  Johnstone,  of  Cincinnati,  Ohio,  upon  the 
"  Stevenson  Wave."  The  writer  apparently  refers  to  a  paper- 
written  by  Dr.  Wm.  Stephenson^  of  Aberdeen,  which  was  pub- 
lished in  the  American  Journal  of  Obstetrics  in  April,  1882. 
Dr.  Johnstone,  however,  makes  no  specific  reference  to  this 
publication  ;  he  misspells  the  name  of  the  Aberdeen  professor; 
and,  what  more  especially  concerns  vour  present  correspondent,, 
he  overlooks  the  fact  that  Prof.  Stephenson  opens  liis  own 
paper  with  a  quotation  which  sufiiciently  establishes  my  claim 
to  priority  for  the  suggestion  of  a  rhythmic  wave  in  the  processes 
of  female  nutrition,  and  for  at  least  the  initial  experiments  by 
which  this  wave  could  be  demonstrated  :  "  In  her  prize  essay, 
'On  the  Question  of  Rest  for  Women  during  i^Eenstruation,'' 
Dr.  Mary  Putnam  Jacobi  has  published  a  series  of  observations 
which  form  a  most  valuable  contribution   to  our  knowledge  of 
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the  subject  of  menstruation."  ..."  The  results  derived  from 
the  observations  she  sums  up  in  the  following  words  :  '  We 
find  that  in  the  majority  of  cases  the  excretion  of  urea  is  in- 
creased during  the  few  days  preceding  menstruation,  over  that 
of  the  intermenstrual  period ;  that  it  decreases  during  the 
menstrual  flow,  and  is  at  its  minimum  just  afterward  ;  that  the 
pulse  shows  no  uniform  rate  of  variation,  but  that  the  tempera- 
ture rises  just  before  menstruation,  to  fall  during  the  flow,  but 
at  this  time  rarely  reaching  the  point  of  the  intermenstrual 
period.  Finally,  that  the  sphygmographic  trace  shows  a  con- 
stantly increasing  rise  of  arterial  tension,  from  a  minimum  point 
reached  just  after  menstruation  to  a  maximum  point  just  before, 
but  rapidly  lessened  during  the  menstrual  flow'  (Essay,  page  162). 
The  mode  of  analyzing  the  data  which  Dr.  Mary  Jacobi  has 
adopted  does  not  permit  of  a  more  definite  statement,  and,. 
whilst  affording  proof  that  such  a  wave  of  nutrition  does  existy 
leaves  it  to  be  desired  that  by  other  means  the  actual  form  of 
the  wave  could  be  accurately  determined."  Dr.  Stephenson 
himself  has  not  noticed  that  the  Boylston  Prize  Essay  from  which 
he  quotes  was  written  for  the  award  of  1876  and  published  in 
1877,  consequently  preceded  by  two  years  the  paper  of  Dr. 
Goodman,  published  in  1878,  on  "The  Cyclical  Theory  of  Men- 
struation," which  he  observes  that  my  essay  "  confirms."  Nev- 
ertheless, he  has  done  the  justice  cf  according  me  full  credit  for 
originality  in  an  idea  which  Dr.  Johnstone  considers  valuable 
enough  to  be  compared  with  Harvey's  discovery  of  the  circula- 
tion— an  evident  and  even  grotesque  exaggeration  ! 

Dr.  Stephenson  has  plotted  ideal  charts,  but  the  wave  de- 
scribed thereon  does  not  in  any  respect  differ  from  the  wave  I 
had  deduced  from  experimental  observations  but  did  not  graphi- 
cally represent.  In  1885  '  in  my  "  Studies  on  Endometritis,"  and 
in  a  later  paper  on  "  Intrauterine  Therapeutics,"  ^  I  established 
definite  clinical  correlations  with  the  menstrual  wave,  and  showed 
how  this  explained  the  pathology  and  should  guide  the  thera- 
peutics of  all  non-infectious  utero  ovarian  disease.  Similar  ideas 
on  these  subjects  are  now  everywhere  in  the  air,  and  their  truth 
generally  recognized,  and  much  valuable  observation  has  been 
added  to  those  which  initiated  this  line  of  thought.  These  early 
observations  of  my  own  were  undoubtedly  inadequate  and  open 
'  American  Journal  of  Obstetrics,  June  and  September. 
2  Ibid.,  1888. 
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to  criticism  ;  yet,  as  competent  critics  have  pronounced  that  thej 
did  serve  a  great  purpose,  I  do  not  see  why  others,  who  do  not 
claim  for  themselves  the  competency  due  to  original  research, 
should  be  unwilling  to  make  the  same  admission  or  to  give  credit 
where  credit  is  due.  Very  respectfully, 

Mary  Putnam  Jacobi,  M.D. 
New  York,  June  1st,  1895. 


THE  CHILD-WIVES   OF   INDIA. 


To  THE  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Sir  : — May  I  ask  that  you  give  the  following  petition,  prepared 
l)y  Mrs.  N.  Monelle-Mansell,  M.A.,  M.D.,  of  Lucknow,  India,  a 
place  in  the  Journal  % .  The  facts  there  stated  should  elicit  the 
compassion  of  all  enlightened  womanhood  in  behalf  of  child- 
wives,  and  they  should  be  widely  kno'vn  in  these  days  of  pal- 
liation and  exaltation  of  heathenism. 

C  A  LIST  A  Y.  Luther,  M.D. 

29  Walnut  street,  Newark,  N.  J. 

PETITION    TO       HIS       EXCELLENCY      THE      VICEROY     AND      GOVERNOR- 
GENERAL    OF    INDIA. 

May  it  Please  Your  Excellency, 
The  undersigned   women,   practising  medicine  in  India,  re- 
spectfully crave  Your  Excellency's  attention   to  the   following 
facts  and  considerations  : 

1.  Your  Excellency  is  aware  that  the  ])resent  state  of  the  In- 
<lian  law  [)ermits  marriages  to  be  consummated,  not  only  before 
the  wife  is  physically  qualilied  for  the  duties  of  maternity,  but 
before  she  is  able  to  perform  the  duties  of  the  conjugal  relation, 
thus  giving  rise  to  numerous  and  great  evils. 

2.  This  marriage  ])ractice  has  become  the  cause  of  gross  im- 
moralities and  cruelties,  which,  owing  to  existing  legislation, 
■come  practically  under  the  protection  ot  the  law.  In  some  cases 
the  law  has  permitted  homicide  and  protected  men  who  under 
other  circumstances  would  have  been  criminally  punished. 

3.  The  institution  of  child-marriage  rests  upon  public  sen- 
timent vitiate<l  by  degenerate  religious  customs  and  misinterpre- 
tation of  religious  books.  There  are  thousands  among  the  better 
educated  classes  who  would  rejoice  if  Government  would  take 
the  initiative  and  make  such  a  law  as  your  memorialists  plead 
for;  and  in  the  end  the  masses  would  be  grateful  for  their  de- 
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lirerance  from  the  galling  yoke  that  has  bound  tliem  to  poverty, 
sup-rstition,  and  the  slavery  of  custom  for  centuries. 

4.  The  presejit  system  of  child-marriage,  in  addition  to  the 
physical  and  moral  effects  which  the  Indian  Governments  have 
deplored,  produces  sterility,  and  consequently  becomes  an  excuse 
lor  the  introdartion  of  other  child-wives  in  the  family,  thus  be- 
coming a  justification  for  polygamy. 

5  This  system  panders  to"' sensuality,  lowers  the  standard  of 
health  and  morals,  degrades  the  race,' and  tends  to  perpetuate 
Itself  and  all  its  attendant  evils  to  all  future  generations. 

6.  The  lamentable  case  of  the  child-wife  Phulmani  Dassi,  of 
Calcutta,  which  has  excited  the  sympathy  and  the  righteous  in- 
dignation of  the  Indian  public,  is  only" one  of  the  many  cases 
thatare  continually  happening,  the  iinal  results  being  quite  as 
horrible,  but  sometimes  less  immediate.  The  following  in- 
stances have  come  under  the  personal  observation  of  one  or  an- 
other of  Your  Excellency's  petitioners  : 

(a)  Aged  9.  Day  after  marriage,  Icitfemy.r  dislocsited, pelvis 
crushed  out  of  shape,  flesh  hanging  in  shreds. 

{i>)  Aged  10.  Unable  to  stand,  bleeding  profusely,  flesh  much 
lacerated. 

(c)  Aged  9.  So  completely  ravished  as  to  be  almost  beyond 
surgical  repair.  Her  husband  had  two  other  living  wives  and 
spoke  very  flne  English. 

(d)  Aged  10.  A  very  small  child,  and  entirely  undeveloped 
pliysically.  This  child  was  bleeding  to  death  from  the  rectum. 
Her  husband  was  a  man  of  about  40  years  of  age,  weighing  not 
less  than  eleven  stone.  He  had  accomplished  his  desire  in  an 
unnatural  way. 

(«)  Aged  about  9.     Lower  limbs  completely  paralyzed. 

(/)  Aged  about  12.  Laceration  of  \.\i%  perineuin  extending 
through  the  sphincter  ani 

{</)  Aged  about  10.  Yery  weak  from  loss  of  blood.  Stated 
that  great  violence  had  been  done  her  in  an  unnatural  way. 

(A)  Aged  about  12.  Pregnant;  delivered  h\  craniotoriiy  ^x\\\\ 
great  dithculty  on  account  of  the  immature  state  of  the  pehis 
and  maternal  passage. 

{i)  Aged  about  7.  Living  with  husband.  Died  in  great 
agony  after  three  days. 

(A-)  Aged  about  10.  Condition  most  pitiable.  After  one  day 
in  hospital  was  demanded  by  her  husband,  for  his  ''  lawful  "  use, 
he  said. 

{I)  Aged  11.  From  great  violence  done  her  person,  will  be  a 
cripple  for  life;  no  use  of  her  lower  extremities. 

{m)  Aged  about  10.  Crawled  to  hospital  on  her  hands  and 
knees ;  has  never  been  able  to  stand  erect  since  her  marriage. 

in)  Aged  9.  Dislocation  oi pubic  arch  and  unable  to  stand  or 
put  one  foot  before  the  other. 

In  view  of  the  above  facts,  the  undersigned  women-physicians 
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and  medical  practitioners  appeal  to  Your  Excellency's  compas- 
sion to  enact  or  introduce  a  measure  by  which  the  consumma- 
tion of  marriage  will  not  be  permitted  before  the  wife  has 
attained  the  full  age  of  14  years.  The  undersigned  venture  to 
trust  that  the  terrible  urgency  of  the  matter  will  be  accepted  as 
an  excuse  for  the  interruption  of  Your  Excellency's  time  and 
attention. 

{Suhmitted  to  the  Governnient  September  22^7,  1890,  signed  hy 
fifty -Jive  women-physicia7is.) 


TRANSACTIONS  OF    THE    CHICAGO 
GYNECOLOGICAL    SOCIETY. 


Meeting  of  April  19M,  1895. 
The  President^  Franklin  H.  Martin,  M.D.,  in  the  Chair. 

HYDRONEPHROSIS  ;    EIGHT    KIDNEY    REMOVED    BY    ABDOMINAL 
NEPHRECTOMY  ;    EXHIBITION    OF    SPECIMEN. 

Dr.  Reuben  Peterson. — This  specimen,  a  hydronephrosis  of 
the  right  kidney,  which  I  thought  might  be  of  interest,  was  re- 
moved by  abdominal  section.  The  patient,  aged  22,  a  house- 
maid, gave  nothing  peculiar  in  family  history  except  that  she 
thought  her  father  died  of  some  kidney  trouble.  When  8  years 
old  she  received  an  injury  to  the  right  side  which  was  followed 
by  fever  for  about  two  weeks.  One  year  later  she  began  to 
pass  bloody  urine,  which  continued  until  she  was  18  years  of 
age.  She  had  continuous  pain  in  the  right  loin  and  groin,  whicli 
was  worse  whenever  the  bloody  discharge  from  the  bladder  in- 
creased. Some  two  years  ago  she  consulted  Dr.  J.  B.  Murphy, 
of  this  city,  who  discovered  a  tumor  in  the  right  hypochondriac 
region,  which  he  aspirated  and  made  a  diagnosis  of  cystic  kid- 
ney. Fever,  probably  inflammatory,  followed  the  aspiration. 
She  later  entered  Dr.  Senn's  service  in  St.  Joseph's  Hospital. 
The  inflammatory  action  produced  by  the  aspirating  needle 
must  have  caused  the  tumor  to  become  adherent  in  its  bed,  for 
Dr.  Senn  could  find  no  evidence  of  a  cystic  tumor,  and  she  left 
the  hospital.  Dr.  Henrotin  examined  her,  diagnosed  and  re- 
moved a  left  ovarian  cyst.  The  pain,  however,  did  not  cease, 
and  the  patient  was  incapacitated  for  work.  I  examined  her 
and  could  And  no  evidence  of  cystic  kidney.  She  was  not  at 
that  time  passing  bloody  urine,  and  I  considered  the  pain  in  her 
right  side  was  probably  due  to  the  irritation  from  the  ligature 
about  the  stump  of  the  excised  appendage.  I  therefore  treated 
her  with  ichthyol  tampons,  etc.,  which'  gave  no  relief.     After 
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•consultation  with  Dr.   Boise,   of  Grand  Rapids,    I  decided  to 
make  an  exploratory  laparatomy. 

An  incision  three  inches  in  length  was  made  in  the  right  linea 
semilunaris,  over  the  appendix.  The  appendix  was  found  to  be 
perfectly  normal.  Nothing  abnormal  could  be  found  about  the 
stump  of  the  excised  ovary  and  tube ;  no  silk  ligature  was  pre- 
sent. A  fluctuating  tumor  was  found  in  the  region  of  the  rio-ht 
kidney  underneath  the  peritoneum.  The  left  kidney  was  im- 
mediately examined  and  to  all  appearances  was  normal.  Inci- 
sion of  the  peritoneum  over  the  tumor  revealed  a  blue-walled 
-cyst  firmly  embedded  in  adhesions,  which  were  separated  with 
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Fig.  1.— Cyst  of  right  kidney  ;  abJomiual  nephrectomy. 

considerable  difficulty.  Enucleation  was  finally  accomphshed 
and  the  pedicle  tied  with  silk  and  removed,  separate  ligatures 
being  used  for  the  ureter.  A  large  cavity  remained,  and  the 
peritoneum  which  had  been  excised  was  dropped  down  into 
the  cavity. ^  As  the  peritoneum  seemed  to  come  together  natu- 
rally, no  stitches  were  used.  The  abdominal  cavity  was  not  irri- 
gated, as  very  little  blood  was  lost  during  the  operation,  and  no 
drainage  tube  was  used.  •  The  abdominal  incision  was  closed 
with  catgut  for  the  peritoneum,  buried  interrupted  silkworm- 
gut  sutures  for  the  fascia,  and  catgut  for  the  muscles  and  skin. 
The  incision  was  long,  as  it  had  to  be  enlarged  until  it  reached 
the  border  of  the  ribs.  To  guard  against  a  subsequent  hernia  the 
method  described  was  employed.     The  patient  made  an  unin- 
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terrupted  convalescence.     The  wound  healed  by  first  intention. 
The  following  is  the  report  of  the  pathologist: 

Pathological  report  hy  Dr.  J.  B.  Whinery.,  Grand  Rapidsy 
Michigan. — "The  specimen  is  a  fluctuating,  lobulated.  kidney- 
shaped  tumor.  The  length  is  six  inches,  the  breadth  four 
inches,  the  weight  one  pound.  The  surface  is  smooth  and 
shows  no  evidence  of  any  inflammatory  action.  On  palpation 
calculi  ranging  in  size  from  a  grain  of  sand  to  a  pea  or  a  little 
larger  can  be  detected.  The  calculi  are  scattered  through  dif- 
ferent parts  of  the  tumor.  On  making  an  incision  into  the 
mass  twelve  ounces  of  a  brownish-colored  li(]uid  escaped.     Na 


Fig.  2.— Cystic  kidney  laid  open.    I,  calculus  in  mouth  of  ureter. 

chemical  or  microscoj)ical  examination  of  the  liquid  was  made, 
on  account  of  the  tumor  having  been  in  a  preserving  fluid  for 
some  time  and  the  likelihood  of  osmosis  having  tak?n  place. 
Most  of  the  kidney  structure  had  disaj^peared,  and  there  re- 
mained only  pouches  separated  from  each  other  by  septa  of 
fibrous  tissue.  In  these  pouches  free  calculi  were  found,  about 
two  dozen  in  all,  some  of  a  dark  clay-cdored  appearance,  others 
of  a  dark  brown  A  thin  crust  of  crystals  covered  a  few  of  the 
calculi.  Firmly  eml)e(lde<I  in  the  mouth  of  the  ureter  was  a 
dark-brown  calculus,  the  size  of  a  hazelnut,  completely  occlud- 
ing the   lumen  and   preventing  the  passage  of  urine.     Of  the 
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kidney  structure  only  a  small  portion,  varying  in  thickness  from 
a  mere  shell  to  three-quarters  of  an  inch,  was  left.  Microscopi- 
cal examination  of  this  remaining  kidney  structure  revealed 
atrophy  and  a  f  unctionless  condition  of  the  secretory  elements." 
The  specimen  is  unique  because  one  calcuhis  was  situated  at 
the  mouth  of  the  ureter  and  effectually  prevented  the  passage  of 
the  urine  from  the  kidney  into  the  ureter.  The  small  calculi 
which  I  show  here  were  scattered  through  the  sacculated  portion 
of  the  kidney.  It  is  interesting,  from  an  etiological  point  of 
view,  to  consider  whether  this  hydronephrosis  could  have  been 
•due  to  traumatism  or  whether  it  was  due  to  calculi.  From  the 
•obscure  history  of  the  case  it  would  look  as  if  the  fall  were  a 
'Coincidence  and  that  the  calculi  produced  the  hydronephrosis. 
These  small  calculi  may  have  been  in  the  kidney  for  some  time 
and  may  have  caused  the  frequent  discharges  of  blood.  The 
larger  calculus  finally  lodged  in  the  mouth  of  the  ureter,  became 
firmly  attached,  and  produced  the  hydronephrosis. 

EXHIBITION    OF     SPECIMEN    OF     NECROTIC    UTERUS    CONTAINING 

SLOUGHING    SUBMtJCOUS    FIBROID  ;    GANGRENOUS   INTESTINAL 

ADHESION  ;    OPERATION  ;    RECOVERY. 

Dr.  T.  J.  Watkins. — This  specimen  is  a  necrotic  uterus  which 
contains  a  sloughing  submucous  fibroid.  Attached  near  the 
fundus  of  the  uterus  was  a  very  firm  adhesion  which  extended 
to  the  mesentery  of  the  small  intestines  and  which  had  become 
gangrenous.  The  intestine  above  the  attachment  of  the  adhesion 
was  very  much  distended,  probably  paretic,  and  inflamed.  The 
intestine  below  the  adhesion  appeared  perfectly  normal.  The 
patient  from  whom  this  specimen  was  removed  was  perfectly 
well  until  five  days  before  the  operation  was  performed,  when 
she  was  suddenly  taken  with  nausea,  persistent  vomiting,  and 
pain  across  the  abdomen.  The  vomiting,  twenty-four  hours  be- 
fore the  operation,  became  stercoraceous ;  absolute  obstruction 
to  the  bowels,  however,  did  not  occur,  but  the  feces  probably 
came  from  the  intestine  below  the  adhesion.  As  much  of  the 
gangrenous  adhesion  as  possible  was  excised  and  abdominal 
hysterectomy  performed.  Gauze  drainage  was  used,  and  the 
patient  made  an  uninterrupted  recovery.  The  uterine  canal  was 
completely  obstructed  by  the  sloughing  intramural  fibroid,  which 
had  caused  amenorrhea  for  some  months. 

EXHIBITION    OF    SPECIMENS. 
I.    PAROVARIAN    CYST   CONTAINING   PAPILLOMATA. 

Dr.  Henry  T.  Byford.— The  first  specimen  is  a  parovarian 

cyst,  so-called,  containing  papillomata  which  grew  neither  from 
the  portion  of  the  ovary  near  the  hilum  nor  from  the  parovarium, 
but  from  under  the  tube.  The  Fallopian  tube  crosses  the  whole 
tumor,  and  on  one  side  of  the  tumor  is  located  the  normal  par- 
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ovarian  body  with  its  tiibnles,  wliicli  can  be  sufficiently  seen  to 
show  its  exact  shape.  The  specimen  is  an  exact  resemblance 
to  some  Kosman  has  described,  on  the  sides  of  which  are  two 
accessory  ostia  or  tubes.  He  claims  the  tumor  is  a  portion  of 
the  Fallopian  tube,  either  an  accessory  tube  or  an  evaginated 
portion  of  the  tube.  He  believes  that  the  papillomatous  devel- 
opments in  these  broad-ligament  tumors  are  from  the  tube,  and 
are  only  to  be  found  in  those  structures  which  contain  the  mucous 
membrane  of  the  tube.  Both  ovaries  were  removed,  and  the 
distance  of  the  ovary  from  the  cyst  would  make  it  ?lmost  impos- 
sible for  the  tumor  to  have  originated  in  the  hilum  of  the  ovarj. 

II.    FIBROID   UTERUS    CONTAINING    A    FETUS. 

The  next  specimen  is  a  pregnant  iibroid  tumor  of  the  uterus. 
I  exhibit  it  to  illustrate  the  almost  impossible  conditions  under 
which  pregnancy  will  occur.  The  fetus  is  high  up  inside  of  a 
large  mass  of  tumors,  and  below  it,  beside  it,  underneath  it,  in 
front  of  it,  and  all  around  it  are  the  tumors. 

in.    UTERUS    REMOVED    BY    VAGINAL    HYSTERECTOMY    PRELIMINARY 
TO    REMOVAL    OF    A    LARGE    SUBPERITONEAL    OVARIAN    TUMOR. 

This  specimen  was  removed  by  vaginal  hysterectomy  for  the 
pui'pose  of  enabling  me  to  enucleate  a  large  subperitoneal  ovarian 
tumor.  The  patient  had  not  had  a  child  for  about  twenty 
years;  a  miscarriage  ten  or  twelve  years  ago;  pelvic  disease  for 
a  long  time,  which  was  undoubtedly  the  result  of  salpingitis. 
One  year  after  the  menopause  uterine  hemorrhages  commenced  ; 
she  also  had  a  large  watery  discharge  which  would  saturate  a  num- 
ber of  large  napkins  every  day.  About  this  time  she  com- 
menced to  have  pain  and  a  tumor  was  found  behind  the  uterus. 
After  watching  the  case  for  three  months  I  suspected  the  tumor 
to  be  a  hemat-oma  ;  aspirated  and  got  a  thin,  bloody  fluid  similar 
to  the  discharge  from  the  uterus.  After  aspiration  the  pain  and 
the  flow  stopped.  The  tumor  filled  again  and  the  flow  from  the 
uterus  commenced.  Examination  shows  congestion  of  the  endo- 
metrium, which  is  the  usual  result  of  these  tumors  of  the  broad 
ligament.  As  this  woman  had  had  pelvic  inflammation  for  fif- 
teen or  twenty  years,  and  as  the  tumor  was  bound  down  in  the 
pelvis,  I  was  afraid  to  operate  through  the  abdomen,  and  there- 
fore concluded  to  operate  through  the  vagina.  I  ronoved  the 
uterus,  evacuated  two  cysts,  and  scooped  out,  rather  imperfectly, 
the  lining  membrane  of  the  tumors.  It  is  now  about  four  weeks 
since  the  operation,  and  the  opening  in  the  vagina  is  closed  the 
same  as  after  vaginal  hysterectomy. 

IV.     FETUS,    UTERUS,    AND    PLACENTA    REMOVED    TWO    DAYS    AFTER 
ATTEMPTED    ABORTION. 

This  is  an  interesting  specimen  of  a  four  months'  old  fetus, 
uterus,  and  placenta  rem)ved  two  days  after  an  attempt  at  abor- 
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two  days.  When  I  Jw  fu^  v  ?T^^'  ^°<'  ''eraained  there 
morning  was  101°  pulse  90  In^'th^.f  '"''  '""P^"-"'"™  i"  the 
pulse  ifo  and  l^^t  letShreadv  '''p'T'^f^P'?'"?  ^«2°' 
abdominal  distention  developed  VaDidlfTI  P'^"'"."'""?  ^'^^ 
posterior  part  of  the  uterns  if  Iw  ri  ■*  i  °'""""«  "'  *''« 
is  still  nearly  two  inches  Ion ^  T  ,  '  °''  '«*^<=»n"-''cted,  but 
vaginal  seetfonTc  t  the  u  ef «.  in  Z^llT^  *'!f  "P^--^"""  "^7 

bid "ligZe  :;"  ft'™:L'rea,T™  ^"'  P""'"«  forcep"  o^  tEe 

thatintfe  :?:^srLrtirf!:L^srdtrn^rc!?rr^^ 

appek^ed.  '  '""  """'  ^"'^  "'^^^^  '^'"^  "^«  opfration'dt 

EXHIBmoN     OF    SPECIMEN     OF    CYST    OF    THE    OVAKT,    TFBE,   AND 
BKOAD    LIGAMENT. 

Dr  J  A.  Lyons.— This  specimen  I  removed  nine  dav,  atrn 
by  abdominal  section.  I  saw  this  patient  foui  l^"  ,evfo,sfo 
the  operation,  when  she  complained  of  severe  pain  ^inlhe    eft 

AT  -u  T^  '  ^^'^  "^^^"^  ^as  displaced  to  the  right 
DeW  i!!    occasionally  treated  the  patient  for  slvei'al  years  for 
pelvic  disease,  I  was  aware   that  the  left  ovary  was  diseased 

monTh  of'^'Vr '^^^^^^  '^'  ^"^^^^^-^^d  «*  abLrL  fourth 
01  gonorrhea.     I  therefore  concluded  that  the  case  was  sej3tic 
After  opening  the  abdominal  cavity,  and  after  separating  sorn^ 
adhesions  on  the  left  side,  I  found  I'cyst  that  not^only  i^^^^^^^^^^ 
ton'of  thelrT'^",!  'h/^"  entire  broad  ligament  and  a  por 
mnst  evidPn  1   T     ""f^   ""^  H^'  "^"'"^-     ^"  ^inflammatory  action 
^r.n/  n  f^   ^i  have  taken  place,  attaching  the  ovary  to  the  ute- 
it    coin.       ^'"".f  ^l^^n^ent     The  cystic  ovary  had  discharged 
cyst  ?  Ld    n  f  1 1'  f  \''''i  ^',?'^'°'-     ^^'^'  enucleation  of  "the 
tSeth!   fn        ^     /^  ^'""^^  ligament  upon  itself  and  to  quilt  it 
togethei  tocontrol  hemorrhage.     For  fear  of  hemorrhage  I  used 

onfrftln""' tP  ^"^5  "^^'"^^  ^^'  ""'^^^'^^  ^'S^'^  hours  "after  the 
rUrhiZ  '''^^^  ''''^^•>'  ^"^  *"^^  ^^ere  inflamed,  and  on  the 

v£^l  ^^^e  was  asmall  parovarian  cyst ;  these  ^vere  removed.  I 
fp^r  T^L  f'^""^'^'  yesterday  and  the  wound  has  healed  per- 
Z^'  .  .  ,  ^P  sutures  measured  about  six  inches,  which 
demonstrates  the  exceptionally  thick  abdominal  wall.* 

whiIh\?w.^vp/«iTf\''P'^  \-^7^^  attack  of  pleurisy  on  the  twelfth  day,  from 
wmch,  however,  she  has  entirely  recovered  and  is  now  up  and  about  her  room. 
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It  is  somewhat  difficult  to  say  for  a  certainty  just  where  these 
compound  tumors  originate.  I  am  inclined  to  think,  howev^er, 
this  one  originated  in  the  ovary  and  is  of  the  follicular  variety 
described  by  Eokitansky  and  ably  discussed  by  Pozzi.  (^ne  of 
the  follicles  discharges  into  the  broad  ligament  and  another  into 
the  tube,  both  ends  of  which  were  obstructed  by  a  previous  in- 
flammation. 

Dr.  a.  W.  Johnstone  read  a  paper  entitled 

THE     relation    OF     MENSTRUATION     TO    THE    OTHER    REPRODUCTIVE 

FUNCTIONS.  ' 

Dr.  Byron  Robinson. — The  relation  of  menstruation  to  other 
reproductive  functions,  so  far  as  1  understand  the  subject,  re- 
solves itself  into  the  simple  question  whether  menstruation  and 
ovulation  are  separate  or  combined  in  man. 

To  demonstrate  that  menstruation  and  ovulation  are  divorced 
in  man  one  must  pursue  comparative  methods  of  study,  as  is  re- 
quired to  comprehend  the  structure  of  the  peritoneum.  The 
genitals  in  the  lowest  organisms  are  very  simple  and  do  not  de- 
mand sexual  congress.  The  lowest  observed  definite  genitals 
consist  of  holes  in  the  body,  out  of  which  ova  are  extruded. 
From  this  genital  apparatus  arise  the  ovary.  Fallopian  tube,  and 
uterus,  the  three  iinal  divisions  of  man's  genitals.  To  realize 
some  of  the  radical  evolutionary  stages  involved  in  the  develop- 
ment from  simple  perit(meal  pores  to  the  ovary,  duct,  and  ute- 
rus, one  need  only  mention  some  of  the  changes  which  any  one 
can  oV serve  in  the  radical  changes  found  in  the  Wolffian  body 
and  the  vermiform  appendix — an  appendix  which  is  no  doubt 
a  remnant  of  a  herbivoral  stomach  and  is  fast  passing  out  of  exist- 
ence. No  organs  have  so  demonstrably  changed  by  evolution 
as  the  genitourinary.  The  animal  of  low  development  started 
with  a  pronepiiros  and  a  duct.  The  pronephros  has  long  ago 
disappeared  in  man,  but  the  duct  still  remains  to  carry  semen  in 
man  and  eggs  in  woman. 

The  second  evolutionary  change  relates  to  the  mesonephros, 
which  serves  to  secrete  and  carry  off  urine  for  several  weeks  in 
man.  The  whole  mesonephros  shrinks  in  woman  to  the  parova- 
rium, and  in  man  it  disappears. 

The  third  evolutionary  change  is  the  introduction  of  a  kidney 
and  duct.  The  two  tubes  coalesce  in  the  centre  to  form  a  gesta- 
tion sac.  In  the  bird  one  side  of  the  whole  genital  ap])aratus  is 
lost  by  atrophy.  To  all  this  change  in  structure  and  function  is 
added  in  woman  a  periodic  function  known  as  menstruation.  The 
oviduct  gradually  separates  from  the  ovary  in  the  ascending 
scale  of  animal  life,  and  the  number  of  young  at  each  birth 
diminishes.     In  most  fishes  there  is  no  oviduct ;  only  pores  exist, 

'  See  original  article,  p.  33. 
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exist''^in''<lvi  !!•?  ""•"-^^■^"^  ^g-gs  a'-e  expelled.     The  same  pores 

sexn.lLn  ''••    ^'^^f  r  ^"^  1^"'^  ^^'^l^^^'  and  in  them 

sexual  conp-ess  be.o^ins  with  theii-  new-born  '' clasper  " 

i.thpfi.  .     ¥«  an  advanced  development  of  sexual  organs  and 
Lrh't'.  ""^'"^^^^  P'-e.tect  Its  youn^  outside  the  bodv-..^.,  set- 

he^n^!  "?'  ^°^  h'^'""^-  ^'  ^^'^  ^^^1^  of  a"i"^^^  life  ascends 
tde  oigans  ot  copulation  assume  more  definite  form.  The  ap- 
pendages remain  double,  the  uterus  coalesces  and  remains  single. 
Inini^  '"n  /\'  cl^s^-l^arge,  manifested  bj  what  the  breeders  of 
animal,  call  rut,  becomes  periodic  and  sexual  congress  varies  with 
1  ,  depending  upon  the  nature  of  the  lives  and  the  character  of 
the  seasons.  Estrus,  or  rut,  governs  ovulation  ;  menstruation 
intluenees  and  hastens  ovulation  by  congestion  and  by  nutri- 
tion. Menstruation  is  not  caused  by  ovulation,  but  menstruation 
IS  tne  method  the  uterus  takes  to  prepare  a  nest  for  the  e^jg. 

Menstruation  gets  an  e^^  into  the  nest  by  peristalsis  Vf  the 
lUDe ;  by  waving  cdia,  causing  fluid  currents  which  float  the  eg^  • 
by  contraction  of  the  fimbriated  muscles,  causing  a  tubal  mouth 
to  circumscribe  an  area  on  the  ovarv  over  a  ripening  Graafian 
lollicle— a  mechanism  analogous  to  the  batrachian  conjugation 
eiasper.  ^  ihe  glandular  nest  in  the  uterus  is  built  to  fertilize 
tJie  coming  ovum.  Ovulation  is  continuous  before  birth,  and 
Jas.s  atter  birth  until  the  ovarian  tissue  is  worn  out.  I  have 
tound  ovulation  in  animals  and  man  before  birth. 

Ihe  structure  and  function  of  the  genitals  must  yield  to  the 
necessities  of  animal  life.  Eeproductive  organs  must  accommo- 
date their  functions  to  circumstances.  They  must  conform  to 
seasons  and  must  vary  with  food  supplv.  Environments  of  life 
dictate  methods  of  existence  and  bend  functions  to  its  mandates. 
In  the  higher  animals  the  functions  become  more  definite.  The 
uterus  gestates  and  expels  periodically  a  fetus  ;  the  Fallopian 
tubes  transmit  the  ova. 

Menstruation  is  confined  practically  in  women  to  the  uterus 
and  tubes.  Ovulation  is  apt  to  occur  at  the  menstrual  period 
simply  because  of  congestion.  In  estrus,  or  rut,  the  vulvar, 
mammary,  and  the  other  glandular  structures  participate  in  the 
lunction.  In  women  this  occurs  in  menstruation,  but  not  in 
ovulation.  Man's  upright  attitude  has  no  doubt  changed  struc- 
ture and  function  of  the  reproductive  organs.  The  change  of 
structure  is  in  the  thickened  walls  of  the  uterus,  and  also  in  the 
stitt,  short,  centralized  uterus  with  horizontal  tubes. 

The  cause  of  the  divorcement  of  menstruation  and  ovulation 
may  also  be  looked  for  in  the  nervous  system.  For  the  higher 
in  development  the  nervous  system  is,  the  more  complex  and 
aehmte  are  the  genitals.  The  greater  in  development  an  ani- 
mal s  brain  is,  the  more  thought  is  directed  to  the  genitals,  as 
illustrated  in  monkey  and  man^  The  peripheral  nervous  system 
of  the  genitals  is  more  highly  developed  in  man  than  in  any  other 
animal.     Excessive  thought  applied  to  the  genitals  is  capable  of 
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changing  their  structures  and  functions.  Excessive  thought, 
manipulation,  and  cohabitation  has  no  doubt  modified  the  relation 
of  the  reproductive  functions.  The  lower  animals  cohabit  in 
definite  seasons  and  periods,  at  the  time  of  estrus  or  rut,  and 
thus  tend  to  perpetuate  the  relations  of  the  reproductive  func- 
tions ;  the  higher  animals  cohabit  in  season  and  out  of  season, 
and  hence  tend  to  disturb  these  relations. 

Menstruation  is  a  function  of  the  uterus  and  tubes,  and  is 
periodic,  cyclical,  and  rhythmical.  It  begins  at  puberty  and 
ends  at  the  menopause.  It  is  a  blood  wave  originated  by  the 
nervous  system.  It  is  governed  by  what  I  originally  termed  the 
automatic  menstrual  ganglia,  situated  in  the  walls  of  the  tubes 
and  uterus,  and  is  analogous  to  Auerbach's  and  Meissner's  auto- 
matic ganglia  of  the  digestive  tract  or  to  the  automatic  cardiac 
ganglia  of  Lee  and  Pettigrew. 

Ovulation  is  a  continuous,  progressive  process,  beginning  be- 
fore birth  and  ending  with  worn-out  ovarian  tissue. 

Some  of  the  arguments  which  demonstrate  that  menstruation 
and  ovulation  are  independent  functions: 

1.  Ovulation  occurs  before  birth  in  man  and  in  other  animals. 

2.  Women  menstruate  who  possess  ovaries  totally  incapable  of 
ovulating  from  disease. 

3  Menstruation  frequently  continues  after  removal  of  the  ova- 
ries. 

t.  Menstruation  is  not  required  for  the  ripening  and  discharge 
ot  ovules. 

6.  So  far  as  I  can  observe,  the  pig  ovulates  continually,  pro- 
gressively, but  the  chief  bulk  of  the  ovules  ripen  at  rut,  or  es- 
trus. 

7.  Sufhcient  evidence  exists,  1  think,  to  show  that  no  follicle 
ruptures  at  many  of  the  menstrual  rhythms. 

8.  Women  can  become  pregnant  who  do  not  menstruate. 

9.  If  ovulation  and  menstruation  occurred  coincidently,  copu- 
lation by  healthy  parties  immediately  after  menstruation  would 
inevitably  be  more  frequently  followed  by  pregnancy. 

10.  Ovulation  in  a  modified  form  proceeds  during  pregnancy. 
I  have  never  been  able  to  observe  how  often  an  ovule  ripens 

and  ruptures  or  how  much  time  an  ovule  requires  to  grow.  The 
nervous  system  and  nutrition  no  doubt  must  be  perfect  to  have 
ovulation,  for  tubercular  girls  and  fat  girls  do  not  ovulate.  I 
have  carefully  looked  for  Johnstone's  nerve,  which  my  honored 
teacher,  Mr.  Tait,  announces  in  his  book  as  the  governor  of 
menstruation,  and  have  never  been  able  to  find  it,  although  I 
have  looked  for  it  fifty  or  sixty  times.  I  have  found  scores  of 
times  a  chain  of  ganglia  with  nerves  extending  from  the  cervi- 
cal plexus  to  the  uterine  canal.  I  do  not  think  that  one  single 
nerve  governs  menstruation.  I  am  inclined  to  believe  that  tlie 
automatic  menstrual  ganglia  govern  the  tubes  and  uterus. 

I  am  verv  glad  to  have  met  Dr.  Johnstone,  whose  work  I  have 
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been  interested  in  since  1887,  and  I  am  very  much  pleased  with 
his  paper. 

Dr.  E.  C.  Dudley. — I  have  very  little  to  add  to  what  has  al- 
ready been  said  by  the  previous  speakers.  In  1886  I  happened 
to  be  in  Birmingham  at  the  time  Dr.  Johnstone  was  making  his 
investigations  on  this  subject,  and  at  that  time  I  did  not  fail  to 
note  the  great  earnestness  of  the  doctor  in  his  work,  and  I  am 
not  surprised  tiiat  this  seriousness  has  resulted  in  a  great  deal  of 
information.  I  have  had  some  doubt,  hut  not  so  much  now,  as 
to  the  relation  between  the  lymphoid  cells  and  the  epithelium  of 
the  endometrium.  I  had  supposed  until  lately  that  the  lymph 
cells  belonged  to  the  mesoblast  and  the  epithelial  cells  to 
the  epiblast.  That  being  the  case,  for  reasons  perfectly  appar- 
ent, the  epithelial  cells  could  not  develop  from  the  lymphoid 
cells.  This  process  would  not  be  consistent  with  previous  no- 
tions of  embryology,  lam  inclined  to  think  the  doctor's  expla- 
nation of  the  subject  is  clear  and  accurate.  If  the  epiblast  and 
hypoblast  are  concerned  in  the  development  of  the  mesoblast, 
then  it  is  easy  to  see  that  the  columnar  epithelial  cells  may 
develop  from  the  lymph  cells.  The  old  idea  that  each  men- 
struation results  in  the  shedding  of  the  entire  endometrium  is 
very  easily  and  satisfactorily  disjjroved  by  Dr.  Johnstone's  inves- 
tigations. He  himself  makes  an  epigrammatic  statement  some- 
where that  if  the  human  female  first  destroys  her  nest  and  then 
lays  in  it  she  must  be  a  grand  exception  to  all  other  females  of 
the  entire  animal  kingdom,  That  one  epigrammatic  expression, 
it  seems  to  me,  almost  settles  the  question  as  to  the  entire  shed- 
ding of  the  endometrium,  and  leads  us  to  believe  that  only  the 
superficial  layers  are  shed. 

I  think  there  is  a  practical  lesson  to  be  learned  from  the  re- 
searches of  Dr.  Johnstone.  The  epithelial  cells  may  transmit  in- 
fection from  the  uterus  to  the  peritoneal  cavity.  In  the  vast 
majority,  certainly,  if  not  in  all  cases  of  inflammation,  the  in- 
fection is  transmitted  through  the  epithelial  cells,  the  infection 
reaches  the  lymph  elements  beneath,  which  are  in  anatomical 
and  physiological  relation  with  the  lymph  spaces,  the  lymphoids 
of  the  endometrium,  and  the  muscles  and  peritoneum  of  the 
uterus.  Route  by  the  lymph  spaces  and  lymphatics  from  the 
endometrium  to  the  peritoneum  is  short  and  direct,  and  one 
can  readily  see  how  infection,  once  having  occurred  in  the  ute- 
rus, can  swiftly  destroy  the  life  of  the  patient.  I  think  the  doc- 
tor's investigations  throw  some  light  on  the  phenomena  of  rap- 
idly fatal  puerperal  infection,  which  is  undoubtedly  almost 
always  due  to  the  streptococcus.  The  fact  that  lymph  tissue 
does  not  exist  in  the  cervix  explains  why  pregnancy  does  not 
occur  in  there,  as  lymph  elements  are  required  to  nourish  an 
ovum.  Dr.  Johnstone  has  brought  out  a  very  interesting  and 
practical  point,  in  a  previoiis  paper,  relative  to  the  lymph  struc- 
ture in  the  tube  and  tubal  pregnancy.     Pregnancy  usually  oc- 
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curs  in  the  uterus;  the  ovum  grows  upon  these  lymphoid  ele- 
ments, and  generally  when  the  epithelial  elements  have  been 
cast  off  and  perhaps  partially  restored  ;  at  any  rate,  it  is  evident 
that  this  nest  is  best  adapted  to  receive  and  nourish  the  impreg- 
nated ovum  when  it  consists  of  freshly  developed  lymph  cells. 
These  lymph  cells  are  present  in  some  degree  in  the  Fallopian 
tubes,  and  one  might  perhaps  think  that  tubal  pregnancy  would 
occur  as  often  as  uterine  pregnancy;  but  Dr.  Johnstone  has  called 
attention  to  the  fact  that  tubal  pregnancy  does  not  occur  as  fre- 
quently as  uterine  pregnancy,  because  the  epithelial  elements  of 
the  tubes,  which  are  anatomically  much  like  the  epithelial  cells 
in  the  uterus,  are  not  shed  in  menstruation.  When  tubal  preg- 
nancy does  occur  it  is  evidence  that  there  has  been  destruction 
to  a  greater  or  less  extent  of  the  epithelial  elements  in  the 
tube— that  is,  the  lymph  elements  have  been  laid  bare  by  dis- 
ease. I  have  been  very  much  interested  in  Dr.  Johnstone's  pa- 
per and  have  no  word  of  criticism  to  offer.  It  is  apparently  all 
right  and  will  probably,  as  a  whole,  stand  the  test  of  the  future. 

Dr.  J.  T.  Binkley! — I  would  like  to  ask  Dr.  Johnstone  if  he 
has  observed  any  changes  in  the  rut  season  in  the  deer  when  do- 
mesticated and  when  well  fed. 

As  I  understand.  Dr.  Johnstone  endeavors  especially  to  dem- 
onstrate that  lymph  cells  reproduce  the  epithelial  cells  of  the 
endometrium,  and  also  that  no  associated  action  exists  between 
ovulation  and  menstruation.  I  am  unable  to  see  what  connec- 
tion the  remarks  of  the  last  speaker,  relative  to  the  method  of 
germ  transmission  through  the  lymph  spaces,  have  to  the  paper. 

Dr.  a.  W.  Johnstone,  in  closing  the  discussion,  said:  I  must 
thank  you  for  letting  me  off  so  easy.  I  realize  this  paper  is^ 
revolutionary,  and  I  have  juirposely  held  it  in  abeyance,  for  I 
did  not  think  our  country  ready  to  accept  it.  I  tried  it  on  the 
British  Medical  Association  three  or  four  years  ago,  but  it  was 
either  beyond  their  comprehension  or  beneath  their  notice.  I 
have  been  working  on  this  subject  for  a  long,  long  time.  The 
laboratory  teaches  us  that  the  body  has  a  dual  existence,  but  we 
know  that  it  has  not.  The  body,  however,  is  not  like  cast  iron; 
the  tissues  are  not  intended  to  last  forever,  for  they  have  to  be 
repaired.  The  old  idea  that  the  body  is  renewed  every  seven 
years  has  some  value,  because  a  constant  waste  occurs.  From 
whence  comes  the  tissue  for  repair?  What  supplies  the  waste 
of  cells?  I  believe  it  comes  from  the  hyaline  layer  which  I 
have  described.  I  do  not  know  whether  the  hyaline  layer  i& 
made  from  the  epiblast  or  elsewhere,  but  1  am  certain  of  its 
existence.  Embryologists  teach  that  it  comes  from  the  meso- 
blast.  It  is  shown  in  the  drawings,  and  is  given  the  name  hya- 
line because  sometimes  it  is  translucent. 

The  best  article  I  know  of  on  the  rhythm  of  menstruation 
and  ovulation  was  written  by  Dr.  Annie  Clark,  who  gives  very 
careful  statistics  and  percentages  gathered  from  the  study  of  a 
large  number  of  specimens.     She  estimates  that   the   average 
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woman  ovulates  four  to  five  times  each  year.     Mr  Walter  Heane 
examined  fortj  monkeys  that  menstruated   and  found  only  two 
ova  that  had  just  ruptured.     This  experience  coincides  with  the 
expenence  of  nearly  all  operators.     I  believe  the  reason  why 
conception  is  more  apt  to  occur  at  the  time  of  menstruation  h 
that,  if  an  egg  is  nearly  ripe  at  this  time,  a  rich  field  of  proto- 
plasm exists  after   menstruation    which    readily   nourishes  the 
ovuin.     For  the  first  three  months  of  gestation  all  that  is  neces- 
sary is  to  have  lymph  for  the  ovum  to  float  in,  and,  as  Dr  Dud- 
ley has  said  m  reference  to  the  pathological  condition  of  a  tube 
in  extrauterine  pregnancy,  the  tube  must  be  one  that  will  pro- 
duce lymph.     1  ou  will  remember  that  wonderful  case  reported 
by  some  German  surgeon,  who  did  a  complete  hysterectomy,  re- 
moved both  Fallopian  tubes,  but  left  a  little  piece  of  ovary      To 
his  horror  m  a  couple  of  years  the  woman  developed  pregnancy 
in  the  abdomen  and  died.     Pregnancy  can    occur   whenever  a 
properly  fecundated  ovum  has  lymph  for  nutriment. 

I  thank  you  for  the  courteous  way  in  which  you  have  re- 
ceived this  paper,  and  I  hope  some  of  the  younger  men  of  this 
feociety  may  be  stimulated  to  help  me  in  the  study  of  this  sub- 
ject, for  you  know  art  is  long  and  the  lifetime  of  one  man  is  not 
Jong  enough  to  work  out  the  entire  subject. 

De.  Dudley.— I  would  ask  if  these  lymph  cells  are  always 
deyeloped  by  gradation  and  never  by  segregation. 

De.  Johnstone.— Yes,  that  is  my  idea.  One  of  my  charts 
shows  the  gradation  of  these  little  granulations  in  the  ovary.  A 
separation  of  the  nucleus  occurs,  which  develops  into  little  trian- 
gular bodies  and  becomes  mature  cells.  The  Ivmph  cells  are 
phagocytes,  and  if  they  once  get  infected  and  pass  through  the 
lymphatic  channels  into  the  peritoneal  cavitv  trouble  results. 
Official  Transactions.  T.  J.  Watkins 

Editor. 

TRANSACTIONS  OF  THE  SECTION  ON 

GYNECOLOGY,     COLLEGE    OF     PHYSICIANS 

OF  PHILADELPHIA. 

Meeting  of  April  iUh,  1895. 
Chaeles  B.  Peneose,  M.D.,  in  the  Chair. 
Dr.  Bakton  C.   Hiest  reported  chnical  cases  : 

A    LAEGE    FIBEOMA    of   THE    OVAEIAN    LIGAMENT  ;    COINCIDENT  OYA- 

EIAN  AND  PAEOVAEIAN  CYSTS  ;    AND  EEPOET    OF  A  CESAEEAN 

SECTION  AND  OF  TWO  SYMPHYSEOTOMIES.' 

The  Chaieman.— I  think  that  the  specimen  presented  by  Dr. 
Hirst  of  a  coincident  ovarian  and  parovarian  cyst  represents  an 

'  See  original  article,  p.  63. 
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inflammatory  condition.  The  ovarian  cyst  seems  to  me  to  be  a 
simple  inflammatory  follicular  cyst  of  the  ovary.  A  condition 
of  this  kind  is  not  unusual,  though  a  coincident  oophoritic  cyst 
of  unlimited  growth  with  parovarian  cyst  must  be  a  very  un- 
common occurrence. 

Dr.  J.  M.  Baldy  said  that  he  would  be  loath  to  accept  the 
specimen  as  one  of  an  ovarian  cyst  distinct  from  a  parovarian 
cyst.  Only  a  microscopical  examination  could  decide  this.  He 
had  never  seen  the  two  conditions  existing  together,  and  would 
like  to  learn  the  result  of  a  careful  microscopical  examination  of 
the  specimen.  The  gross  appearance  of  the  specimen  would 
indicate  to  his  mind  that  both  cysts  originated  from  the  ovary. 

Dr.  Robert  H.  Hamill  reported 

A    CASE   OF    MYELITIS    FOLLOWING    LABOR  ;     DEATH  ;    AUTOPSY. 

The  object  of  my  reporting  to  you  this  evening  the  following 
case  is  witli  the  hope  that  I  may  learn  from  some  of  the  Fellows 
the  probable  cause  of  the  myelitis,  and  from  the  fact  of  its  rare 
occurrence,  as  I  have  not  Ijeen  able  to  find,  after  a  thorough 
search,  another  recorded  case.  I  found  many  cases  of  hemi-  and 
paraplegia,  but  from  other  causes  entirely.  I  shall  give  a 
rather  full  history,  so  that  we  may  be  the  better  able  to  ascertain 
whether  any  of  her  complications  have  any  bearing  upon  the 
case.  Mrs.  H.,  aet.  32,  of  German  birth  ;  primipara.  Family 
history  negative  :  mother  living  ;  father  died  of  diabetes  ;  bro- 
thers and  sisters  all  living.  She  had  always  been  remarkably 
strong  and  healthy.  During  her  fifth  month  of  pregnancy  she 
reported  to  me.  Pregnancy  had  been  in  every  way  normal.  Her 
urine  was  examined  at  this  time  and  each  successive  month, 
with  negative  results. 

At  the  beginning  of  her  seventh  month  I  found  the  urine 
normal,  which  was  on  the  2d  of  January,  1894.  Eighteen  days 
after  I  was  sent  for,  and  found  her  with  very  marked  general 
edema,  particularly  of  the  genitalia,  which  were  the  size  of  a 
large  cocoanut;  marked  cephalic  pains;  urine  half  its  bulk  in 
albumin ;  microscopic  examination  failed  to  detect  any  casts. 
On  the  following  morning,  while  making  preparations  for  the 
induction  of  premature  labor,  she  had  a  most  terrific  convulsion, 
followed  at  short  intervals  by  four  more  as  severe.  An  effort 
was  made  to  induce  lai)or  by  means  of  the  insertion  of  l)(nigies, 
but  without  sufiicient  rapidity,  when  sterile  glycerin  was  inject- 
ed into  the  cavity  of  the  uterus  with  the  result  of  vigorous  con- 
tractions being  produced  in  less  than  two  hours.  Labor  pro- 
ceeded normally,  and  she  was  delivered  of  twins  weighing 
respectively  three  and  three  and  three-quarter  pounds.  The 
children  were  living  and  are  to-day  very  healthy  specimens. 
Her  labor  was  naturally  an  easy  one  owing  to  tlie  small  size  of 
the  children.     I  applied  the  forceps  for  the  extraction  of  the 
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fiecond  child,  as  there  was  a  complete  cessation  of  uterine  con- 
tractions. A  careful  examination  showed  the  perineum  intact, 
no  abrasions  in  vagina,  and  no  cervical  tear.  The  edema  disap- 
peared very  rapidly  and  her  convalescence  was  uneventful,  tem- 
perature alter  first  few  hours  never  going  above  100°  until  the 
fourteenth  day  of  the  puerperium.  An  examination  of  the 
urine  the  fourth  day  after  labor  showed  a  marked  decrease  in 
amount  of  albumin,  and  no  trace  of  it  could  be  found  on  the 
tenth  day. 

On  the  fourteenth  day  I  saw  the  patient  and  found  that  she 
had  passed  an  uncomfortable  night,  owing  to  the  fact  that  she 
had  been  unable  to  void  her  urine  for  the  past  eighteen  or 
twenty  hours.  The  catheter  was  used  and  a  large  amount  was 
drawn.  She  then  expressed  herself  as  feeling  very  comfortable. 
This  procedure  had  to  be  repeated  at  proper  intervals  until  her 
death.  On  the  following  day  she  complained  of  dull  pains  and 
numbness,  beginning  in  the  lumbar  region  and  radiating  into 
her  thighs.  I  made  a  vaginal  examination  with  absolutely  nega- 
tive results.  On  the  sixteenth  day  there  was  a  decided  loss  of 
sensation  and  motion  in  the  left  leg,  which  rapidly  increased  in 
area  and  intensity.  In  the  evening  of  the  same  day  the  right 
leg  became  markedly  affected  in  the  same  manner,  the  anesthesia 
extending  over  the  abdomen  to  midway  between  the  umbilicus 
and  diaphragm,  the  other  parts  of  the  abdomen  and  chest  be- 
coming hyperesthetic.  The  line  dividing  the  aifected  from  the 
unaffected  portion  was  sharply  drawn.  Both  arms  became  para- 
lyzed on  the  seventeenth  day  and  there  was  very  marked  stiffness 
of  the  cervical  muscles.  She  was  obstinately  constipated,  knee 
jerks  absent,  and  died  in  coma  on  the  nineteenth  day  after  labor 
and  the  tifth  from  the  onset  of  the  myelitis.  I  shall  only  speak 
of  the  post-mortem  condition  of  the  pelvic  organs,  as  Dr.  Burr 
has  kindly  consented  to  give  a  full  report.  They  were  perfectly 
normal;  involution  had  been  exceptionally  perfect,  and  not  a 
trace  of  any  inflammatory  process  could  be  found.  A  close 
examination  of  the  vagina  showed  no  abrasions  or  tears — in  short, 
there  were  no  signs  whatever  of  sepsis. 

The  interesting  features  of  the  case  appear  to  be  : 

1.  The  sudden  appearance  of  the  kidney  complication. 

2.  The  fact  that  both  children  were  living,  as  about  fifty  per 
cent  are  still-born  in  eclamptic  cases. 

3.  The  complication  of  the  myelitis. 

I  feel  that  any  reason  which  may  be  given  as  the  cause  of  the 
myelitis  must  be  greatly  conjectural.  I  can  conceive  that  a 
colony  of  microbes  could  easily  enter  the  patulous  os,  and,  not 
finding  lodgment,  be  earned  almost  anywhere.  Or  it  may  be 
possible  that  the  germs  may  have  been  introduced  by  the  glyce- 
rin, which  I  do  not  think  at  all  probable,  as  I  was  sure  of  its 
sterility.     I  am  forced  to  the  conclusion  that  pregnancy  or  labor 
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was  not  a  causative  factor,   but  must  look  upon  it  as  a  mere 
coincident. 

De.  Charles  W.  Burr. — The  post-mortem  examination  of  this- 
case  completely  verified  the  clinical  diagnosis.  There  was  an 
acute,  diffuse,  hemorrhagic,  transverse  myelitis,  the  lower  dorsal 
and  upper  lumbar  region  of  the  cord  being  the  part  most  and 
primarily  affected.  In  this  region  the  blood  vessels,  especially  in 
the  posterior  columns,  were  engorged  with  blood;  there  were  sev- 
eral microscopic  hemorrhages;  the  nerve  fibres  had  disappeared 
entirely  ;  the  cells  in  the  anterior  gray  matter  were  swollen  and 
shapeless.  Above  and  below  there  was  destruction  of  the  nerv- 
ous tissue  without  serious  vascular  involvement.  The  pia  was 
but  slightly  affected.  I  shall  not  detain  you  with  details  of  his- 
tological morbid  anatomy,  however,  since  the  question  of  interest 
to  this  Society  is  the  causation  of  the  myelitis  and  the  possible 
bearing  upon  it  of  the  puerperal  state.  All  the  common  causes 
of  mj^elitis  are  absent.  There  was  no  bone  disease, no  preceding 
acute  infectious  fever.  Bright's  disease  is  out  of  the  question, 
since  histological  examination  showed  the  kidneys  to  be  practi- 
cally normal.  The  most  frequent  cause  of  paralysis  in  the 
puerperal  state,  barring,  of  course,  the  sudden  cerebral  palsies 
due  to  hemorrhage,  thrombosis,  or  embolism,  is  neuritis.  In  this 
case  there  was  no  post-mortem  evidence  of  neuritis.  The  history 
of  the  case  and  the  post-mortem  results  prevent  us  from  regard- 
ing puerperal  septicemia  as  the  cause.  The  palsy  developed  on 
the  fourteenth  day  of  a  normal  lying-in  period,  and  the  autopsy 
gave  no  evidence  of  any  septic  process  in  any  of  the  pelvic  or, 
indeed,  other  organs.  It  is  interesting  that  Dr.  J.  H.  W.  Rhein, 
w^ho  made  a  careful  search  of  the  literature  for  me,  could  find 
no  similar  case — no  case  of  an  acute  myelitis,  verified  post  mor 
tem,  occurring  in  a  woman  soon  after  childbirth  with  or  without 
puerperal  septicemia.  I  am  compelled,  taking  all  things  in  con- 
sideration, to  regard  the  myelitis  purely  as  a  coincident  compli- 
cation. In  a  year  so  many  women  are  bound  to  get  myelitis  and 
so  many  to  have  children,  and  once  in  a  great  while,  since  preg- 
nancy is  certainly  not  a  preventive  of  myelitis,  one  woman  must 
have  both  and  at  the  same  time.  In  one  way  the  puerperal  con- 
dition may  have  been  causative.  This  myelitis  was  probably 
mycotic,  and  the  microbes  may  liave  obtained  entrance  to  the 
body  by  way  of  the  womb,  leaving  no  local  evidence  of  their 
transit.     This  is  unproved  and  unprovable. 

Dr.  Barton  C.  Hirst  said  that  he  was  much  interested  in  this 
case,  and  after  looking  uj)  the  literature  of  the  subject  in  a  rather 
cursory  way  he  had  i)een  unable  to  find  a  report  anywhere  and 
regarded  this  as  a  uni(|ue  case.  lie  considered  the  condition  as 
possibly  produced  by  an  extension  of  inflammation  from  the 
sacral  plexus  to  the  spinal  cord.  Every  obstetrician  is  aware 
that  such  inflammation  affects  the  lumbo-sacral  plexus,  and  there 
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is  no  reason  why  it  sboald  not  more  frequently  extend  upward 
to  the  spinal  cord. 

Dr.  John  B.  Shober  reported 

A    CASE    OF    DOUBLE   TUBO-OVARIAN    ABSCESS  ;    CELIOTOMY.' 

Dr.  Hirst  asked  the  Chairman  his  rule  of  practice  in  dealing 
with  tuberculous  pyosalpinx  when  coexisting  with  tubercular 
peritonitis.  Greig  Smith  thinks  it  poor  practice  in  such  a  case 
to  drop  a  raw  stump  back  into  such  a  cavity,  where  it  is  almost 
certain  to  become  infected.  Dr.  Hirst  had  such  a  case  himself, 
however,  in  which  he  removed  a  pyosalpinx  from  an  abdominal 
cavity  the  seat  of  diffuse  tubercular  peritonitis.  The  patient 
recovered. * 

The  Chairman  said  that  in  the  spring  of  1894  he  had  per- 
formed celiotomy  upon  a  woman,  and  had  found  a  tubo-ovarian 
tumor  about  the  size  of  a  duck  egg  upon  the  right  side  and  tuber- 
culosis of  the  peritoneum.  The  peritoneum,  parietal  and  intes- 
tinal, as  far  as  examined  was  covered  with  small,  well-formed 
tubercles,  and  there  was  a  small  amount  of  free  fluid  in  the 
peritoneal  cavity.  The  tubes  and  ovaries  and  uterus  were  re- 
moved and  the  abdomen  closed  without  drainage.  The  patient 
had  an  uninterrupted  recovery  and  immediately  began  to  gain 
weight,  and  eight  months  after  the  operation  was  in  perfect 
health. 
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Stated  Meeting,  March  28^A,  1895. 

Henry  C.  Coe,  M.D.,  Chairman. 

specimens  from  a  case  OF  SEPSIS  following  abortion. 

Dr.  S.  Marx  presented  the  uterus  and  vagina  of  a  young 
woman  who  had  died  of  sepsis  following  criminal  abortion  in- 
duced by  a  midwife  about  the  fourth  month  of  pregnancy.  Dr. 
Marx  had  been  called  to  the  case  about  the  fifth  day.  It  was 
evident  that  there  was  acute  general  peritonitis  and  that  lapa- 
ratomy  would  be  useless,  the  patient  being  near  death.  The 
interesting  point  connected  with  the  specimens  was  their  free- 
dom from  detritus  and  their  healthy  appearance.  In  the  abdo- 
men, however,  there  were  collections  of  pus  everywhere,  even  as 

'  See  original  article,  p.  71 . 
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far  up  as  the  liver.  The  tubes  and  ovaries  were  normal  ;  there- 
was  a  corpus  luteum  of  pregnancy.  It  was  a  case  of  true 
lymphatic  septicemia. 

Dr.  Coe  remarked  that  anatomically  it  was  very  difficult  to- 
prove  criminal  abortion. 

Dr.  W".  R.  Pryor  mentioned  a  similar  case,  diifering  in  the 
fact,  however,  that  the  direct  cause  of  death  was  ulcerative  en- 
docarditis in  which  the  streptococcus  was  found. 

MALFORMED    FETUS. 

Dr.  F.  H.  Stuart  presented  a  fetus,  born  dead  about  term,, 
from  a  young  woman  who  had  given  birth  to  one  other  normal 
child.  The  fetus  exhibited  was  malformed  in  several  respects,, 
presenting  a  spina  bifida,  the  labia  minora  and  clitoris  lower 
than  normal,  absence  of  one  thumb,  partial  development  of  the 
other,  webbing  of  the  fingers,  a  condition  of  varus  in  both  hands 
and  feet. 

Dr.  Garrigues  said  it  was  quite  common  to  see  other  de- 
formities in  cases  of  spina  bifida. 

THE    PHYSIOLOGICAL     EFFECT   AND     GENERAL    THERAPEUTIC    ACTION- 
OF    PERIODIC    INDUCED    CURRENTS    IN    GYNECOLOGY. 

Dr.  Augustin  H.  Goelet  read  the  paper.  Periodic  induced 
currents  included  the  faradic  or  interrupted  induced,  the  alter- 
nating, and  the  static  induced  currents.  The  alternating  and 
static  induced  currents  were  similar  in  their  action  to  the  fara-^ 
die  current  derived  from  the  secondary  coil  of  long  wire,  being, 
high-tension  currents,  or  currents  possessed  of  a  high  degree  of 
electromotor  force  and  an  almost  inappreciable  volume  of  am- 
perage. As  ordinarily  employed  they  were  currents  of  high 
frequency,  and  in  many  of  the  most  essential  features  the  effects 
produced  were  the  same.  But  they  differed  widely  from  the 
faradic  current  derived  from  the  secondary  coil  of  short  coarse 
wire.  The  latter  was  a  current  of  much  lower  electromotor 
force  and  very  considerable  volume  of  amperage  compared  with 
the  high-tension  currents  already  mentioned,  and  its  action  was 
entirely  different  and  could  not  be  supplanted  by  them. 

The  faradic  current  could  be  regarded  as  practically  an  inter- 
rupted induced  current,  a  current  of  one  direction  endowed 
with  polarity;  for  wJiile  it  appeared  to  be  alternating  through 
low  resistances,  yet  in  the  human  subject  only  the  break 
current  was  felt,  being  thirteen  times  stronger  in  electromotor 
force  than  the  make  current.  That  this  current  exerted  an 
electrolytic  action  was  shown  by  inserting  the  electrodes  ter- 
minating in  fine  platinum  wire  into  a  solution  of  starch  contain- 
ing some  iodide  of  potassium.  The  current  ])roduced  a  dis- 
coloration at  one  pole,  due  to  the  formation  of  iodide  of  starch. 

But  the  electrolytic  action  was  so  slight  that  it  might  be  dis- 
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regarded  except  in  its  effect  upoD  the  nerves,  diminishing  func- 
tional activity  when  passing  against  the  direction  of  the  nerve 
current,  and  increasing  it  when  going  with  the  nerve  current. 
In  this  respect  the  interrupted  induced  current  possessed  an 
advantage  over  the  alternating,  which  was  being  constantly  re- 
versed and  had  no  polarity. 

In  considering  the  comparative  amperage  and  electromotor 
force  of  the  long  and  short  wires,  it  was  to  be  observed  that  the 
stimulating  property  of  the  currents  depended  upon  their  volume,, 
which  in  the  case  of  the  faradic  current  could  be  varied  by 
changing  the  length  and  size  of  the  secondary  coil,  the  short 
coarse  wire  having  less  internal  resistance  and  greater  volume^ 
the  long  fine  wire  having  greater  internal  resistance,  less  volume, 
but  greater  electromotor  force.  The  cheaper  forms  of  faradic 
apparatus  were  practically  worthless,  having  but  one  length  of 
wire.  The  modern  induction  apparatus  was  so  constructed  as 
to  give  ten  different  currents  from  as  many  different  lengths  and 
three  sizes  of  wire,  and  afforded  great  variation  in  the  quality 
of  the  current.  In  this  regard  it  was  also  superior  to  the  alter- 
nating and  static  induced  currents  derived  from  machines  as 
now  constructed. 

The  most  noticeable  effect  of  periodic  induced  currents  was 
a  muscle,  nerve,  and  circulatory  stimulation.  The  degree  and 
nature  of  this  stimulation  depended  upon  the  electromotor  force 
and  amperage  and  the  number  of  interruptions.  In  the  faradic 
apparatus  the  stimulation  of  the  current  was  governed  by  the 
length  and  size  of  the  wire  composing  the  secondary  coil,  which 
regulated  the  electromotor  force  and  amperage  of  the  secondary 
current,  the  force  of  the  primary  current  being  constant  or  nearly 
so.  The  rapidity  of  the  interruptions  was  controlled  by  the  au- 
tomatic vibrator  in  the  primary  current.  The  advantage  of  a 
number  of  secondary  coils  having  different  lengths  of  the  same 
wire  and  different  sizes  of  wire  was  that  the  stimulating  property 
of  the  current  might  be  conveniently  and  gradually  increased  as 
desired. 

In  the  alternating  machine  now  on  the  market  the  windings 
were  all  the  same,  hence  the  stimulating  property  of  the  current,, 
which  was  a  secondary,  depended  upon  the  strength  of  the  cur- 
rent supplied  to  the  primary  fields.  The  electromotor  force 
and  rapidity  of  the  alternations  as  well  were  increased  by  in- 
creasing the  speed  of  the  machine — ^'.«.,  by  increasing  the  revo- 
lutions of  the  armature  or  revolving  disc.  The  volume  of  the 
current  could  not  be  greatly  varied. 

In  the  static  induced  current  the  size  of  the  Leyden  jars  regu- 
lated the  volume  of  the  discharge,  and  the  air  gap  between  the 
discharging  rods  regulated  the  rapidity  of  the  impulses. 

The  effect  of  the  short  coarse  wire  in  the  faradic  machine 
was  to  produce  muscle  stimulation,  of  the  long  fine  wire  to 
produce  nerve  stimulation.     They  markedly  intiuenced   tissue 
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change.  The  following  explanation  was  offered:  1.  By  exciting 
an  increased  vermicular  contraction  of  the  smaller  arteries  the 
blood  pressure  was  augmented.  This  caused  momentary  disten- 
tion of  the  capillary  vessels,  the  reaction  from  which,  owing  to 
their  elasticity,  emptied  them  into  the  veins.  In  case  of  any 
obstruction  in  the  capillary  vessels  this  distention,  together  with 
blood  pressure,  favored  its  removal.  2.  By  stimulating  contrac 
tion  of  adjacent  muscles  the  veins  were  emptied  and  a  void  was 
created  in  tlieir  intervalvular  spaces  which  invited  the  blood 
from  the  overloaded  capillaries.  Increased  activity  of  the 
lymphatics  was  brought  about  by  stimulating  absorption  and  by 
the  contraction  of  neighboring  muscles,  hastening  the  flow  of 
lymph.  As  a  result  of  this  action  upon  the  capillary  circulation 
and  lymphatics,  pelvic  congestion  was  relieved  and  rapid  ab- 
iSorption  of  exudations  was  accomplished. 

But  perhaps  the  most  important  effect  of  periodic  induced 
■currents  of  high  electromotor  force  and  great  frequency  was 
the  production  of  sedation  and  the  relief  of  pain.  They  acted 
more  especially  upon  the  sensory  nerves,  and  could  be  made  to 
produce  either  irritation  or  sedation — the  former  when  applied  in 
strength  sufhcient  to  produce  slight  irritation,  the  latter  when 
applied  so  as  to  be  scarcely  perceptible,  the  current  being  increased 
as  insensitiveness  became  apparent.  The  former,  the  exciting 
effect,  was  desired  in  pelvic  exudation  with  little  sensitiveness ; 
the  latter,  or  sedative  effect,  where  there  was  pain  and  an  acute 
congestion.  In  the  first  instance  Ave  or  ten  minutes'  application 
might  suffice  ;  in  sedation  fifteen  or  twenty  minutes  were  neces- 
sary to  produce  a  satisfactory  result.  The  more  rapid  the  inter- 
ruptions the  more  soothing  the  effect.  In  using  the  coarse  wire 
for  muscle  stimulation  the  interruj)tions  should  be  slow,  so  as  to 
allow  alternate  contraction  and  relaxation  similar  to  the  normal 
physiological  action  of  the  muscle. 

For  stimulation  three  seances  a  week  might  be  sufficient ; 
for  sedation  one  or  more  a  day  were  required.  As  a  therapeu- 
tic measure  for  the  relief  of  pelvic  pain  and  congestion,  and  pel- 
vic inflammations  and  their  results  (intiltrations  and  exudations), 
this  form  of  electricity  was  incomjiarably  better  than  any  other 
agent.  It  was  often  absolutely  curative,  although  frequently  it 
served  only  as  an  auxiliary  to  other  measures.  The  coarse  wire 
current  was  ])articnlarly  serviceable  where  there  was  loss  of 
muscular  tone  and  venous  entj:ori;ement,  as  in  sui)inv()lution,  but 
it  was  contramdicated  in  sensitive  and  inflamed  conditions. 

Dr.  Goelet  had  purposely  laid  more  stress  upon  periodic  cur- 
rents of  high  frequency  and  high  electromotor  force,  because 
they  covered  a  larger  fleld  of  usefulness.  Hot  water,  which 
under  the  advocacy  of  Dr.  Emmet  had  for  so  many  years  been 
our  mainstay  in  |>elvic  diseases,  sank  into  insignificance  when 
compared  with  this  current   properly  used.     The  trouble  was 
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mfsa  ^'^fecl^^  ^o^-water  vaginal  douche  itself,   it  was  so  often 

THE    EVOLUTION   OF    HYSTERECTOMY   IN   AMERICA. 

titb  ""*  ^^''^^''  ^-  ^^seiNG,  of  Boston,  read  a  paper  bearing  this 

Dr  Burnham,  of  Massachusetts,  first  removed  the  uterus  suc- 
cessfully in  this  country  in  1853,  and  was  soon  followed  by  Kim- 
ball, and  the  operation  thus  inaugurated  by  these  gentlemen 
came  to  be  tnown  as  an  American  procedure.  On  account  of 
the  great  mortality  there  were  few  imitators  for  many  years 
About  three  patients  in  four  died.  When,  however,  one  consid- 
ered the  fact  that  only  the  severest,  the  advanced  cases  were 
submitted  to  operation,  and  the  further  fact  that  antisepsis  was 
not  yet  known,  it  would  be  seen  that  this  mortality  rate  was  not 
high.  L>eath  was  due  to  sepsis  and  late  operation.  Burnham 
operated  no  more  after  1876,  and  attention  was  turned  chiefly  to 
such  measures  as  the  cautery,  injections  of  ergot,  and  removal 
ot  the  ovaries. 

Hysterectomy  began  to  gain  some  in  favor  after  the  intro- 
duction  of  improvements  in  the  treatment  of  the  stump 
Marcy  described  his  method  in  1881,  and  Dr.  Gushing  thouo-ht 
It  was  probably  the  best  way  of  treating  the  pedicle  uStil 
btimson  introduced  ligation  of  the  uterine  artery  in  continuity 
about  eight  years  later.  "^ 

Mention  was  next  made  of  the  operation  by  Dr.  Mary  Dixon 
Jones,  18S8,  during  which  the  vagina  was  opened.  Bantock's 
visit  to  this  country  in  1887  led  to  almost  universal  adoption 
of  his  method  here.  The  difficulty  of  applying  it  in  cases  of 
tumors  deep  in  the  pelvis  was  overcome  by  careful  technique. 
It  seemed  so  perfect  that  nothing  further  appeared  to  be  re- 
quired, yet  since  the  introduction  of  Stimson's  method  of  tyino- 
the  uterine  arteries  in  their  continuity,  in  1889,  it  had  almos't 
gone  out  ot  date.  Some  of  the  most  eminent  men  in  New  York 
then  at  once  abandoned  the  extraperitoneal  method  of  treating 
the  stump  and  also  extended  hysterectomy  to  other  conditions. 
Mstman  in  1887,  had  already  published  his  modification  of 
fechroders  method.  In  October,  1891,  Joseph  Price  had  ope- 
rated on  two  cases  by  opening  into  the  posterior  vaginal  for- 
nix and  tying  off  the  broad  ligament  by  link  suture,  and  had 
also  passed  up  clamps  from  below,  thus  modifying  and  im- 
•proving  Jones'  operation.  Yet  Price  favored  Bantock's  opera- 
tion with  which  he  had  had  an  exceedingly  small  mortality. 
Polk  and  others  had  made  efforts  to  get  rid  of  clamps,  and 
Kelly  varied  Martin's  procedure  by  leaving  the  stump  un- 
seared,  covered  with  peritoneum,  unconstricted.  But  neither 
this  nor  Byford's  method,  which  was  next  described,  seemed  to 
gain  any  general  acceptance. 

Mention  was  next  made  of  the  Dudley  and  Goffe  method  of 
8 
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intra-abdominal  by  extraperitoneal  treatment  of  the  uterine- 
stump,  but  tlie  objection  applied  to  it  that  in  all  the  casea 
there  was  rise  of  temperature  the  third  or  fourth  day,  which 
required  dilatation  of  the  cervix.  For  this  reason  some  had 
preferred  to  remove  the  cervix  altogether,  and  others  refrained 
from  putting  ligatures  into  the  cervix. 

The  Trendelenburg  posture  had  had  an  important  influence 
on  the  application  of  hysterectomy,  and  to  Dr.  Kriig  chief  credit 
was  given  for  popularizing  it  in  this  country.  Ever  since 
the  International  Medical  Congress  in  1890  there  was  a  feeling 
that  a  change  was  coming,  but  it  was  not  until  the  meeting  of 
the  American  Gynecological  Society  in  1892,  after  the  reading 
of  the  papers  of  Polk  and  Baer.  that  the  profession  tnrned  with 
almost  dramatic  suddenness  from  the  extra  abdominal  to  the  in- 
traabdominal  treatment  of  the  stump.  Dr.  Gushing  used  Dr.. 
Polk's  own  words  in  the  description  of  his  procedure,  which,  in 
connection  with  the  former  paper  of  Dr.  Stimson,  had  worked 
a  revolution  in  practical  hysterectomy.  The  further  points  of 
interest  related  to  the  extension  of  hysterectomy  to  cases  of  such 
extensive  disease  of  the  adnexa  as  to  demand  their  removal, 
first  advocated  by  Polk  and  supported  by  Krug,  and  lastly  to 
choice  of  routes,  the  vaginal  now  being  preferred  by  many  in. 
cases  where  formerly  they  had  only  practised  the  abdominal. 
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OBSTETRICAL    AND    GYNECOLOGICAL 

SOCIETY. 


Stated  Meeting,  Friday,  November  2<:7,  1894. 
The  President,  Henry  D.  Fry,  M.D.,  in  the  Chair ^ 
Dr.  Henry  D.  Fry  presented  a  specimen  of 

SARCOMA    OF    THE   UTERUS 

and  one  of 

TUBAL    PREGNANCY, 

both  of  wliich  were  successfully  removed. 
Dr.  II.  L.  E.  Johnson  presented  an 

OVARIAN    TUMOR    AND    VERMIFORM    APPENDIX    REMOVED    FROM 
THE    SAME   PATIENT    AT    ONE    OPERATION. 

Dr.  Josp:ph  Taker  Johnson,  in  discussing  Dr.  II.  L.  E.  John- 
son's specimen,  said  the  gynecologist  should  confine  his  work  to 
the  uterus  and  ovaries.     He  thought  the  doctor  should  not  have 
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removed  the  appendix;  he  added  an  additional  risk  to  hi.  oue- 
ration  which  mi^ht  have  been  bad  for  his  statistics  He  Td 
been  tempted  himself  to  remove  the  appendix,  and  in  a  case 
m  which  there  was  a  concretion  he  contented  himself  with 
squeezing  out  the  mass  and  leaving  the  appendix. 

Ur.  i±  L.  E.  Johnson  complimented  Dr.  Fry  upon  his  dia 
gnosis  and  successful  operation  in  the  case  of  tubal  pregnancy 

Dr.  (teorge  K  Acker  said  that  Dr.  H.  L.  E  Johnson  shonld 

tLlTrrVj^u'''^  'J^T'^'  "' ''"^  appendix'''  He^tho^ght 
of    h;  ;„;      r     T",*'*,'^''"!'^'"  f'*™"^  *1>«  concretion  out 
hLm'ini'gTt^ol'oW""'''^  '''^"°«  '"-^   "P*'-''"'"   P^'«'«-'  -1 
Dr.  William  P.  Carr  read  a  paper  entitled 

OOPHORECrOMY    FOR    FIBROID    TUMORS   OF    THE    UTERUS.' 

Dr.  Joseph  Tabeb  Johnson  said  he  agreed  with  Dr.  Carr  as^ 
to  the  danger  of  hbroids  and  the  fact  that  it  was  overlooked 
7  ^r^T^'Tl-  ,  ^t  was  stated  in  text  books  now  in  the  hands  of 
student*  that  few  deaths  had   occurred    from    fibroid  tumors 
nr.   Oarr    had    explained    how   this   occurred    by   stating  that 
hbroids  caused  other  conditions,  which   were   assigned  ts  the 
cause  of  death.     Operators  had  started  out  to  remove  what  were 
supposed  to  be  healthy  ovaries  and  tubes,  in  order  to  check  the 
growth  ot  the  tumor;    on   opening  the  abdomen    the   ovaries 
and   tubes   were  found  to   be  diseased.     As  to  the  growth   of 
fibroids  alter  the  menopause,  he  had  read  a  paper  upon  that 
subject,  and  papers  had  been  read  by  others,  showing  that  where 
tlie  menopause  was  not  beneficial  they  usually  grow  more  rapidly 
or  degenerate.     Dr.  Carr  was  more  radical  than  he  would  be 
Ihere  were  many  who  would  not  submit  to  an  operation;  in 
such  cases  palliative  treatment,  as  ergot,  potassium  iodide,  etc., 
might  be  tried.     Electricity  was  the  greatest  humbug  of  the 
age    though   in   the  hands  of  intelligent,  expert  men  familiar 
with  its  admmistration  it  might  do  some  good.     In  dealing  with 
Hbroid  tumors  any  breaking  of  the  capsule  would  necessitate  its 
removal,  on  account  of  the  consequent  hemorrhage.     A  large 
tumor  with   adhesions  would  not  be  shrivelled  by  removal  of 
ovaries  and  tubes.     Small  fibroids  might  be  benefited,  and  some- 
times soft  ones  were  entirely  cured,  but  the  fast-growing  and 
multi-fibroids  would  not  be.     The  menopause  does  not  always 
cure,  hence  the  operation  could  not  be    relied  upon.     It  was 
true    the    operation  was    less    dangerous    than    hysterectomy, 
though  the  latter  was  no  doubt  the  best.     There  was  a  class  of 
cases  in  which  it  was  advisable,  as  in  the  soft  myomata  without 
adhesions.  _   To  in  any  way  meddle  with  a  fibroid  tumor  by  cut- 
tmg  into  it  was  to  be  condemned  ;  it  would  be  much  better  to 
remove  it  entirely.     He  considered  Baer's  operation  an  admir- 

^  See  original  article,  p.  81. 
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able  one.  There  was  sometimes  great  difficulty  in  finding  the 
ovary,  by  reason  of  its  being  displaced  by  the  tumor. 

Dr.  H.  L.  E.  Johnson  said  he  was  impressed  with  one  point 
claimed  by  Dr.  Carr — viz.,  that  when  both  ovaries  and  tubes  are 
removed  the  leaving  of  a  small  portion  of  ovary  will  be  followed 
by  regular  menstruation.  He  bad  recently  treated  a  patient 
who  had  been  deprived  of  both  tnbes  and  ovaries,  and,  notwith- 
standing, she  menstruated  or  flowed  regularly.  This  flow  be- 
came almost  constant,  and  examination  revealed  a  small  uterus 
filled  with  villosities  ;  these  are  to  be  removed  at  the  hospital. 
Martin  claims  ligation  of  the  tnbes  and  ovaries  to  be  superior  to 
removal  in  some  cases,  and,  further,  that  after  ligation  menstrua- 
tion ceases  and  atrophy  follows.  Dr.  Johnson  gave  the  history 
of  a  case  thus  treated  by  himself. 

Dr.  George  N.  Acker  asked,  if  adhesions  be  broken  up, 
would  they  reform  ? 

Dr.  W.  p.  Carr  said  that  they  would  not;  that  the  iodoform 
gauze  would  effectually  prevent  it.  He  said  the  object  of  his 
paper  was  to  advise  the  operation  for  small  tumors.  Certainly 
in  large  tumors  the  difficulties  would  be  great.  He  would  not 
attempt  to  tear  loose  any  extensive  adhesions,  and  in  such  cases 
oophorectomy  would  not  do.  The  menstruation  following  the 
leaving  a  small  portion  of  ovary  might  be  a  coincidence. 

Dr.  H.  D.  Fry  asked  Dr.  Carr,  if  he  found  a  small  fibroid 
which  gave  rise  to  no  symptoms  and  was  not  suspected,  would 
lie  advise  removal  of  the  ovaries  ? 

Dr.  Carr  said  yes  ;  that  was  the  thing  to  be  recommended. 


Stated  Meeting,  Friday,  Nonemher  16M,  1894. 

TJie  President,  Henry  D.  Fry,  M.D.,  in  the  Chair. 

Dr.  Henry  D.  Fry  presented  a  woman  upon  whom  he  had 
recently  performed  the  modern  eclectic 

cesarean  section 

((Sanger's  method)  because  of  necrotic  disease  of  iliac  bones. 
The  child  was  living  and  the  mother  had  entirely  recovered  from 
the  operation. 
Also  a  woman  upon  whom  he  had  performed 

SYMPHYSEOTOMY, 

-the  conjugate  being  contracted  to  three  and  one-fifth  inches. 
"The  bones  had  reunited.- 

Dr.  W.  M.  Sprigg  reported  a  case  of 

DOUBLE  UTERUS  AND  DOUBLE  VAGINA.' 

J)r.  W.  p.  Carr  said  the  cause  of  double  uterus  is  quite  well 
'  See  original  article,  p.  78. 
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understood,  and,  considering  the  fact  that  the  uterus  is  developed 
from  two  tubes,  it  is  strange  that  we  do  not  oftener  meet  with 
this  condition.  It  probably  does  occur,  as  Dr.  Sprigg  suggested, 
much  oftener  than  we  suppose,  as  it  is  a  condition  very  likely  to 
pass  unnoticed  even  when  women  are  under  treatment  for  ute- 
rine disease.  He  had  seen  a  case  while  resident  in  Columbia 
Hospital  that  he  discovered  accidentally  after  having  treated  the 
woman  some  time  for  endometritis. 

The  practical  bearing  of  double  uterus  was  well  illustrated  in 
a  case  he  had  recently  seen  in  consultation  with  Dr.  L,ozier  Mid- 


dleton,  of  this  city.  The  woman  was  in  bed  three  weeks  before 
sending  for  a  physician.  She  then  called  Dr.  Middleton,  who 
found  her  with  a  temperature  of  102°  and  an  offensive  discharge 
from  the  uterus,  the  uterus  considerably  enlarged. 

He  saw  her  with  Dr.  Middleton  and  was  convinced  that  there 
was  a  dead  and  decomposing  fetus  in  the  uterus.  The  next  day 
she  was  chloroformed,  and  after  dilating  the  cervix  he  passed 
his  finger  into  the  uterus  and  could  feel  what  seemed  to  be  pla- 
cental tissue  quite  plainly,  but  through  a  thick  membrane. 
Thinking  it  was  a  case  of  tough  membranes  adherent  to  the 
side  of  the  uterine  cavity,  he  made  vigorous  efforts  to  separate 
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the  supposed  adhesions  and  to  break  through  the  membrane 
with  his  linger,  but  was  unable  to  do  so,  and  was  very  much 
puzzled  and  embarrassed,  as  was  Dr.  Middleton,  who  also  ex- 
amined the  condition.  He  was  on  the  point  of  abandoning  any 
operation  for  a  time,  when,  by  a  lucky  accident,  his  linger  slipped 
into  the  other  side  of  what  he  then  found  to  be  a  doul)le  uterus 
and  came  into  contact  with  a  dead  and  decomposing  fetus.  The 
fetus  was  then  removed  without  any  unusual  difficulty,  and  the 
woman  made  a  prompt  recovery.  The  accompanying  drawing 
illustrates  the  condition  he  found. 

He  thought  it  an  interesting  question,  but  one  he  was  unable 
to  answer,  whether  the  double  uterus  was  in  any  way  responsi- 
ble for  the  death  of  the  fetus,  and  how  much  value  was  to  be 
placed  upon  double  uterus  as  an  etiological  factor  in  uterine 
catarrhs. 

Dk.  H.  L.  E.  Johnson  said,  in  reply  to  a  question,  that  he  had 
not  encountered  a  double  uterus  or  double  vagina  at  his  clinic 
at  the  Columbia  Hospital  or  Central  Dispensary.  Had  several 
times  seen  a  blind  canal  which  simulated  a  rudimentary  vagina. 

Dr.  G.  Wythe  Cook  inquired  if  in  those  cases  where  men- 
struation continued  during  pregnancy  it  might  not  be  due  to  the 
existence  of  a  double  uterus. 

Dr.  S.  C.  Busey  said  he  had  never  seen  a  case  like  the  one 
reported  by  Dr.  Sprigg,  but  last  spring  he  had  examined  a  young 
lady  who  presented  the  appearance  of  perfect  development. 
The  breasts  were  well  rounded  and  the  mons  veneris  was  nor- 
mal, but  there  was  entire  absence  of  the  vulva,  except  the  ori- 
lice  for  the  urethra.  There  was  no  vicarious  menstruation.  He 
was  unable  to  find  any  evidence  of  any  generative  organs.  She 
was  examined  by  three  other  medical  men,  neither  of  whom 
found  any  procreative  organs.  She  was  an  intelligent,  well- 
educated  woman,  who  said  she  was  as  fond  of  men's  company 
as  most  women  were.  He  had  examined  a  case  of  Dr.  Harri- 
son. She  had  a  single  shallow  cul-de-sac.  There  were  no  irene- 
rative  organs  discoverable,  but  she  desired  to  get  married. 

Dr.  H.  L.  E.  Johnson  said  that  when  a  resident  at  Columbia 
Hospital  he  saw  a  case  which  resembled  the  one  just  mentioned, 
an  Irishwoman  25  or  26  years  of  age,  apparently  perfectly  de- 
veloped, who  had  a  vagina  which  did  not  communicate  with  any 
uterus.  A  number  of  physicians  had  examined  her,  who  said  she 
had  no  uterus.  He  examined  her  per  rectum  and  bimanually 
and  found  a  rudimentary  uterus  and  ovaries.  His  diagnosis  was 
confirmed  by  Drs.  W.  W.  Johnston  and  George  W.  Johnston. 
She  menstruated  vicariously.  The  patient  had  consulted  him 
because  she  desired  to  marry,  and  he  believed  she  afterward  did 
marry. 

Dr.  William  M.  Sprigg,  in  closing  the  discussion,  said  that 
the  (piestion  that  most  interested  him  was,  what  would  be  the 
probability  of  superfetation  'i  The  incontinence  in  this  case  was 
to  be  remedied  by  removal  of  the  septum.     In  stretching  the 
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septum  the  incontinence   was  partially  relieved.     It  was  a  re 
markable  co.ncideiice  that  the  patient  referred  t^  by  Dr  B^isey" 
was  an  intimate  friend  of  his  patient.  ^  ^ 

Dr.  J.  Foster  Scott  inquired  if  it  would  be  possible  to  break 
<Jown  the  septum  and  convert  the  double  organ  into  one 

Dr.  fepKiGG  said  he  thought  it  was  possible. 

TRANSACTIONS  OF  THE 
AMERICAN  GYNECOLOGICAL  SOCIETY.' 

Twentieth  Annual  Meeting,  held  in  Baltimore,  May  28th  29th 

AND  30th,  1895. 


Matthew  D.  Mann,  M.D.,  of  Buffalo,  President. 

LIGATURE    OF    THE    PEDICLE    WITH    CATGUT. 

Dr  Archibald  McLarkn,  of  St.  Paul.-The  catgut  is  cut  in 

td'l^nt  rfi"'-r^P'.^7"^^"^  paper,  sealed  in  envelopes^ 
jnd  kept  in  a  sterilizer  at  a  temperature  of  290°  Fahrenheit  for 
lour  hours.  That  the  catgut  is  sterile  when  so  prepared  had 
been  proven  by  numerous  culture  tests  and  by  the  uniformly 
iavorab  e  experience  with  it  in  the  hands  of  his  friends.  Ordl- 
«arily  the  catgut  is  rendered  too  brittle  by  dry  sterilization,  but 
this  objection  does  not  apply  to  the  method  just  described. 
One  grea  advantage  of  it  is  that  the  envelopes  can  be  carried 
m  the  pocket  and  yet  the  catgut  maintain  its  sterility  The  cat 
gut  IS  wrapped  in  waxed  paper  to  prevent  its  being  burned  by 
the  extreme  heat  to  which  it  is  subjected.  Catgut  ?iiay  be  pre- 
pared by  the  manufacturer  according  to  this  process,  and  can 
be  re  led  upon  even  then,  because  there  is  no  chance  of  the 
^atgut  becoming  contaminated  by  being  handled  by  incompe- 

One  objection  to  non-absorbable  material  for  pedicle  hVatures 
|uch  as  silk  IS  that,  although  perfectly  sterile  when  introduced! 
It  IS  liable  to  become  infected  subsequentlv. 

In  seventy-three  abdominal  sections  in  which  nothing  but  cat- 
gut had  been  used  there  was  no  death  which  could  be  possibly 
ascribed  to  its  use.  I  have  found  that  fistuiie  have  closed  more 
quickly  and  that  the  ultimate  comfort  of  the  patient  has  been 
much  greater  than  is  usual. 

^■^f'A  P-  I^UDLEY  said  that  catgut  could  be  used  with  as 
much  freedom  as  silk  and  without  bad  result.  He  had  been 
«.8ing  It  since  1885  and  had  yet  to  see  any  mural  abscess  ascrib- 
aoie  to  It.  He  had  used  it  in  a  great  variety  of  abdominal  cases 
ana  liad  not  observed  suppuration  brought  about  by  its  use.  He 
lett  ttie  preparation  of  the  catgut  to  those  who  were  experts  in 
inis  work.  He  did  not  think  that  catgut  was  safe  as  an  inter- 
'  Continued  from  p.  924,  June  number. 
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rupted  suture.     A  suture  of  this  material  should  always  be  a 
continuous  one. 

Dr.  W.  M.  Polk  said  that  the  question  of  catgut  versus  silk 
was  one  which  must  arise  from  time  to  time.  He  would  hail 
with  delight  any  process  which  would  enable  him  to  safely  use 
catgut.  He  had  compared  the  results  by  doing  one  operation 
with  silk  and  another  with  catgut.  The  cases  in  which  he  had 
used  silk  had  done  better  than  the  others.  Bacteriological  ex- 
aminations had  failed  to  throw  any  light  upon  the  cause  of  the 
trouble.  The  catgut  had  been  prepared  by  Dr.  Rice,  the  chem- 
ist of  the  Department  of  Charities  and  Correction,  a  chemist  of 
wide  reputation  and  very  large  experience  in  the  preparation  of 
catgut.  This  gentleman  had  told  him  that  there  were  certain 
varieties  of  catgut  which  it  did  not  seem  possible  to  sterilize  by 
any  known  method.  This  being  the  case,  it  did  not  seem  wise 
to  trust  very  much  to  this  material. 

The  President  said  that  he  had  been  using  catgut  quite 
steadily  for  ten  years  or  more,  and  he  could  not  say  that  he  had 
ever  seen  any  bad  result  which  he  felt  could  be  directly  attri- 
buted to  the  catgut. 

Dr.  H,  a.  Kelly  said  that  he  had  not  dared  to  use  catgut 
during  the  past  two  years,  because  he  had  lost  three  patients; 
in  whom  the  best  bacteriological  examination  that  could  be 
made  seemed  to  show  that  the  bad  result  was  due  to  the  catgut. 
Since  that  time  he  had  been  using  very  iine  silk  and  had  had 
but  one  bad  result,  and  that  had  been  in  a  tubercular  case.  He 
thought  the  tine  silk  very  closely  approximated  the  catgut  in  its 
properties  and  advantages. 

Dr.  McLaren,  in  closing,  said  that  he  did  not  think  any- 
other  preparation  of  catgut  could  be  compared  with  that  recom- 
mended in  his  paper,  because  the  others  were  prepared  by  un- 
scientific methods.  It  was  well  known  that  a  long  series  of 
cultures  could  be  conducted  and  no  bacteria  found,  whereas  in 
the  thicker  strands  of  catgut  spore  bearing  germs  would  ba 
found  which  had  resisted  other  methods  of  sterilization. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  presented  a  paper  on 

THE    RENAL    CATHETER    AND    ITS    USES     IN    THE    DIAGNOSIS    AND 
TREATMENT    OF    RENAL    DISEASE. 

I.  Any  one  familiar  with  urinary  diseases  can  readily  see  the 
advantages  of  a  renal  catheter — for  example,  in  emptying  fluid 
accumulations  in  the  renal  pelvis  and  in  diagnosing  and  passing' 
strictures  of  the  upper  ureter,  and  in  differentinting  soft,  malig- 
nant tumors  from  sacculated  accumulations  which  could  b& 
evacuated. 

I  have  devised  and  used  such  a  catheter. 

II.  Description  of  the  renal  catheter: 

Made  of  silk  or  linen,  50  centimetres  (20^  inches)  long  and 
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from  1|  to  3  millimetres  in  diameter.  Sizes,  1|,  1|,  2,  2^,  2^, 
2f ,  and  3  millimetres. 

Catheters  are  coated  with  shellac,  twenty  or  thirty  layers  thick,, 
sandpapered  down,  recoated,  and  dried  in  an  oven. 

Stylets  are  provided  in  a  case  for  flaccid  catheters. 

Catheters  are  preserved  in  bulk,  in  large  glass  tubes  3  centi- 
metres (IJ  inches)  in  diatneter  and  60  centimetres  (24  inches) 
long,  plugged  at  the  end  with  cotton. 

Catheters  are  sterilized  by  washing  with  warm  water,  then 
with  a  1 :  1000  bichloride  solution,  then  again  with  warm  water. 
They  should  be  laid  in  an  ice  chest,  to  be  cooled,  an  hour  before^ 
using. 

III.  How  to  introduce  the  renal  catheter: 

After  emptying  the  bladder  a  No.  8,  9,  or  10  cystoscope  is 
passed  in  to  bring  the  ureteral  orifice  into  view.  Then,  after 
dipping  the  point  of  the  catheter  in  sterile  boroglyceride,  the 
instrument  is  brought  into  position  for  introduction,  over  the 
operator's  left  shoulder  for  right  ureter,  or  right  shoulder  for 
left  ureter.  Finally,  with  thumb  and  forefinger  protected  with 
sterilized  finger  stalls,  the  operator  inserts  the  point  of  the  cathe- 
ter in  the  speculum,  engages  it  in  the  ureteral  orifice,  and  getitly 
pushes  it  on  up  to  the  kidney.  When  the  top  of  the  renal  pelvis 
is  reached  the  catheter  begins  to  coil  in  the  bladder.  From  12 
to  l-t  centimetres  (5  or  5|-  inches)  of  the  catheter  is  left  outside, 
making  the  distance  from  external  urethral  orifice  to  top  of  pel- 
vis of  kidney  about  36  centimetres  (14|^  inches).  The  catheter 
holds  about  one  cubic  centimetre,  and  when  the  lumen  is  filled 
the  flow  begins  in  intermittent  drops  from  the  normal  kidney, 
in  a  steady  stream  from  the  obstructed  pelvis. 

A  block  of  wood  with  an  auger  hole  holds  the  tube  while 
urine  is  running. 

lY.  Cases  in  which  the  renal  catheter  has  been  of  use: 

1.  Abscess  of  upper  left  ureter. 

2.  Pyonephrosis  with  renal  colic. 

3.  Pyelonephritis. 

4.  Hydronephrosis. 

5.  Pyelonephritis,  kidney  washed  out. 

Dr.  Paul  F.  Munde  asked  how  often  Dr.  Kelly  had  failed 
to  introduce  the  renal  catheter. 

Dr.  Kelly  replied  that,  leaving  ■  out  one  case  examined  in 
New  York  under  unsatisfactory  conditions,  he  would  say  that 
he  had  never  failed,  although  in  nervous  patients  it  had  been 
sometimes  necessary  to  resort  to  anesthesia.  The  catheter  was 
usually  introduced  by  him  in  from  three  to  five  seconds. 

Dr.  Munde  asked  if  it  were  not  possible  to  pass  the  catheter 
without  the  aid  of  the  speculum.  He  had  found  that  very  little 
could  be  seen  through  the  speculum,  even  under  electrical  illu- 
mination. 

Djj.  Kelly  replied  that  he  had  found  the  method  without  the 
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speculum  very  much  more  difficult  than  the  one  he  had  just  de- 
scribed in  his  paper,  and  it  was  much  more  liable  to  cause  more 
or  less  injury  to  the  mucous  membrane  and  also  infection.  He 
had  now  abandoned  entirely  this  free-hand  method.  He  had 
known  it  to  give  rise  to  severe  ureteral  fever,  but  never  to  more 
serious  consequences. 

Dr.  a.  J.  C.  Skene,  of  Brooklyn,  said  that  he  had  followed 
Dr.  Kelly  in  his  development  of  this  subject,  and  he  felt  that 
the  greatest  addition  that  had  been  made  was  the  introduction 
of  the  Trendelenburg  position,  which  so  greatly  simplified  all 
such  examinations.  He  could  not  refrain  from  wondering  at 
the  simplicity  of  the  present  method  and  at  the  fact  that  it  had 
not  been  discovered  long  ago.  The  average  practitioner  did 
not  see  a  suflicient  number  of  these  cases  to  admit  of  his  be- 
coming very  expert  in  their  management.  With  reference  to 
the  liability  of  contaminating  the  ureter,  the  speaker  said  that 
the  risk  did  not  arise  alone  from  unclean  instruments,  but  from 
the  diflficulty  of  keeping  the  bladder  and  ureter  so  perfectly 
clean  as  not  to  render  them  liable  to  become  infected.  When 
the  ureter  had  been  exposed  he  had  made  it  a  practice  to  carry 
in  a  small  catheter  and  wash  out  the  ureter,  so  as  to  assure  him- 
self on  this  point.  Unless  special  precautions  were  observed, 
particularly  in  cases  where  there  was  unilateral  disease  of  the 
kidney  or  where  there  was  a  certain  amount  of  septic  material 
in  the  bladder  at  the  time  of  the  exploration,  there  was  danger 
of  contamination. 

Dr.  Archibald  McLaren,  of  St.  Paul,  said  that  in  reply  to 
the  question  raised  by  Dr.  Munde  he  would  say  that  in  his  own 
slight  experience  he  had  found  that  the  exposure  of  the  urete- 
ral openings  had  been  quickly  and  easily  effected.  He  had 
hitherto  always  used  the  small  silver  catheter. 

Dr.  J.  Montgomery  Baldy,  of  Philadelphia,  said  that  with  a 
good  light  any  one  could  successfully  catheter ize  the  ureter,  and 
that  failure  would  almost  certainly  occur  if  the  illumination 
were  not  of  tiie  very  best  kind. 

Dr.  Kklly,  in  closing,  said  that  there  should  be  a  very  strong 
light,  and  a  large  mirror  in  order  that  a  broad  pencil  of  light  be 
reflected  into  the  speculum.  The  light  should  be  thrown  in 
at  as  small  an  angle  as  possible.  This  meant  that  the  source 
of  light  should  be  placed  near  the  symphysis,  and  for  this  rea- 
son an  Argand  burner  was  not  satisfactory.  Daylight  might 
sometimes  be  used  to  great  advantage.  The  metal  catheter 
hitherto  employed  was  very  useful  and  would  still  have  a 
place.  Soft  catheters,  about  thirty  centimetres  long  and  of  the 
^ame  size  as  the  renal  catheters,  could  be  easily  introduced 
into  both  ureters,  and  they  should  be  extensively  used  for  i)ur- 
poses  of  drainage.  In  many  instances  he  had  found  one  kid- 
ney perfectly  sound  and  doing  active  work.  AVhen  patients 
died  of  renal  disease  we  were  often  astounded  that  they  had  been 
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able  to  live  so  long  in  tlie  presence  of  such  profound  disease  of 
one  kidnej.  In  some  cases  within  his  experience  the  extirpa- 
tion of  even  one  verj  badly  diseased  kidney  had  been  followed 
by  perfect  recovery. 

Regarding  the  matter  of  technique  he  would  say  that  the 
ureteral  oritice  should  be  cleansed  with  a  pledget  of  cotton 
moistened  with  boric  acid  solution.  A  sterile  tube  should  be 
run  in  through  the  speculum,  and  then  tlie  catheter  passed  within 
this,  in  cases  where  there  was  danger  of  contamination. 


First  Day,  May  2Stk — Afte?vioon  Session. 

THE    PRESENT    TREATMENT    OF    UTERINE    DISPLACEMENTS. 

Dr.  Paul  F.  Munde,  of  New  York. — Displacements  of  the 
■uterus  are  still  so  frequent  and  have  such  an  evil  influence  on 
the  women  afflicted  with  them  that  they  form  a  large  portion 
of  the  cases  for  which  the  physician  is  consulted  and  in  which 
active  treatment  is  demanded.  There  has  been  a  great  change 
in  our  views  during  the  last  fifteen  years  regarding  the  signi- 
ficance of  uterine  displacements.  Increasing  experience  has 
taught  us  that  the  symptoms  of  anteflexion  are  practically  nil, 
-that  marked  anteflexion  manifests  itself  by  dysmenorrhea  or 
sterility.  Occasionally  in  a  grave  form  of  anteflexion  there 
may  be  distressing  pressure  effects  on  the  bladder,  but  such 
■cases  are  extremely  rare.  If  we  find  a  woman  w4th  anteflexion 
and  prolapsus  of  the  first  degree,  it  must  be  our  object  to  lift 
the  uterus  together  with  as  much  of  the  vaginal  walls  as  is 
prolapsed.  Pessaries  for  anteflexion  and  anteversion  are  now 
rarely  used.  I  never  use  for  antefiexion  an  intravaginal  sup- 
port, for  none  of  these  will  lift  the  uterus  properly  or  straighten 
out  the  canal.  The  dysmenorrhea  may  be  relieved,  and  perhaps 
also  the  sterility,  by  dilating  and  straightening  out  the  uterine 
canal  and  introducing  a  uterine  stem,  provided  we  approve  of 
the  latter.  The  dysmenorrhea  may  be  relieved  and  even  cured 
in  this  way,  and  the  sterility  not  infrequently  yields  to  the 
same  treatment.  The  pessary  of  Dr.  Eugene  Gehrung,  of  St. 
Louis,  I  have  found  very  useful  in  cases  of  anteversion  and  pro- 
lapse with  cystocele.  It  is  the  only  vaginal  instrument  with 
which  I  am  familiar  that  will  accomplish  this.  Many  of  the 
symptoms  formerly  ascribed  to  the  version  or  flexion  we  now 
know  are  due  to  catarrh  of  the  tubes  and  a  certain  relaxation  of 
the  uterine  supports. 

A  retroversion  of  the  first  degree,  in  which  the  body  of  the 
uterus  occupies  the  same  horizontal  plane  with  the  vagina,  usu- 
ally produces  no  symptoms  whatever ;  a  retroversion  of  the 
second  degree  probably  also  causes  no  discomfort ;  but  a  retro- 
version of  the  third  degree  certainly  does,  in  the  majority  of 
instances,  exert  sufficient  pressure  on  the  lower  portion  of  the 
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rectum  to  interfere  with  free  defecation  and  to  give  rise  to 
hemorrhoids.  In  the  course  of  thne  the  ovaries  are  likely  also 
to  become  prolapsed.  It  is  exceptional  for  such  a  major  degree 
of  displacement  to  e.xist  without  giving  rise  to  a  number  of 
well-known  symptoms.  I  have  found  the  vaginal  supports  ex- 
tremely useful  in  the  treatment  of  backward  displacements.  I 
do  not  expect,  however,  to  cure  uterine  displacements  by  means 
of  pessaries.  I  have  reported  elsewhere  that  I  have  cured  by 
pessaries  only  about  five  per  cent  of  the  cases.  The  majority  of 
cup  and  stem  instruments  sooner  or  later  cause  ulceration  and 
do  not  give  adequate  support.  Rest  in  bed,  faradization,  and 
massage  are  all  too  tedious  and  cumbersome. 

I  have  performed  Alexander's  operation  on  seventy-seven 
patients,  and  with  three  or  four  exceptions  have  succeeded  iu 
finding  and  drawing  out  the  ligaments.  I  have  followed  many 
of  these  cases,  and  have  found  that  in  the  majority  of  them  the 
uterus  has  remained  in  good  condition.  Some  of  them  have 
become  pregnant  subsequently.  If  the  round  ligaments  are  not 
found  it  is  the  fault  of  the  operator.  I  am  as  much  in  favor 
of  the  operation  as  ever,  but  it  has  its  difficulties  and  complica- 
tions.    I  have  never  yet  lost  a  patient  after  this  operation. 

The  credit  of  originating  the  second  operation  to  be  considered 
— that  of  shortening  the  round  ligaments  in  the  abdominal  cav- 
ity— has  been  claimed  by  several  surgeons.  I  do  not  approve 
of  opening  the  abdominal  cavity  for  any  such  trifling  ailment  as 
a  displacement  of  the  uterus,  but  where  the  abdomen  is  already 
opened  for  some  other  condition  it  is  certainly  proper  to  attempt 
to  relieve  the  displacement  also  in  this  way. 

The  third  operation  is  ventral  fixation.  I  have  done  it  twelve 
times,  and  although  I  have  not  had  occasion  to  be  dissatisfied 
with  the  operation,  I  must  admit  that  I  have  lost  one  patient 
from  heart  failure.  One  of  my  patients  became  pregnant,  and 
eventually  miscarried  on  account  of  the  fixity  of  the  uterus.  I 
have  never  been  much  in  favor  of  hysterorrhaphy  for  mere 
displacements  of  the  uterus.  It  has  never  seemed  to  me  desir- 
able to  raise  a  movable  organ  like  the  uterus  and  fix  it  immov- 
ably in  an  anterior  position. 

All  the  plastic  operations  for  prolapsus  uteri  have,  in  my 
opinion,  proved  unsuccessful. 

Dr.  a.  Lai'thorn  Smith,  of  Montreal,  read  a  paper  entitled 

MY    experience    WITH    VENTROFIXATION    AND    ALEXANDER'S 
OPERATION.' 

Dr.  Clement  Cleveland,  of  New  York,  read  a  })aper  on 
Alexander's  operation. 

I  consider   this  operation    one  of  the  most  Iteneficcnt  ever 
devised.     Those  who  have  opi)osed   the   operation    have   been 
'  This  paper  will  appear  in  the  August  number. — Ed. 
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either  those  who  argued  against  it  on  purely  theoretical  grounds 
or  those  who  had  done  the  operation  a  few  times  but  had  not 
obtained  more  than  indifferent  results.  I  did  not  feel  at  all  at 
home  with  the  operation  until  I  had  performed  it  fifteen  times 
or  more.  That  the  operation  is  not  a  dangerous  one  is  shown  by 
the  large  number  of  reported  cases  and  the  very  few  deaths. 
Great  patience  and  care  are  required  to  find  and  "draw  out  the 
round  ligaments,  yet  expert  operators  usually  succeed  in  doing 
so  in  a  reasonable  time.  These  operators  never  state,  as  others 
have  done,  that  the  round  ligaments  are  absent  in  certahi  cases. 
It  is  difficult  to  see  how  this  operation  can  produce  abortion,  as 
has  been  claimed.  I  have  cautioned  my  patients  that  it  is  not 
wise  for  them  to  become  pregnant  for  at  least  a  year  after  the 
•operation,  but  I  do  this  simply  as  a  precaution.  Cases  that  h^ve 
become  pregnant  have  been  found  after  delivery  to  have  the 
uterus  still  in  good  position.  It  is  desirable  after  labor  to  watch 
carefully  for  some  time  the  position  of  the  uterus.  The  use  of 
a  pessary  under  such  circumstances  is  often  very  beneficial. 
Hernia  has  occurred  in  only  two  of  my  cases,  and  these  were 
•among  my  earlier  operations  and  where  the  canal  had  been  slit 
up.  I  cannot  agree  with  those  who  state  that  the  operation  is 
unscientitic,  for  there  can  be  no  sound  objection  to  restoring  the 
uterus  to  its  normal  position.  Formerly  1  contented  myself  with 
ventral  fixation  and  I  have  performed  it  successfully  many 
times  ;  but,  since  I  have  had  such  excellent  results  with  Alexan- 
der's operation,  I  have  found  it  impossible  to  resort  to  this  much 
more  grave  operation.  The  intraperitoneal  shortening  of  the 
ligaments  I  am  opposed  to  on  account  of  the  gravity  of  the  ope- 
ration and  because  of  the  slight  attachment  of  the  ligament. 
Mann's  operation  for  intraperitoneal  shortening,  where  the  liga- 
ment is  shortened  at  the  internal  ring,  is  the  only  one  in  which 
this  objection  does  not  hold  good. 

Alexander's  operation  is  indicated  in  retrodisplacement  with 
prolapse  of  one  or  both  ovaries,  where  for  any  reason  the  pessary 
cannot  be  worn.  It  is  also  indicated  where  there  is  a  shallow 
vaginal  pouch,  on  account  of  the  inability  of  such  patients  to 
retain  a  pessary.  Chief  among  the  causes  of  failure  with  Alex- 
ander's operation  are  bad  surgery  and  its  performance  on  cases 
where  there  are  more  or  less  adhesions  or  disease  of  the  uterus 
or  ovaries.  It  is  rare  that  the  ligaments  are  too  frail  to  support 
the  uterus  ;  indeed,  in  many  of  my  reported  successful  cases 
they  appeared  very  thin  and  weak,  and  yet  they  did  their  part. 
Another  cause  of  faihire  is  that  the  ligaments  are  not  drawn  out 
as  far  as  they  should  be  ;  they  should  be  drawn  out  about  four 
inches.     Suppuration  is  another  cause  of  failure. 

The  patient  should  be  carefully  prepared  as  if  for  a  laj^ara- 
tomy.  The  vagina  should  be  thoroughly  washed  and  the  uterus 
curetted.  A  pessary  is  fitted  and  introduced  after  the  cervix  and 
perineum  have  been  properly  repaired.     The  pessary  should  be 
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worn  for  at  least  two  months  after  the  operation.  An  incision,, 
three-fourths  of  an  inch  to  one  inch  long,  is  made  from  the  pubic 
spine  in  the  direction  of  the  inguinal  canal,  and  down  to  the 
tendon  of  the  external  oblique.  By  pressing  firmly  on  either 
side  of  the  ring  upon  the  pillars  the  cellular  membrane  will  be 
seen  to  pouch.  The  fat  then  appears,  and  the  ligament  can  be 
easily  isolated  and  drawn  out  for  about  four  inches.  The  same- 
is  done  on  the  other  side.  Two  sutures  are  inserted  through  the 
integument,  fat,  the  pillar  of  the  ring,  and  the  muscle,  and  in  the- 
reverse  manner  through  the  same  tissues  on  the  other  side  of  the- 
ring.  A  ligature-carrier,  made  sharp  and  delicate  for  the  pur- 
pose, is  passed  at  the  lower  end  of  the  incision  under  the  fascia 
and  out  at  the  mons,  an  inch  or  more  below  the  pubic  spine.  A 
loop  of  silkworm  gut  is  placed  in  the  carrier  and  drawn  back 
with  the  instrument  into  the  incision.  A  loop  of  the  ligament 
is  placed  in  the  loop  of  silkworm  gut  and  drawn  back.  While 
the  ligament  is  held  taut  the  sutures  in  the  incision  are  tied  quite 
tightly.  A  dressing  of  moist  sublimate  gauze  is  applied  to  the 
wound  and  secured  by  a  spica  bandage.  The  patient  is  kept  in 
bed  for  three  weeks.  I  have  given  up  buried  sutures  altogether,, 
because  I  think  they  are  a  prolific  source  of  suppuration.  The 
sutures  are  left  in  place  for  three  weeks,  in  order  to  allow  of 
firm  union  of  the  ligaments.  In  cases  of  retroflexion  the  uterus 
should  be  carefully  lifted  up  by  a  sound  before  anchoring  the- 
ligaments.  The  dressings  should  be  changed  every  three  days,, 
and  they  should  be  kept  moist  with  boric  acid,  because  the  sub- 
limate solution  causes  too  much  irritation.  The  patients  are 
cautioned  against  inserting  their  hands  under  the  dressings,  as 
this  has  been  found  a  fruitful  source  of  suppuration  in  these 
cases. 

Dr.  F.  H.  Davenport,  of  Boston,  said  that,  with  the  best 
showing  that  could  be  made  by  the  advocates  of  Alexander's 
operation,  it  was  evident  that  its  field  of  usefulness  was  ex- 
ceedingly limited.  There  were  many  women  with  retroflexion 
and  retroversion  in  whom  there  were  no  symptoms  referable  to- 
tliese  conditions.  In  his  experience  Alexander's  operation  did 
not  always  relieve  the  symptoms,  even  though  the  uterus  were 
freely  movable  and  could  be  easily  brought  into  position.  The 
operation,  in  his  opinion,  gave  rise  to  hernia  more  often  than 
had  been  generally  supposed,  and  this  seemed  a  very  strong 
contraindication.  Pain  in  the  incision  and  numbness  in  the 
groin  were  not  infrequent  sequelae.  For  all  these  reasons  he 
would  certainly  limit  the  operation.  The  pathological  condi- 
tion giving  rise  to  the  retroversion  or  retroflexion  seemed  to  him 
to  be  connected  with  the  cervix,  the  broad  ligament,  and  the 
utero-sacral  ligaments;  hence  the  operation  on  the  round  liga- 
ments alone  was  not  sufflcient.  It  was  possible  that  the  method 
of  vaginal  fixation  now  advocated  in  Germany  would  solve  the 
problem  of  the  proper  treatment  of  these  cases. 
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Db.  Ely  Yan  ue  Warker,  of  Syracuse,  said  that,  speaking 
from  the  standpoint  of  the  surgeon,  he  felt  that  hysterectomy 
would  probably  be  the  only  accepted  method  of  treating  this 
condition,  and  hence  he  thought  that  the  older  men,  like  him- 
self, should  hav'e  an  opportunity  to  say  something  on  the  sub- 
ject. About  twenty  years  ago  he  had  had  the  temerity  to  read 
a  paper  on  the  treatment  of  flexions  of  the  uterus  with  the  in- 
trauterine stem.  He  did  not  think  there  had  ever  been  an  in- 
stance in  which  a  man,  either  young  or  old,  had  been  so  thor- 
oughly "  sat  upon  "  as  he  had  been  for  this  etfort.  But  time 
had  brought  its  own  revenge.  One  of  his  most  earnest  oppo- 
nents at  that  time  had  subsequently  published  an  edition  of  his 
book  which  had  fairly  bristled  with  intrauterine  stems.  Had 
he  met  with  any  accident  with  these  stems  he  would  not  have 
been  able  to  tind  a  single  member  of  this  Society  or  anywhere  else 
who  would  have  supported  him  or  saved  him  from  being 
mulcted  in  damages. 

Whether  retrotlexions  were  productive  of  symptoms  demand- 
ing treatment,  he  felt  that  there  could  be  no  doubt  about  the 
existence  of  symptoms  in  cases  in  which  there  was  sharp  retro- 
flexion. It  was  very  common  to  find  a  young  woman  experi- 
ence but  little  difficulty  with  a  retroflexed  uterus  until  she 
entered  married  life.  He  felt  that  if  a  proper  intrauterine 
stem  were  employed  in  proper  cases  and  with  proper  precau- 
tions there  would  be  no  occasion  to  regret  its  use. 

He  had  had  considerable  experience  with  Alexander's  opera- 
tion, and  it  had  not  been  altogether  in  its  favor.  He  could  not. 
but  feel  that  the  operation  was  unscientific,  for  the  round  liga- 
ment, by  failing  to  give  proper  support  to  the  uterus,  had  per- 
mitted the  occurrence  of  retrodisplacement.  The  treatment  of 
the  round  ligament  was  the  treatment  of  results  and  symptoms 
and  not  of  causes.  Such  treatment  did  not  deal  with  the  forces- 
in  the  pelvis  which  had  brought  about  the  retrodisplacement. 
He  did  not  believe  there  was  any  proof  to-day  that  the  round 
ligaments  were  the  organs  which  held  the  uterus  in  the  normal 
position  of  anteversion.  These  round  ligaments  were  bands  of 
connective  tissue  which  underwent  enormous  elongation  and 
subsequent  shortening  through  a  retrograde  process.  Again, 
we  could  not  always  be  sure  that  the  pelvis  was  free  from  adhe- 
sions, and  if  such  existed  the  result  of  the  operation  would  not 
be  a  success  unless  a  pessary  also  were  resorted  to. 

Dr.  Henry  C.  Coe,  of  JSTew  York,  said  he  thought  the  last 
speaker's  premises  were  illogical.  It  was  not  the  intention  of 
the  operation  to  suspend  the  uterus  as  a  dead  weight.  The  func- 
tion of  the  round  ligament  was  to  keep  the  uterus  sufficiently 
forward  so  that  the  intra-abdominal  pressure  would  keep  the 
organ  in  the  normal  position.  For  this  reason  he  did  not  see 
how  the  operation  could  be  of  service  in  prolapse.  Sooner  or 
later  the  prolapse  would  recur.     The  aim  should  be  to  pull  out. 
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tlie  ligaments  sufficiently  to  throw  the  uterus  past  its  dead  cen- 
tre, and  then  the  intra-abdominal  pressure  would  maintain  the 
organ  in  its  proper  position.  Dr.  Davenport  had  touched  upon 
one  important  point — inflammation  of  the  sacro-iliac  ligaments. 
One  common  cause  of  faihire  was  the  inflammatory  condition  of 
these  ligaments,  and  when  the  round  ligaments  were  shortened 
the  backache  was  increased  and  the  patient's  condition  made 
worse.  In  Dr.  Polk's  method  of  dividing  the  vaginal  fornix 
the  tension  would  be  relieved,  and  hence  it  seemed  to  him  it 
was  likely  to  accomplish  more  than  the  ordinary  Alexander's 
operation.  In  many  cases  of  prolapse  of  the  ovary  the  patient 
could  not  wear  a  pessary  on  account  of  the  tenderness  of  the 
part.  An  important  result  of  the  Alexander  operation  was 
that  the  ovary  was  lifted  up  sufliciently  to  entirely  relieve  the 
symptoms,  and  that,  too,  even  when  the  anatomical  position  of 
the  uterus  had  not  been  materially  improved. 

He  had  always  understood  that  ventral  fixation  v^as  to  be 
performed  when  there  was  a  condition  requiring  the  opening  of 
the  abdominal  cavity,  and  that  Alexander's  operation  was  appli- 
cable to  cases  free  from  adhesions  of  any  kind  and  from  disease 
of  the  uterus  and  appendages.  The  operations,  therefore,  did 
not  seem  to  be  comparable. 

Dr.  T.  a.  Emmet  said  that  shortly  after  Alexander  had  begun 
to  operate  he  had  had  an  opportunity  to  see  him  operate  a  num- 
ber of  times,  and  on  these  occasions  he  had  placed  his  finger  in 
the  vagina  while  the  uterus  was  drawn  forward.  While  carry- 
ing out  these  observations  he  had  become  impressed  wnththeuse- 
lessness  of  the  operation,  and  he  had  on  this  account  never  per- 
formed it.  With  a  degree  of  prolapse  which  straightened  the 
vessels  they  also  became  larger  and  this  gave  rise  to  congestion. 
He  felt  confident  that  it  was  congestion  and  not  displacement 
that  was  the  cause  of  the  symptoms  of  which  these  patients 
complained.  It  was  well  known  that  patients  complaining  of 
symptoms  referable  to  anteversion  suffered  still  more  if  the  ute- 
rus were  further  anteverted.  If  Alexander's  operation  ever 
gave  relief,  he  believed  it  was  by  accident  simply — in  other 
words,  the  uterus  had  been  placed  in  such  a  ])osition  that  the 
circulation  had  been  restored.  The  same  criticism  aj)plied  to 
ventral  fixation.  With  a  pessary  a  patient  was  not  relieved  by 
doing  away  with  a  version,  but  by  lifting  the  uterus  to  such  a 
point  that  the  pelvic  circulation  could  be  restored  to  the  normal. 
Dr.  Polk  said  that  Alexander's  operation  had  been  before  us 
since  1883,  and  yet  the  objections  to  the  operation  at  that  time 
were  pretty  much  the  same  as  those  brought  forward  at  the  pre- 
sent time;  nevertheless  some  of  those  who  had  been  objectors 
formerly  had  become  advocates  of  the  operation.  Personally 
he  believed  that  in  every  instance,  if  the  operation  were  done 
in  proper  cases,  the  result  would  be  exactly  that  described  by 
Dr.  Cleveland,  who,  by   the   way,  had  been  one  of  those  who 
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had  at  first  objected  to  this  operation.  Many  of  those  who  had 
spoken  wonld  tinJ  very  few  cases  on  which  to  perform  ventral 
fixation,  did  tliey  not  include  cases  of  adhesions.  If  the  vaginal 
vault  were  opened,  the  adhesions  broken  up,  and  the  appen- 
dages examined,  any  one  would  be  placed  in  a  position  to 
properly  and  profitably  resort  to  the  Alexander  operation. 
Yentral  fixation,  in  his  opinion,  was  a  good  operation  in  its 
place,  but  it  had  a  limited  application — i.e.,  to  those  cases  in 
which  a  laparatomy  had  been  performed,  so  that  it  was  only 
necessary  to  fasten  the  uterus  to  the  incision.  Aside  from  that 
it  seemed  to  him  that  this  operation  had  no  standing.  He  did 
not  think  there  was  any  operation  the  technique  of  which  had 
borne  the  test  of  time  so  well  as  Alexander's  operation,  and 
therefore,  while  glorifying  the  operation,  he  thought  it  proper 
to  glorify  the  man  wlio  had  made  this  operation  possible. 

Dr.  Baldy  said  that  in  the  limited  number  of  cases  in 
which  any  such  operation  seemed  to  him  applicable  he  always 
employed  ventral  fixation.  In  those  cases  in  which  there  was 
inflammatory  disease  outside  of  the  uterus  which  prevented  re- 
sort to  ventral  fixation,  the  condition  was  equally  unsuitable  for 
Alexander's  operation.  In  his  own  practice  he  could  not  be 
sure  that  there  were  not  adhesions  present,  and  even  if  very 
slight  adhesions  did  exist  Alexander's  operation  was  contra- 
indicated.  The  pessary  was  suitable  for  the  treatment  of  the 
majority  of  those  cases  to  which  Alexander's  operation  was  ap- 
plicable. N^either  of  these  operations  was  of  much  service  in 
cases  of  prolapse,  unless  plastic  operations  were  performed  im- 
mediately afterward.  There  was  a  small  number  of  cases  of 
prolapse,  in  which  the  uterus  was  very  large  and  the  woman 
past  the  child-bearing  period,  in  which  a  hysterectomy  was  al- 
lowable. 

Dr.  Gr.  M.  Edebohls,  of  J^ew  York,  said  that  two  years  ago 
he  had  presented  to  this  Society  a  series  of  about  ten  cases  in 
which  he  had  performed  plastic  operations  for  complete  pro- 
lapse of  the  uterus  and  vagina.  He  had  advocated  at  that  time 
that  the  plastic  operations  necessary  for  a  cure  should  be  com- 
bined with  a  ventral  fixation.  His  experience  since  then  had 
confirmed  these  views.  Only  one  of  his  patients  had  become 
pregnant  subsecpient  to  the  operations.  This  one  had  been  de- 
livered at  full  term,  and  when  seen  one  year  afterward  she  was 
still  completely  cured  of  her  prolapse.  His  experience  with  the 
new  Freund  operation  for  prolapsus  had  been  limited.  His 
operations  of  this  kind  were  done  in  January  of  1894.  At  first 
he  had  been  very  enthusiastic  over  the  operation  on  account  of 
its  simplicity,  but  he  had  modified  his  views  somewhat.  Of  the 
five  cases  of  complete  prolapse  upon  which  he  had  operated  by 
this  method,  the  first  one  still  remained  cured,  the  second  one 
was  cured  when  seen  after  eight  months,  two  relapses,  at  one 
.and  three  months  respectively,  had  occurred,  and  the  fifth  case 
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could  not  be  followed.  He  still  felt  that  the  operation,  eveit 
though  repeated  annually,  was  proper,  as  it  could  be  performed 
easily  under  cocaine  anesthesia. 

Regarding  Alexander's  operation,  he  would  saj  that  the  state- 
ment that  had  just  been  made — that  when  no  ligament  was 
found  it  was  the  fault  of  the  operator — was  incorrect.  He  had 
been  of  this  opinion  until  recently,  when  he  had  had  one  of  those 
cases  in  which  the  existence  of  the  ligament  was  not  apparent. 
This  had  led  him  to  extend  his  dissection,  and  he  had  found  in 
this  way  that  immediately  after  emerging  from  the  internal  ring- 
the  ligament  spread  upward  and  was  attached  to  Poupart's 
ligament  as  far  as  the  spine  of  tbe  ilium — in  other  words,  the 
ligament  went  upward  instead  of  downward.  In  another  still 
more  recent  case  he  had  also  found  that  the  ligament,  instead  of 
following  the  usual  co^urse,  passed  through  the  internal  ring, 
and  then,  instead  of  passing  into  the  canal,  turned  upward  and 
outward  as  in  the  other  case. 

Dr.  Munde,  in  closing,  said  that  the  objections  made  by  Dr. 
Van  de  Warker  and  Dr.  T.  A.  Emmet  could  be  answered  by 
saying  that  as  long  as  the  patients  were  relieved  we  should  be 
satisfied.  He  had  done  the  operation  tirst  on  December  12th, 
1884,  and  had  carefully  followed  Alexander's  technique. 

Dk.  ClExMent  Cleveland,  in  closing,  said  that  it  was  true,  as 
stated,  that  pain  was  often  present  after  Alexander's  operation, 
but  as  a  rule  it  soon  disappeared.  In  his  paper  he  had  reported 
eighty-four  cases  in  which  the  operation  had  been  done  for 
mjmptomn^  and  in  a  large  majority  of  these  the  symptoms  had 
been  relieved  after  a  sufficient  length  of  time  had  elapsed. 

Dr.  a.  Lapthorn  Smith,  in  closing,  said  he  agreed  with  Dr. 
Coe  in  the  statement  that  the  so-called  round  ligaments  were 
not  ligaments,  but  were  muscles.  He  insisted  that  ventral  tix- 
ation  was  applicable  to  the  widest  range  of  cases  ;  it  would 
answer  wherever  a  pessary  was  suitable  or  wherever  Alexander's 
operation  was  applicable.  He  liked  the  results  of  Alexander's 
operation,  but  he  opposed  it  on  account  of  the  great  dithculty 
experienced  in  finding  the  ligaments.  If  there  were  a  death 
rate  from  ventral  fixation,  or  if  it  failed  to  cure,  he  would  be 
opposed  to  ventral  fixation  ;  but  there  was  no  death  rate  and  it 
certainly  did  cure. 

Dr.  J.  Montoomert  Baldv,  of  Philadelphia, re  ad  a  paper 
entitled 

AHDOMINAL    SECTION    FOR    PUERPERAL   SEPTICEMIA.  ' 

Dr.  Fernand  Henrotin,  of  Chicago,  in  opening  the  discus- 
sion said  that  he  would  consider  a  part  of  the  subject  more  at 
length  in  a  paper  which  he  would  read  on  '' The  Conservative 
Surgical  Treatment  of  Septic  Pelvic  Disease.''     The  reader  of 

'  See  original  article,  p.  1. 
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the  paper  had  stated  that  there  was  no  more  danger  in  draining 
an  abscess  abdominally  than  vaginally.  To  this 'he  would  take 
decided  exception.  Unless  the  abscess  cavity  were  attached  to 
the  abdominal  wall,  such  drainage  through  a  healthy  peritoneal 
cavity  was  far  more  dangerous.  Hysterectomy  was  certainly 
proper  under  certain  circumstances,  and  in  doubtful  cases  it  was 
proper  to  open  the  abdominal  cavity  and  ascertain  if  it  were 
possible  to  do  more  conservative  work.  The  general  condition 
of  the  patient  was  an  indication  as  to  the  wisdom  of  such  a  pro- 
cedure. Pus  in  the  pelvic  cavity  could  certainly  be  reached 
successfully  through  the  vagina,  but  of  this  he  would  speak  more 
fully  in  his  paper.  In  cases  where  there  was  no  distinct  demar- 
cation hysterectomy  was  probably  the  best  procedure.  In  cases 
of  septic,  diffuse,  purulent  peritonitis,  arising,  for  instance,  from 
primary  rupture  of  the  appendix,  a  very  early  operation  would 
sometimes  save  the  patient ;  but  where  the  peritonitis  followed 
from  a  secondary  rupture — i.e.,  from  a  cavity  in  which  the  pus 
had  been  retained  for  sometime — he  had  never  known  recovery 
to  take  place. 

Dr.  W.  Gill  Wylie,  of  New  York,  said  that  he  thought  if 
the  uterus  were  washed  out  frequently  enough — every  hour — 
and  this  were  continued  for  a  sufficiently  long  time,  many  cases 
of  puerperal  sepsis  could  be  saved  without  resort  to  further 
interference.  Those  who  had  tried  only  the  fashionable  method 
of  dilatation,  curetting,  and  gauze  packing  would  be  surprised 
at  the  results  that  would  follow  a  fair  trial  of  this  method 
which  he  advocated.  He  agreed  with  the  last  speaker  that 
often  in  apparently  hopeless  cases  recovery  would  follow  drain- 
ing off  the  pus.  He  was  sure  that  general  septic  peritonitis 
could  be  cured  by  operation,  provided  the  condition  were  prop- 
erly diagnosticated  at  a  sufficiently  early  stage.  He  was  posi- 
tive about  this,  because  he  had  operated  on  quite  a  number  of 
cases  in  which  the  peritonitis  had  arisen  from  an  appendicitis. 


Second  Bay,  Wednesday,  May  'i^th — Morning  Session. 

(discussion  continued.) 

Dr.  Andrew  F.  Currier,  of  New  York,  said  that  the  ques- 
tion of  operating  upon  cases  of  diffuse  peritonitis,  with  or  with- 
out septicemia,  had  been  pretty  well  settled  in  his  own  mind  ; 
they  should  be  positively  excluded  from  the  operable  class.  On 
the  other  hand,  those  cases  in  which  the  suppuration  and  inflam- 
mation were  extraperitoneal  seemed  to  him  to  be  quite  within 
the  line  of  operation.  If  we  observed  the  general  surgical  law 
of  making  the  incision  in  the  most  dependent  part,  we  could 
usually  look  for  a  favorable  result.  The  question  was  thus  nar- 
rowed down  to  those  cases  in  which  the  inflammation  was  con- 
fined to  the  uterus  and  the  adnexa.     Dr.  Baldy  had  stated  that 


132  TRANSACTIONS    OF    THE 

if  an  operation  were  to  be  done  it  should  be  performed  within 
the  first  week  after  confinement,  yet  all  of  us  were  aware  that 
many  of  these  cases  were  not  seen  at  all  by  surgeons  until  after 
this  time;  indeed,  the  need  of  such  interference  was  often  not 
apparent  until  after  tlie  first  week.  His  own  experience  had  led 
him  to  believe  that  the  performance  of  such  capital  operations 
as  the  removal  of  the  uterus  and  adnexa,  in  view  of  the  extent 
of  the  disease  process,  was  hardly  to  be  recommended.  As  had 
been  stated  by  Dr.  Lusk  in  the  discussion  of  tliis  subject  recently 
before  the  New  York  Academy  of  Medicine,  some  of  these  cases 
would  recover  without  operation,  and  this  fact  should  not  be  lost 
sight  of  in  the  consideration  of  this  matter. 

There  was  a  class  of  cases,  in  which  the  products  of  inflamma- 
tion were  extraperitoneal  and  situated  in  the  broad  ligament, 
which  were  quite  amenable  to  operation.  The  operation  should 
be  undertaken  for  the  determination  of  the  exact  location  of  the 
inflammatory  products. 

Dr.  C.  p.  Noble,  of  Philadelphia,  said  that  the  difference  be- 
tween the  cases  seen  early  and  those  seen  late  should  be  very 
sharply  brought  out.  In  those  cases  where  there  was  a  pas  tube, 
or  an  abscess  of  the  ovary,  or  a  circumscribed  collection  of  pus 
in  the  pelvis,  seen  a  considerable  time  after  confinement,  the 
question  was  entirely  different  from  this.  There  was  a  certain 
number  of  cases  in  which  death  seemed  almost  certain  without 
operation,  and  hence  we  should  give  the  patient  the  benefit  of 
the  doubt  and  operate.  Ordinarily  he  would  perform  hysterec- 
tomy in  cases  wliere  the  patients  were  very  thoroughly  septic  at 
the  time  of  the  operation.  Puerperal  hysterectomy  would  have 
to  be  done  within  a  week  or  two,  if  we  were  to  hope  for  any 
good  results.  Puerperal  hysterectomy  done  at  the  end  of  the 
puerperal  month  was  merely  a  detail  in  technique. 

Dr.  H.  C.  Cok  said  that  he  had  been  looking  for  a  typical  case 
of  puerperal  peritonitis  for  some  time  past.  Jle  had  found  such 
a  case  about  one  week  ago,  and  he  had  operated  the  fifth  day 
after  the  initial  chill.  The  patient  was  in  excellent  condition  at 
the  time  of  the  operation,  her  temperature  being  a  little  over 
100°  and  the  pulse  about  110.  The  anatomical  condition  found 
indicated  the  congestive  stage  of  ])erit(>nitis.  There  was  a  small 
amount  of  fluid  in  the  abdominal  cavity  ;  there  were  no  adhe- 
sions or  organized  lymph.  There  was  an  acute  salpingitis.  The 
operation  was  performed  quite  rapidly.  The  uterus  was  not 
removed,  because  it  was  small  and  he  did  not  wish  to  have  any 
shock.  The  uterus  was  washed  out  and  drained  through  the 
vagina.  The  patient  recovered  perfectly  from  the  operation, 
yet  she  suddeidy  collapsed  and  died  about  ten  iiours  afterward. 
The  operation  was  a  private  one,  performed  under  very  favor- 
able conditions.  His  judgment,  therefore,  was  that  it  was  al- 
most impossible  to  select  the  cases  clinically  at  such  a  stage  in 
the  development  of  the  infection  that  one  could  say  positively 
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that  the  process  was  localized.  There  seemed  to  be  great  dan- 
ger of  sudden  collapse  in  these  cases  which  had  become  thor- 
oughly infected.  Abdominal  section  for  puerperal  septicemia 
he  would  characterize  as  a  purely  experimental  operation. 

Dr.  a.  Lapthorn  Smith  said  that,  as  he  had  reported  one 
successful  case  of  the  removal  of  the  uterus  for  puerperal  septi- 
cemia, he  had  taken  much  interest  in  this  subject.  Drainage 
he  had  found  especially  valaable.  This  he  had  carried  out,  not 
by  packing  with  gauze,  but  by  the  insertion  of  a  wick  of  gauze 
so  as  to  favor  capillary  drainage  and  avoid  any  possibility  of  ob- 
struction of  the  canal.  In  those  cases  in  which,  in  spite  of  wash- 
ing-out and  drainage,  the  symptoms  became  more  urgent,  and 
where  one  was  absolutely  powerless  unless  operative  measures 
were  adopted,  we  should  resort  to  operation  as  the  only  treat- 
ment offering  the  patient  any  chance  of  recovery.  In  the  suc- 
cessful case  he  had  reported  he  had  opened  the  abdomen  expect- 
ing to  find  a  ruptured  pus  tube,  but,  on  finding  what  was  the 
true  condition,  he  had  lifted  out  the  uterus,  passed  a  wire  around 
it,  and  removed  the  organ.  In  another  case,  in  which  he  had  not 
dared  to  remove  the  uterus  as  in  this  case,  because  of  the  un- 
favorable criticisms  that  had  been  made,  he  had  found  numerous 
lymphatics  filled  with  pus.  Against  his  own  judgment  he  had 
left  in  that  uterus  and  his  patient  had  died.  This  application 
of  the  wire  to  choke  off  the  circulation  of  septic  matter  through 
the  lymphatics  seemed  to  him  a  very  important  procedure,  and 
one  which  he  hoped  would  be  given  a  thorough  trial  by  others. 

Dr.  Baldy,  in  closing  the  discussion,  said  that  the  class  of 
cases  in  which  hysterectomy  was  applicable  was  an  exceedingly 
limited  one,  and' the  line  should  be  sharply  drawn,  as  had  been 
said,  between  the  acute  and  the  chronic  cases.  When  these 
cases  were  seen  at  the  end  of  the  first  week  or  two  it  was  no 
time  to  resort  to  hourly  washings  of  the  uterus,  as  had  been  sug- 
gested by  Dr.  Wylie,  and  we  were  required  to  decide  quickly 
regarding  the  advisability  of  operation.  As  several  successful 
operations  had  already  been  reported,  it  was  certain  that  some 
even  desperate  cases  had  been  saved.  They  were  certainly  cases 
that  offered  no  temptation  to  the  surgeon  to  operate.  It  was 
true  that  Dr.  Coe's  patient  had  died,  but  this  should  not  dis- 
courage him  from  trying  the  same  procedure  again.  He  could 
see  no  advantage  in  this  continued  and  frequent  washing  out  of 
the  uterus  in  cases  seen  at  a  late  stage,  because,  as  was  well 
known,  the  walls  of  the  uterus  were  already  infiltrated  with  pus. 
Dr.  Henrotin  and  Dr.  Wylie  had  both  spoken  of  cases  of  rup- 
ture of  the  appendix  and  of  a  pus  tube  in  which  abdominal  sec- 
tion had  been  successful  after  the  rupture ;  but  these  were  not 
cases  of  general  suppurative  peritonitis,  but  cases  in  which  the 
belly  was  full  of  pus.  If  such  a  case  had  been  allowed  to  go  on 
for  twenty-four  hours  or  more,  then  the  case  might  have  become 
one  of  general  suppurative   peritonitis.     No  case  of  true  sup- 


134  TRANSACTIONS    OF   THE 

purative  peritonitis,  as  far  as  he  knew,  had  been  placed  on  record 
as  having  been  successfully  treated  by  abdominal  section. 

president's  address. 

Dr.  Matthew  D.  Mann,  of  Buffalo. — We  have  a  weighty 
responsibility  placed  upon  ns ;  we  have  not  only  to  keep  up 
with  the  progress  of  the  world  at  large,  but  to  maintain  for 
American  gynecology  the  proud  prominence  already  achieved. 
The  way  to  do  this  lies  through  hard  work.  The  Society 
can  claim  to  hav^e  within  its  ranks  a  representative  body  of 
gynecologists.  I  would  urge  upon  the  Society  the  desirabil- 
ity of  extending  our  membership  limit.  Particularly  do  we 
want  more  obstetricians,  for  obstetrics  and  gynecology  can 
never  be  separated.  It  cannot  be  questioned  that  obstetrics  has 
not  made  the  same  advance  among  us  as  has  gynecology.  It  is 
a  fact  that  a  large  number  of  the  cases  coming  to  the  gynecolo- 
gist for  treatment  are  the  result  of  faulty  management  in  the 
lying-in  room.  As  a  country  we  are  far  behind  in  proper  facili- 
ties for  teaching  obstetrics,  and  to  this  I  would  ascribe  the  lack 
of  progress  made  in  this  branch.  It  has  been  frequently  noted 
that  the  tendency  of  modern  gynecology  is  to  resort  to  the 
knife,  but  I  feel  sure  that  therapeutics,  aided  by  chemistry  and 
bacteriology,  will  place  in  our  hands  many  remedies  with  which 
we  can  successfully  combat  many  conditions  now  treated  surgi- 
cally. 

I  would  ask  your  attention  now  to  an  attempt  to  throw  some 
light  on  the  origin  of  certain  pelvic  diseases.  By  contiguity 
alone  the  pelvic  organs  are  liable  to  be  affected  at  the  same  time 
and  by  the  same  disease.  While  this  is  true  of  gonorrhea,  it  is 
also  true  of  septic  disease.  The  vascular  and  nervous  connec- 
tions are  also  so  intimate  that  they  unite  the  pelvic  organs,  and  in 
addition  to  this  the  secretions  of  these  various  glands  and  or- 
gans furnish  another  bond  of  union. 

Patients  with  pelvic  disorders  often  complain  of  a  great  va- 
riety of  symptoms.  The  physical  examination  often  shows  no 
serious  lesion  of  the  pelvic  organs.  In  almost  every  case  there 
will  be  a  discharge  from  the  cervix,  and  not  infrequently  the 
ovaries  may  be  tender  and  prolapsed  and  the  rectum  may  be  in  a 
diseased  state.  An  examination  of  the  urine  will  almost  always 
show  the  daily  quantity  of  urine  to  be  decidedly  below  the  nor- 
mal. This  renal  insulKciency  is  very  frequent  and  noteworthy. 
This  scanty  urine  is  always  decidedly  acid  and  generally  con- 
tains an  excess  of  uric  acid.  Sometimes  the  urine  is  clear,  lim- 
pid, and  of  low  specific  gravity,  showing  a  diminution  in  the 
quantity  of  solids  excreted,  and  hence  indicating  still  the  exist- 
ence of  renal  insufficiency.  There  can  be  no  (juestion  that  the 
urine  as  a  whole  is  toxic.  The  urine  excreted  by  a  healthy  man 
in  fifty  hours  has  been  shown  by  experiment  to  contain  usually 
enough  poison  to  kill  him.     This  fact  is  very  significant. 
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The  examination  of  the  blood  is  also  of  importance.  The 
term  lithemia,  althoii,^h  very  vaguely  used,  is  a  convenient  one. 
Lithemia  may  be  defined  as  a  distinct  disturbance  of  nutrition 
•ot  a  certain  type,  associated  with  a  tendency  to  excrete  uric  acid 
in  excess.  These  cases  should  be  first  considered  as  instances  of 
disturbances  ot  the  general  nutrition,  and  then  we  should  en- 
deavor to  determine  whether  the  special  cause  is  connected  with 
any  disorder  of  the  pelvic  organs  or  with  some  other  region  of 
the  body.  ^ 

To  abnormal  and  irritating  urine  I  attribute  many  symptoms 
that  are  referable  to  the  bladder.  Exactly  what  is  the  irritating 
ingredient  is  not  fully  determined,  but  there  can  be  no  question 
that  the  neutralization  of  the  acidity  of  the  urine  very  percept- 
ibly diininishes  the  irritability  of  the  urine. 

Constipation  in  women  is  often  due  to  reflex  spasm  of  the 
sphincter,  as  well   as  to  digestive  disorder  and  improper  dress 
Uie  passage  of  undigested  food  is  not  an  improbable  source  of 
irritation  of  tliis  kind. 

It  has  occurred  to  me  that  there  may  be  a  direct  and  inhibi- 
tory influence  exerted  by  the  uterus  on  the  kidneys,  so  often 
have  I  found  disorders  of  these  two  organs  associated. 
_  It  does  not  seem  to  me  that  the  profession  has  taken  suffi- 
'Ciently  strong  grounds  on  the  matter  of  dress.  Displacements 
not  only  of  tiie  uterus  but  of  all  the  abdominal  viscera,  by  very 
moderate  constrictions  at  the  waist,  are  known  to  occur.  Those 
who  are  performing  abdominal  sections  will  have  abundant  op- 
pprtunities  for  observing  this  downward  displacement  of  the 
viscera.  Observation  has  shown  that  such  displacement  is  con- 
fined to  civilized  women.  Modern  investigation  has  shown  that 
m  whole  races  of  people  in  which  waist  constriction  is  not  pro- 
duced by  dress  the  function  of  respiration  is  carried  on  exactly 
the  same  in  women  as  in  men.  If  we  measure  a  woman's  waist 
with  a  tape_  we  shall  find  that  in  a  very  large  proportion  of  wo- 
men there  is  little  if  any  variation  in  the  measurement  during 
inspiration  and  expiration,  whereas  in  man  there  is  a  marked 
difference.  I  think  the  medical  profession  has  an  important 
duty  to  perform  in  instituting  a  change  of  sentiment  regarding 
what  is  the  model  woman's  foriji.  The  average  woman  of  to- 
day has  no  more  the  figure  that  Nature  meant  her  to  have  than 
have  the  feet  of  a  Chinese  belle.  Improper  dress  interferes 
with  rnuscular  exercise  and  general  development,  and  so  leads  in 
many  instances  to  disturbance  of  digestion  and  nutrition. 

The  foregoing  observations  are  not,  as  they  might  at  first 
seem  to  be,  purely  theoretical,  but  are  founded  on  my  every-day 
•clinical  experience.  We  must  remember  that  the  human  organ- 
ism is  a  wonderfully  complex  affair,  and  we  should  in  our  treat- 
ment look  beyond  the  pelvic  organs  and  studv  the  underlying 
•causes  of  disease. 
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KENAL    INSUFFICIENCY    IN    GTNECOLOaiCAL    CASES. 

Dk.  James  H.  Ethekidge,  of  Chicago. — In  this  paper  no  re- 
ference will  be  made  to  organic  disease  of  the  kidney,  but  only 
to  functional  insufficiency.  Many  gynecological  cases  suffer 
very  markedly  from  this  latter  condition.  Urinary  solids  are  a 
lethal  poison  when  given  in  sufficient  doses.  It  has  not  yet  been 
determined  what  tissues  are  specially  affected  by  the  retention 
of  urinary  solids.  I  have  had  an  expert  physiologist  construct  a 
table  showing  the  amount  of  urinary  solids  excreted  by  a  healthy 
woman  in  the  twenty-four  hours.  This  table  shows  that  a  wo- 
man weighing  about  ninety  pounds  should  excrete  seven  hundred 
and  eighty-nine  grains,  and  one  weighing  one  hundred  and  ten 
pounds,  nine  hundred  and  sixteen  grains  of  solids.  The  varia- 
tion in  the  daily  quantity  of  urinary  solids  depends  upon  the 
body  weight  and  may  be  stated  to  be  five  hundred  to  eleven 
hundred  grains.  The  formula  here  recommended  for  detcrn)in- 
ing  the  quantity  of  urinary  solids  is  as  follows :  Multiply  the  last 
two  figures  of  the  specific  gravity  by  the  number  of  ouncesof 
urine  excreted  in  tlie  twenty-four  hours,  and  multiply  this  by 
1.1.  When  the  daily  quantity  of  urinary  solids  is  greatly  dimin- 
ished the  nervous  system  is  profoundly  affected. 

Dk.  a.  J.  C.  Skene,  of  Brooklyn,  said  that  it  seemed  to  him 
that  the  President's  address  and  the  last  paper  were  so  complete 
in  themselves  that  it  would  be  well  to  close  them  without  discus- 
sion by  simply  saying  "  Well  done"  and  "Amen."  Personally 
he  was  well  aware  that  renal  insufficiency  played  an  important 
part,  not  alone  in  its  medical  aspect,  but  in  its  influence  on  sur- 
gical cases.  He  believed  that  many  affections  of  the  pelvic 
organs  had  their  genesis  in  functional  derangements  of  the  or- 
gans that  were  especially  connected  with  the  general  nutrition. 
He  wished  that  the  reader  of  the  paper  had  dwelt  more  in  detail 
upon  the  causes  of  renal  insufficiency.  Personally  he  thought 
deranged  innervation  was  one  cause  and  reflex  irritation  was 
another.  He  was  not  sure  whether  disturbance  of  the  nervous 
system  or  of  the  digestive  organs  had  the  nK)st  to  do  in  the  pro- 
duction of  renal  insufficiency.  It  was  not  until  he  had  resorted 
to  systematic  determinations  of  the  quantity  of  urea  excreted 
that  he  had  obtained  the  best  practical  knowledge  of  the  urinary 
condition  presented.  There  were  two  distinct  classes  of  cases  of 
renal  insutHciencv  ordinarily  met  with — viz..  (1)  neurasthenic 
cases  and  (2)  lithcmic  jiatients.  He  was  sure  that  rest  and  forced 
feeding  treatment,  approj^riate  in  cases  of  neurasthenia,  if  too 
greatly  prolonged  often  led  to  a  condition  of  lithemia.  The 
tissues  developed  under  this  forced  feeding  process  were  very 
much  like  the  flesh  developed  in  fowl  by  the  cramming  process. 

Dk.  H.  a.  Kelly  said  he  vvishetl  to  sneak  on  the  relation  of 
renal  insufficiency  to  operative  cases.  He  presented  an  analysi& 
of  twenty-one  recent  gynecological  cases  coming  for  operation. 
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The  average  amount  of  urea  excreted  before  and  after  operation 
was  determined.     The  results  were  practically  the  same  as  had 
been  obtained  m  a  previous  series  of  one  hundred   cases.     The 
average  daily  quantity  was  one  thousand  and  twenty-seven  cubic 
centimetres  of  urine,  tlie  normal  being  about  one  tliousand  two 
hundred  cubic  centimetres.     These  observations,  as  depicted  on 
the  chart  presented,  showed  that  the  quantity  of  urine  fell  to 
aboutone-half  the  normal  daily  quantity  after  operation,  but  the 
quantity  of  solids  remained  unchanged.     The  tendency  to  think 
that  a  nephritis  was  lighting  up  after  operation  seemed  to  him 
unwarranted,  for  these  observations  showed  that  it  was  normal 
lor  the  urme  to  drop  down  for  a  number  of  days  to  about  one- 
half  the  normal  quantity.     With  this  diminished  secretion,  how- 
ever, there  was  about  the  normal  quantitv  of  solids,  so  that  this 
urine  M^as  very  concentrated.     One  who 'had  not  considered  the 
subject  might  think  at  first,  from  this  greatly  diminished  quan- 
tity of  urme,  that  one  ureter  had  been  accidentally  tied  during 
the  operation,  but  these  observations  made  it  evident  that  such 
fears  were  groundless  if  there  were  no  other  foundation  for  them 
than  the  diminished  quantity  of  the  urine.     The  explanation  of 
this  diminution  in  the  quantity  of  urine  was  that  it  was  probably 
due  to  the  very  small  quantity  of  fluid  taken  by  these  patients 
for  a  few  days,  and  also  to  the  fact  that  the  ether  had  carried  off 
considerable  water. 

Dr.  AYillis  E.  Ford,  of  Utica,  said  that  neurologists  told  us 
that  in  all  cases  of  ovarian  disturbance  marked  fluctuations  in 
the  urinary  excretion  were  observed.  He  had  been  led  to  think 
m  the  past  that  most  of  these  changes  in  the  urine  were  due  to 
emotiona,l  disturbances.  It  would  be  found  that  about  the  same 
changes  in  the  urinary  secretion  were  observed  in  male  neuras- 
thenics, and  hence  too  much  importance  should  not  be  attached 
to  the  influence  of  ovarian  irritation. 

Dr.  BALDYsaid  that  he  did  not  believe  that  these  cases  were 
suffering  from  gynecological  troubles  because  of  the  renal  insuf- 
ficiency, but  that  the  renal  insufficiency  and  the  neurotic  con- 
ditions were  due  to  the  gynecological  conditions  or  to  some 
entirely  independent  cause.  Many  of  these  patients  were  un- 
doubtedly neurasthenic  as  the  result  of  prolonged  suffering. 

Dr.  W.  Gill  Wylie  said  that  for  many  years  he  had  noticed 
the  facts  which  had  been  scientifically  'demonstrated  by  Dr. 
Kelly.  It  had  been  his  habit  for  a  number  of  years  to  satisfy  the 
thirst  and  relieve  the  circulation,  and  so  to  avoid  this  diminution 
in  the  quantity  of  urine  after  operations,  by  giving  his  patients 
a  drink  by  the  rectum.  .  This  measure  quieted  the  patient's  rest- 
lessness and  did  not  disturb  the  stomach  in  the  least.  He  felt 
satisfied  that  in  some  instances  it  would  prevent  the  develop- 
ment of  what  was  called  "  secondary  shock." 

Dr.  Bache  Emmet,  of  ^ew  York,  said  he  wished  to  direct 
attention  to  a  practice  which  would  prevent  patients  from  ex- 
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hibiting  this  diminished  secretion  of  urine.  The  method  was 
simply  to  have  the  patient  placed  under  treatment  directed  to 
improving  the  condition  of  the  intestine  and  kidneys  for  a  certain 
length  of  time  previous  to  the  operation. 

Dr.  a.  Lapthorjt  Smith  said  that  as  a  rule  we  did  not  compel 
our  female  patients  to  drink  nearly  enough  water.  He  believed 
many  of  the  vagne  pains  of  which  they  complained  were  due  to 
■deposits  of  uric  acid  in  the  muscles  of  the  back  or  in  the  kid- 
neys, and  this  could  be  done  away  with  by  the  free  ingestion  of 
water. 

Dr.  Etheridge,  in  closing  the  discussion,  said  that  he  had 
purposely  avoided  details  of  treatment.  As  a  ruie  he  collected 
the  urine  for  twenty-four  hours  and  estimated  the  amount  of 
solids  passed,  and  if  he  found  that  the  quantitj'  was  reduced 
about  fifty  per  cent  he  felt  that  it  was  wise  to  postpone  the  ope- 
ration for  a  day  or  two. 

INDICATIONS    FOR    TOTAL    EXTIRPATION    OF  THE  UTERUS    BY    THE 

VAGINA. 

Dr.  Charles  Edward  Jacobs,  of  Brussels. — As  a  general 
rule  it  may  be  said  that  vaginal  hysterectomy  finds  its  indications 
as  follows:  (1)  for  uterine  cancer  ;  (2)  for  fibroids  of  the  uterus  ; 
(3)  for  extrauterine  pregnancv  ;  (•i)  for  total  genital  prolapse  ; 
{5)  for  inflammatory  disease  of  the  appendages;  (6)  for  chronic 
and  incural)le  disease  of  the  appendages  and  uterus ;  (7)  for 
diseases  of  the  uterus  after  abdominal  operations.  From  1889 
up  to  the  present  time  I  have  done  403  operations  of  this  kind, 
with  391  operative  cures  and  12  deaths,  thus  making  the  death 
rate  2.9  per  cent. 

The  more  important  operations  may  be  classified  thus  :  There 
were  35  cases  of  uterine  cancer,  with  34  cures  and  1  death  ;  2 
cases  of  sarcoma,  both  cured;  5  cases  of  malignant  adenoma,  all 
cured  ;  23  cases  of  simple  vaginal  hysterectomy,  all  cured  ;  15 
cases  of  hysterectomy  by  morcellation,  with  13  cures  and  2 
deaths  ;  3  cases  of  extrauterine  pregnancy,  with  3  cures ;  19 
cases  of  total  genital  prolapse,  with  18  cures  and  1  death  ;  142 
cases  of  bilateral  disease  of  the  appendages  and  purulent  pyo- 
salpinx,  with  139  cures  and  3  deaths ;  6  cases  of  tuberculosis, 
with  5  cures  and  1  death  ;  6  cases  of  pelvic  neuralgia,  with  5 
cures  and  1  death  ;  14  cases  of  secondary  hysterectomy  after 
abdominal  operations,  with  14  cures. 

I  consider  that  extirpation  for  uterine  cancer  should  be 
attempted  if  the  uterus  is  free  and  there  is  no  extension  of  the 
disease  beyond.  It  certainly  offers  a  chance  for  relief  and  for 
the  prolongation  of  life,  with  but  slight  danger  to  the  patient. 
It  has  i)een  exceptional  in  niy  experience  for  uterine  fibroids  to 
disappear  after  the  menopause.  It  is  not  uncommon  for  the 
metrorrhagia  to  increase  in  severity  after  this  period.     The  arti- 
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ficial  raewopause  is  only  able  to  give  at  the  best  uncertain 
results  and  the  medical  treatment  almost  always  gives  bad  re- 
sults; hence  operation  should  be  uniformlj  advised  as  early  as 
vagmal  operation  can  be  done.  The  two  deaths  after  morcella- 
tion  were  due  to  exhaustion  and  cardiac  disease  respectively 

Oar  present  knowledge  would  indicate  that  in  cases  of  extra- 
utenne  pregnancy  the  appendages  are  always  diseased  on  both 
sides,  and  hence  that  here  total  castration  by  the  vao-ina  finds 
all  Its  indications.  This  interference  should  be  undertaken  as 
early  as  possible.  I  have  operated  upon  three  cases,  with  three 
positive  cures.  In  three  of  the  cases  there  was  also  intra- 
abdominal hematocele.  In  aged  women,  in  whom  the  uterus  has 
lost  Its  function  and  where  a  heavy  uterus  is  totally  prolapsed, 
I  usually  perform  a  plastic  operation  on  the  vagina  and  peri- 
neum a  few  weeks  afterward.  Out  of  my  272  cases  of  inflam- 
matory disease  of  the  appendages  operated  upon  there  were  6 
deaths.  Three  of  the  deaths  occurred  in  exhausted  women,  and 
the  three  others  seemed  to  be  the  result  of  nervous  shock  preci- 
pitated by  the  operation.  I  have  seen  about  three-fourths  of 
these  patients  at  a  greater  or  less  period  of  time  since  the  ope- 
ration. In  the  -103  cases  of  hysterectomy  there  were  9  fistulse 
following  the  operation ;  there  were  5  intestinal,  3  vesical,  and 
1  urethral  iistiilae.  Most  of  the  intestinal  fistnlge  existed  previ- 
ous to  the  operation. 

It  has  been  contended  that  by  this  method  of  operating  cer- 
tain suppurating  pockets  might  have  to  be  lott.  In  all  the  cases 
of  serious  suppuration  I  have  left  parts  of  the  appendages  in  the 
pelvis  twenty- one  times,  and  I  have  not  had  to  resort  subse- 
quently to  operation  in  these  cases. 

A  consideration  of  the  various  statistics  at  our  command  shows 
that  the  operation  of  Pean  is  less  dangerous  in  suppurative,  and 
gives  better  results  than  laparatomy  in  non-suppurative,  cases. 

My  conclusions  are:  (1)  That  total  extirpation  through  the 
vagina  is  indicated  in  uterine  cancer  in  the  beginning,  in  uterine 
fibroids,  in  extrauterine  pregnancy,  in  total  abortions,  and  in 
total  genital  prolapse  ;  (2)  that  it  becomes  the  choice  operation  in 
bilateral  suppurative  or  non  suppurative  disease  of  the  append- 
ages; (3)  that  it  finds  its  indication  in  uterine,  chronic  and  incur- 
able diseases  of  the  appendages  ;  and  (4)  that  total  vaginal  hys- 
terectomy is  not  a  more  dangerous  operation  than  laparatomy. 

De.  William  H.  Wathen,  of  Louisville,  presented  a  paper 
on 

VAGINAL   HYSTERECTOMY    FOR    UTERINE    MYOMATA   AND    DISEASCS 
OF   THE   ADNEXA.' 

*  See  original  article  in  August  number. 
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CONSERVATIVE    SURGICAL   TREATMENT   OF    PARA-    AND    PERIUTERINE 

SEPTIC   DISEASE. 

Dr.  Fernand  Henrotin,  of  Chicago. — Celiotomy  and  the 
removal  of  the  uterine  appendages,  as  indiscriminately  applied 
in  the  past,  constitute  a  most  unsatisfactory  operation.  The 
amount  of  sentiment  that  has  been  wasted  on  the  emasculated 
uterus  is  simply  ridiculous.  In  every  operation  for  septic  dis- 
ease of  the  female  generative  organs  which  demands  the  re- 
moval of  the  tubes  and  ovaries,  hysterectomy  should  always  be 
performed,  unless  there  are  plain  contraindications.  It  does  not 
mean  more  mortality,  and  it  does  mean  a  more  complete  cure. 
This  is  true  conservative  treatment  in  septic  pelvic  disease.  It 
is  before  the  surgeon  lays  hands  on  the  ovaries  that  the  time  is 
appropriate  for  the  exhibition  of  skill  in  saving  these  organs ; 
after  they  have  been  removed  the  mischief-making  uterus  should 
also  be  taken  out.  For  malignant  affections  involving  the  tubes 
and  ovaries  many  surgeons  have  resorted  to  various  methods  of 
puncture.  One  of  its  greatest  recommendations  is  its  freedom 
from  danger.  Personally  I  have  frequently  drained  such  pus 
collections  through  the  vagina,  and  I  think  we  should  not  forget 
the  value  of  such  simple  and  safe  methods  of  treatment.  The 
conscientious  gynecologist  must  learn  to  exercise  greater  discrimi- 
nation between  cases.  The  time  to  cure  septic  and  inflammatory 
diseases  is  within  the  first  week  after  their  appearance.  One  of 
the  greatest  dilHculties  in  the  past  has  been  that  of  preventing 
the  spread  of  disease  from  the  uterus  into  the  appendages. 

In  the  treatment  of  these  acute  affections  I  have  had  good 
results  from  the  following  method  :  Whenever  pelvic  diseases 
have  given  evidence  of  having  spread  beyond  the  uterus  during 
the  past  few  years,  I  have  made  an  incision  into  the  vagina  be- 
hind the  uterus  and  have  explored  this  region  digitally.  An 
ovarian  abscess  is  often  the  first  demonstration  of  a  septic  in- 
fection extending  beyond  the  uterus  itself.  A  recent  case  will 
illustrate  what  I  wish  to  say.  A  woman  who  had  been  treated 
by  an  al)ortionist,  and  had  developed  a  chill  ami  a  high  tempera- 
ture, was  seen  bv  me  f«)r  the  first  time  on  the  sixth  day.  I 
made  the  vaginal  incision  behind  the  uterus,  and  with  my  finger 
explored  l)etween  the  broad  ligament  extraperitoneally  and 
found  an  accumulation  near  the  ovary.  I  dilated  and  evacuated 
an  al)scess  containing  al)out  a  teacup  of  pus.  I  u-ually  make  a 
buttonhole  just  bi'hind  the  cervix  to  av(»i(l  hemorrhage.  If 
there  is  nothing  but  exudate,  and  you  drain  thnt,  that  patient 
will  be  cured,  and  that  cpiite  rapidly. 
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Second  Day — Afternoon  Session. 

SPECIMENS   REMOVED    BY    VAGINAL    AND    ABDOMINAL 
HYSTERECTOMY. 

Dr.  R.  Stansbury  Sutton,  of  Pittsburg. — Abont  the  first 
of  last  ]^ovember  I  put  to  practical  use  what  I  had  seen  in  a 
recent  visit  to  Dr.  Jacobs.  I  have  removed  the  uterus  through 
the  vagina  twelve  times,  with  twelve  recoveries,  and  the  speci- 
mens from  nearly  all  of  these  are  here  for  your  inspection.  One 
of  these  patients  had  had  her  pus  tubes  removed  twenty  months 
before  the  vaginal  hysterectomy.  The  latter  operation  was  done 
because  of  persistent  bleeding,  and  the  specimen  shows  that  the 
bleeding  was  due  to  a  small  tibroma  in  the  wall  of  the  uterus. 
No  operation  except  total  extirpation  would  have  cured  that 
case.  All  of  these  twelve  patients  were  able  to  sit  up  out  of 
bed  one  week  after  the  operation.  One  case,  in  which  there 
were  no  adhesions,  was  operated  upon  in  live  minutes,  while  the 
more  difficult  ones  took  abont  an  hour. 

I  wish  also  to  present  some  specimens  removed  by  abdominal 
section.  Here  is  a  specimen,  weighing  two  and  a  quarter  pounds, 
which  was  attached  to  a  pregnant  uterus.  I  have  three  times 
encountered  the  pregnant  uterus  in  operations  for  fibroids,  and 
in  every  instance  I  have  removed  the  uterus  and  the  patients 
have  recovered.  As  to  the  question  of  the  advisability  of  leav- 
ing the  pregnant  uterus  under  these  circumstances,  I  would  say 
that  Leopold  has  collated  all  the  myomectomies  done  on  the 
Oontinent  of  Europe  in  the  presence  of  pregnancy.  Of  the 
thirty-one  cases  so  collected,  eight  of  the  mothers  died  and 
seven  of  the  fetuses  were  lost  by  abortion — in  other  words,  the 
gross  mortality  was  fifty-seven  per  cent,  while  the  individual 
mortality  was  about  twenty-four  per  cent  for  both  the  fetus  and 
the  mother.  As  the  mortality  of  the  Baer  operation  for  fibroid 
is  about  three  or  four  per  cent,  if  this  be  added  to  the  mortality 
just  quoted  I  think  it  will  be  evident  that  it  is  infinitely  safer 
for  the  mother  to  remove  the  uterus. 

Dr.  E.E.  Montgomery,  of  Philadelphia,  said  that  the  statistics 
presented  to-day  showed  a  mortality  of  only  about  three  per  cent 
in  a  large  series  of  vaginal  hysterectomies,  and  hence  we  should 
consider  seriously  whether  or  not  the  vaginal  method  were  not 
superior  to  the  abdominal  method  of  performing  hysterectomy. 
The  long  convalescence,  the  abdominal  cicatrix,  and  the  danger 
of  ventral  hernia  following  abdominal  hysterectomy  should  make 
it  pretty  clear  that  the  vaginal  method  was  the  better  one.  By 
the  vaginal  route  one  could  explore  the  condition  of  the  viscera 
without  going  further.  After  the  removal  of  the  ovaries  and 
tubes  the  uterus  was  of  but  little  value,  and  was  often  a  source 
of  danger  and  discomfort,  yet  he  would  not  go  so  far  as  to  say 
that  in  every  case  of  bilateral  disease  the  uterus  should  be  re- 
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moved  along  with  the  ovaries  and  tubes.  He  did  not  consider 
it  a  justitiable  procedure  to  extirpate  the  uterus  where  there  was 
an  ectopic  gestation  on  one  side.  He  agreed  as  to  the  wisdom 
of  removing  the  nterus  througli  the  vagina  in  cases  of  malignant 
disease  and  of  tibroid  growths  which  were  sufficient! v  extensive 
to  render  the  retention  of  the  uterus  impracticable.  The  uterus 
should  not  be  removed,  however,  invariably  when  fibroids  exist, 
for  by  other  and  less  radical  methods  the  uterus  could  often  be 
restored  to  a  healthy  functional  condition.  The  vaginal  method 
secured  excellent  drainage  without  danger  of  any  bad  conse- 
quences. 

Dr.  J.  M.  Baldv  said  that  he  wished  to  draw  the  line  clearly 
between  the  vaginal  and  abdominal  methods  of  performing  hys- 
terectomy. He  would  exclude  from  his  remarks  that  class  of 
puerperal  septicemia  in  which  there  was  intraperitoneal  abscess; 
on  the  other  hand,  he  would  include  every  variety  of  case  spoken 
of  in  the  paper  of  Dr.  Jacobs.  One  of  the  disadvantages  of  the 
abdominal  operation  was  the  abdominal  scar  and  the  danger  of 
hernia,  yet  he  did  not  think  any  one  present  would  grant  that 
more  than  two  per  cent  of  the  cases  developed  ventral  hernia. 
He  considered  it  one  of  the  greatest  disadvantages  of  the  vaginal 
operation,  instead  of  one  of  its  advantages,  that  the  patients 
were  able  to  get  out  of  bed  so  early,  for  he  thought  it  was  ex- 
tremely important  that  they  should  remain  in  bed  for  at  least  a 
month.  It  would  take  one-third  the  time  to  do  above  what  it 
would  to  do  below,  and  hence  this  slowness  of  the  vaginal  opera- 
tion was  great  disadvantage.  His  own  experience  and  obser- 
vation ceitainly  indicated  that  the  vaginal  operation  was  by  far 
the  more  difficult.  In  two  hundred  and  thirty-four  American 
cases  collected,  not  a  single  fistula  had  followed  the  abdominal 
operation.  Intestinal  fistula'  were  much  more  common  after 
raginal  hysterectomies  than  were  hernit^  after  abdominal  hys- 
terectomies. By  both  methods  the  operation  might  be  begun  as 
an  exploratory  one,  and,  in  his  opinion,  the  operation  could  be 
stopped  at  this  stage  much  more  easily  by  the  abdominal  route. 
By  the  abdominal  operation  no  one  would  remove  a  pregnant 
uterus  without  knowing  that  pregnancy  existed.  By  the  abdom- 
inal method  every  particle  of  diseased  tissue  was  removed,  but 
not  so  by  the  va^^inal  operation.  To  this  day  it  had  been  claimed 
that  the  vaginal  operation  was  the  safer;  but  a  collection  of 
seven  hundred  and  twenty-four  cases  of  vaginal  hysterectomy 
performed  by  the  most  eminent  operators  in  the  world  gave  a 
mortality  of  4.6  per  cent,  while,  on  the  other  hand,  a  collection 
of  two  hundred  and  twenty-four  abdominal  hysterectomies  done 
by  eminent  American  operators  had  given  a  mortality  of  2.7  per 
cent.  This  mortality  record  alone  should  settle  the  question  as 
to  which  metliod  was  the  better.  He  knew  of  but  one  case  in 
whicii  an  abdominal  operation  had  been  undertaken  and  aban- 
doned, and  which  had  been  operated  upon  by  anotlier  operator  by 
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the  vaginal  method,  and  in  this  instance  the  patient  succumbed 
to  the  vaginal  operation  within  an  hour. 

Dr.  W.  M.  Polk  said  that  he  looked  upon  this  discussion  as  the 
most  important  one  that  could  come  before  the  Society  for  a  long 
time  hence.  It  could  not  be  hoped  that  this  question  would  be 
definitely  settled  at  this  time.  Although  he  had  done  many 
operations  by  the  abdominal  method,  he  had  thought  it  desirable 
to  change  to  the  other  method  in  order  to  find  out  for  himself 
its  advantages  and  disadvantages.  It  was  certainly  true  that  the 
vaginal  operation  was  not  nearly  so  easily  performed  as  was  the 
suprapubic  method,  when  the  latter  was  done  with  the  aid  of 
the  Trendelenburg  position ;  yet  for  simple  exploration  there 
could  be  no  doubt  about  the  simplicity  and  great  facility  of  the 
vaginal  operation.  This  difference  was  so  great  that  he  believed 
for  this  purpose  the  abdominal  operation  would  disappear  from 
our  text  books.  If  the  approach  to  the  uterus  were  made  be- 
tween the  bladder  and  the  uterus,  by  a  process  of  anteversion 
the  appendages  could  be  brought  within  easy  reach.  In  very 
many  cases  the  appendages  could  be  reached  sufficiently  we'll 
from  behind,  but  in  about  fifty  per  cent  of  the  cases  they  were 
not  accessible  except  through  the  anterior  fornix.  Where  we 
could  convince  ourselves  that  in  hematosalpinx  and  hydrosalpinx 
no  attempt  at  conservation  would  be  successful,  all  of  the  offend- 
ing structures  required  removal.  Where  the  tubes  and  ovaries 
were  diseased  so  as  to  make  them  practically  useless,  and  yet 
where  they  were  not  extensively  adherent,  tliey  could  be  very 
easily  removed  by  the  vaginal  method.  Where  the  appendages 
were  bound  down  by  extensive  adhesions,  however,  the  vaginal 
method  was  hardly  suitable,  although  it  might  be  resorted  to 
with  advantage  for  the  partial  relief  of  bad  septic  conditions  and 
with  the  intention  of  following  it  by  the  more  radical  procedure. 
In  those  cases  in  which  the  sepsis  had  advanced  to  such  a  degree 
that  the  patient's  life  was  in  danger,  and  the  more  usual  methods 
of  treatment  had  failed,  should  an  operation  be  decided  upon, 
then  the  method  should  be  similar  to  that  outlined  already  by 
Dr.  Henrotin.  It  should  not  be  forgotten  that  the  vaginal  ope- 
ration was  not  attended  by  so  much  shock  as  the  abdominal 
method,  and  in  cases  operated  upon  post  partum  the  uterus  could 
be  removed  in  a  much  shorter  time  than  from  above. 

Regarding  the  value  of  exploration,  as  touched  upon  in  Dr. 
Henrotin's  paper,  the  speaker  said  that  in  the  average  case  of 
this  kind  there  could  be  no  question  about  the  marked  advan- 
tages of  the  infrapubic  approach  over  the  suprapubic  one. 
The  chief  point  raised  in  that  paper  was  the  special  value  of  the 
vaginal  route  as  a  means  of  treating  earlier  stages  of  inflamma- 
tion of  the  uterus  and  appendages  where  we  had  reason  to  be- 
lieve the  disease  had  extended  beyond  the  uterus,  This  was  a 
point  which  had  been  so  well  brought  out  in  the  paper  alluded 
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to  tliat  not  only  the  Society  but  the  whole  profession  owed  him 
a  debt  of  gratitude. 

Almost  all  of  the  tumors  exhibited  by  Dr.  Sutton  could  have 
been  removed  by  the  infrapubic  route.  The  individual  who  had 
made  it  possible  to  carry  out  this  vaginal  operation  was  in  our 
midst.  It  was  well  known  that  there  were  two  methods  of  do- 
ing this  work— (1)  by  the  clamp  and  (2)  by  the  ligature.  His 
own  observations  had  led  him  to.  the  conclusion  that  whenever 
one  had  to  work  deep  in  the  pelvis  all  the  room  that  could  be 
obtained  was  required,  and  hence,  if  the  vagina  were  crowded 
with  a  number  of  clamps,  the  manipulations  were  necessarily 
carried  out  with  much  difficulty.  In  this  class  of  cases,  there- 
fore, he  favored  the  securing  of  all  the  bleeding  points  low  down 
by  ligatures,  leaving  the  higher  vessels  to  be  controlled  by  the 
clamps. 

Dr.  S.  C.  Gordon  said  that  he  had  tried  both  methods,  and  his 
experience  with  the  vaginal  operation,  although  limited,  had 
not  been  satisfactory.  The  results  reported  by  Dr.  Jacobs  were 
certainly  admirable',  yet  he  did  not  believe  as  good  work  could 
be  done  by  touch  as  by  sight.  Having  once  entered  the  ab- 
dominal cavity,  he  believed  that  anything  could  be  done  from 
above  which  could  possibly  be  done  from  below.  It  seemed  to 
him  an  objectionable  practice  to  draw  down  the  ovaries  from 
below,  for  .such  a  procedure  resulted  in  a  prolapse  which  could 
not  be  readily  rectified  in  cases  where  it  was  found  that  there 
was  after  all  no  indication  to  remove  these  organs.  This  ol)jec- 
tion  applied  even  to  the  anterior  method  suggested  by  Dr.  Polk, 
althougli  not  with  quite  the  same  force. 

Dk.'W.  Gill  Wylie  said  that  he  did  not  accept  the  French 
statistics  (pioted  by  Dr.  Jacobs.  In  his  first  fourteen  cases  he 
had  lost  three,  and  only  five  out  of  his  first  fifty  cases.  In  the 
last  sixty-one  consecutive  cases  he  had  lost  none.  His  experi- 
ence witii  the  infrapubic  method  included  only  seventy-four 
cases,  with  one  death,  yet  it  should  be  stated  that  they  were  se- 
lected cases,  fiftv-five  of  them  being  done  for  cancer.  The  fatal 
case  was  one  with  contracted  kidneys.  He  thought  that  the 
general  surgeon  would  always  prefer  the  abdominal  method. 
Where  adhesions  were  high"  the  vaginal  operati(.n  seemed  to 
him  much  more  difficult,  and  under  these  eircumstances  he 
would  not  care  to  practise  it. 

Dr.  J.  E.  Janvrin,  of  New  York,  said  that  he  had  had  no 
experience  with  the  vaginal  operation  except  in  cases  where 
the  uterus  could  l)e  remnved  intact.  He  had,  however,  had 
quite  an  extensive  experience  with  the  vaginal  operation  in  the 
removal  of  uteri  with  sarcomata  or  carcinomata.  lie  believed 
that  any  growth  which  could  be  removed  by  the  vagina  entire 
should  "be  removed  in  that  way.  He  had  had  no  experience 
with  morcellation.  lie  had  during  the  past  year  removed  iu 
this  way  a  cancerous  uterus  measuring  six  and   a  half  iTiches  in 
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depth,  four  and  tive  eighth  inches  in  breadth  at  the  level  of 
the  tubes,  and  three  and  a  half  inches  antero-posteriorlj.  He 
had  been  guided  bj  this  rule :  Any  uterus,  cancerous  or  sar- 
comatous, which  could  not  be  removed  by  the  vagina,  had,  as  a 
rule,  so  infiltrated  the  surrounding  tissues  that  an  operation 
should  not  be  performed  at  all. 

With  reference  to  the  removal  of  extrauterine  pregnancies  per 
vaginam,  Dr.  Jacobs  had  stated  that  usually  in  such  cases  the 
other  tube  was  affected.  Nine  years  ago  he  had  read  a  paper  in 
Washington  in  which  he  had  made  the  statement  that  he  had 
recognized  tubal  pregnancy  as  early  as  the  fifth  and  sixth  week 
and  had  recommended  the  removal  of  the  tube  and  its  contents. 
In  a  paper  read  by  him  two  years  later  he  had  reported  several 
such  cases.  At  the  time  of  the  operation,  in  at  least  two  of 
these  cases,  simple  inspection  had  failed  to  show  any  evidence  of 
disease  of  the  other  appendage. 

Dr.  McGonigal,  of  California,  said  that  he  had  understood 
Dr.  Jacobs  to  say  that  he  would  remove  the  uterus  in  non-sup- 
purative  cases  of  salpingitis  and  the  like.  His  own  experience 
had  taught  him  that  these  cases  could  be  cured  by  opening  from 
above  and  probably  also  from  below.  It  did  not  seem  to  him 
to  be  justifiable  to  remove  the  uterus  without  the  presence  of 
pus.  It  had  occurred  to  him  that  in  cases  in  which  the  appendix 
was  the  origin  of  the  disease,  and  where  it  was  intimately  con- 
nected with  the  Fallopian  tube,  there  was  great  danger  of  pro- 
ducing fistula  by  pulling  down  these  organs  from  below.  Out  of 
seventy-two  abdominal  hysterectomies  he  had  had  no  resulting 
fistulse. 

Dr.  W.  T.  Lusk  said  that  it  was  fortunate  that  we  had  these 
two  methods  to  choose  between.  He  believed  that  within  a 
year  we  would  conclude  that  where  there  were  fibroids  of  mode- 
rate size  and  carcinomatous  uteri  the  vaginal  method  should  be 
adopted.  He  believed  also  that  we  would  save  the  uterus  and 
the  healthy  tube  more  often  by  operating  from  above  than  by 
operating  from  below.  There  was  no  class  of  cases  in  which  the 
uterus  and  remaining  tube  were  so  apt  to  remain  in  a  healthy  con- 
dition as  in  tubal  pregnancies.  When  we  looked  over  the  recent 
statistics  of  well-known  operators,  we  found  that  there  had  been 
a  very  serious  mortality  in  their  first  fifty  cases,  but  that  their 
later  results  had  been  uniformly  superior. 

Dr.  Coe  said  that  the  relation  of  this  operation  to  our  private 
patients  was  extremely  important.  He  had  seen  within  the  past 
few  weeks  three  private  patients  who  had  stipulated  that  they 
should  have  the  vaginal  operation.  Patients  were  becoming 
educated  in  gynecology  as  well  as  ourselves.  The  frequent  com- 
plication of  pelvic  suppurative  troubles  with  appendicitis  had 
been  touched  upon  by  Dr.  McGonigal.  In  some  cases  the  dia- 
gnosis could  be  made,  and  certainly  in  this  class  the  suprapubic 
method  should  be  followed.  He  had  operated  upon  four  or  five 
10 
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cases  where  a  few  years  before  be  had  removed  the  appendages 
without  the  uterus.  Nothing  was  easier  than  removing  the  ute- 
rus in  these  secondary  operations  by  the  vaginal  method.  This 
was  a  point  deserving  of  considerable  attention. 

Dr.  Ely  Van  de  Warkek  said  that,  by  a  strange  coincidence, 
the  paper  which  he  hoped  to  read  before  this  Society  touched 
upon  the  same  technique  that  had  been  so  well  brought  forward 
in  Dr.  Henrotin's  paper.  While  theoretically  we  should  re- 
move an  organ  which  had  become  superfluous  and  a  source  of 
trouble,  there  was  a  substitute  for  it  in  the  method  of  incision 
into  the  pelvis  and  drainage,  as  described  in  Dr.  Henrotin's 
paper.  He  could  personally  testify  to  the  great  value  of  that 
procedure. 

Dr.  Henrotin,  in  closing  the  discussion,  said  that  in  1892  he 
had  explained  in  the  American  Journal  of  Obstetrics  the 
same  views  which  he  now  held.  Vaginal  hysterectomy  was 
often  very  difficult  and  was  never  brilliant.  He  believed  that 
in  nineteen  out  of  twency  cases  of  extrauterine  pregnancy  the 
other  side  was  healthy  and  that  the  best  method  of  treating 
them  was  to  operate  by  the  abdominal  route.  H  there  was 
apparentl}^  only  one  pus  tube  ])resent  he  preferred  the  vaginal 
operation.  For  patching  and  repairing  tul)es  the  vaginal  route 
was  not  suitable,  but  where  drainage  was  required  the  vaginal 
operation  should  be  done. 

Dr.  Watukn,  in  closing,  said  that  he  had  emphasized  the 
point  that  all  cases  were  not  operable  per  vaginam.  The  great 
difficulty  was  to  decide  just  when  a  case  was  operable.  He  had 
emphasized  the  ease  with  which  abscesses  in  the  broad  lineament 
could  be  thoroughly  drained  before  the  peritoneal  cavity  was 
opened.  He  believed  that  the  future  would  result  in  a  mortal- 
ity from  vaginal  hysterectomy,  in  properly  selected  cases,  much 
lower  than  could  be  claimed  by  the  most  expert  laparatomist  of 
to-day.  The  worst  cases  had  already  given  a  mortality  no 
greater  than  from  laparatomy. 

the  treatment  of  puerperal  eclampsia. 

Dr.  Thaddeus  A.  Rbamy,  of  Cincinnati. — My  paper  is  a 
clinical  one.  On  January  10th,  18S8,  I  saw  in  consultation  a 
robust  German  woman  who  had  been  delivered  of  her  second 
child  three  hours  before.  Examinations  of  the  urine  during  the 
previous  month  had  been  negative.  The  labor  had  been  rapid. 
About  half  an  hour  after  the  completion  of  the  labor  she  com- 
plained of  frontal  headache  and  im[)aired  vision,  and  she  was 
almost  immediately  seized  with  a  convulsion.  Another  and 
more  severe  convulsion  followed  within  half  an  hour.  I  gave 
hypodermatically  Norwood's  tincture  of  veratrum  viride,  twenty 
drops.  Within  twenty  minutes  the  pulse  had  fallen  from  125- 
to   70  and  was  soft  and  compressible.     After  about  an  hour  the 


AMERICAN    GYNECOLOGICAL    SOCIETY. 


147 


pulse  again  became  rapid  and  hard,  and  fifteen  drops  more  of 
tlie  veratrum  were  given  hjpoderniatically  and  with  an  equally 
good  result.  An  hour  later  she  was  conscious  and  the  pulse 
was  50.  The  urine  was  examined  and  found  to  contain  only  a 
trace  of  albumin. 

The  second  case  was  admitted  to  the  hospital  July  7th,  1S90. 
She  was  in  her  first  pregnancy,  at  about  the  eighth  month.  Dur- 
ing July  the  urine  contained  albumin.  On  August  1st  labor 
began,  and  at  7  a.m.  August  2d  a  healthy  child  was  delivered 
normally.  At  o  p.m.  it  was  noted  that  she  had  frontal  headache. 
The  next  morning  early  she  had  a  convulsion.  The  patient  had 
several  other  convulsions  during  the  next  twenty-four  hours, 
notwithstanding  the  administration  of  chloral  and  chloroform. 
Norwood's  tincture  of  veratrum  viride  was  administered  as  in 
the  previous  case,  and  an  ice  bag  ordered  to  be  kept  on  the  head. 
It  was  necessary  to  continue  ten-drop  doses  of  the  veratrum  three 
or  four  times  a  day  for  several  days. 

On  February  2iM,  1889,  I  saw  a  woman  who  had  been  deliv- 
ered of  her  third  child  after  a  hard  labor.  Convulsions  were  fre- 
quent and  very  severe,notwithstanding  the  free  use  of  chloroform. 
The  urine  contained  about  six  per  cent  of  albumin  by  bulk.  I 
administered  hypodermatically  three-fourths  of  a  grain  of  mor- 
phia sulphate,  and  this  gave  her  a  sleep  of  many  hours.  After 
three  days  the  albumin  disappeared  from  the  urine  and  she  re- 
covered without  further  trouble.  The  morphine  was  given  be- 
cause the  pulse  was  weak,  the  patient  very  nervous,  and  the  pupils 
dilated,     I  consider  this  a  case  of  reflex  convulsion. 

The  other  cases  were  of  the  same  general  nature,  and  the  same 
treatment  was  adopted.  The  promptness  with  which  the  con- 
vulsion was  arrested  just  as  soon  as  the  action  of  the  veratrum 
viride  was  evident  on  the  heart  was  marked.  This  confirms 
the  views  expressed  some  years  ago  before  this  Society  by  Dr. 
Charles  Jewett.  The  drug  acts  directly  on  the  cardiac  muscle 
and  also  produces  vasomotor  paresis.  The  profuse  diaphoresis 
which  it  also  produces  is  quite  worthy  of  note.  No  doubt  the  acute 
cerebral  anemia  upon  which  the  eclamptic  attack  depends  is  due 
to  arterial  spasm  brought  about  by  toxemia.  The  immediate 
arrest  of  the  convulsions  is  important,  for  there  is  peril  in  the 
convulsions  themselves.  The  remedy  mentioned  will  not  only 
arrest  the  attack  most  satisfactorily,  but  will  also  stimulate  the 
activity  of  the  kidneys  and  skin.  Blood-letting  within  the 
range  of  safety  will  not  produce  these  results  so  well,  and  the 
patient  is  none  the  worse  after  the  administration  of  the  veratrum 
viride,  which  certainly  cannot  be  said  of  blood-letting.  The 
treatment  is  not  at  all  dangerous,  as  an  adult,  if  kept  in  the  re- 
cumbent position,  may  take  half  a  drachm  of  the  tincture  with- 
out danger.  If  it  causes  much  depression  alcoholic  stimulants 
will  promptly  produce  reaction.  It  is  also  fortunate  that  mor- 
phia,  which  is  very  useful  in  counteracting  any  depression  pro- 
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duced  by  the  drug,  is  in  itself  a  potent  agent  in  controlling  the 
convulsions. 

THE   PROPHYLAXIS   AND   TREATMENT   OF    ECLAMPSIA. 

Dr.  Edward  P.  Davis,  of  Philadelpliia.— I  believe  eclampsia 
is  the  result  of  a  complex  irritant  poison,  produced  not  only  by 
failure  of  excretion  of  the  kidneys,  but  by  the  failure  of  actum 
of  the  liver,  skin,  lungs,  and  intestines.  Mania  as  a  precursor  ot 
eclampsia  is  well  exhibited  in  the  following  case:  She  had  been 
in  good  health  until  January  8th,  when  she  began  to  sutler  trom 
disturbance  of  vision  and  intense  headache.  About  noon  she 
suddenly  became  maniacal  and  violent.  This  was  quickly  fol- 
lowed by  a  convulsion.  On  admission  to  the  hospital,  shortly 
afterward,  she  was  comatose ;  the  pupils  equal  and  contracted  ; 
the  pulse  rapid.  She  was  speedily  delivered  of  still-born  twins. 
After  vigorous  eliminative  treatment  the  urine,  drawn  by  cathe- 
ter, showed  but  slight  traces  of  albumin.  The  patient  died  lour 
hours  after  admission,  never  having  regained  consciousness  At 
the  autopsy  the  serous  membranes  were  found  to  be  exceedingly 
dry;  the  rio-ht  heart  was  distended  and  flabby,  and  the  lett 
empty.  The  cortex  of  the  kidnevs  showed  fatty  change.  There 
was  considerable  liemorrhage  in  the  retroperitoneal  connective 
tissue.  The  uterine  muscle  was  Arm  and  the  uterine  cavity  dry. 
There  had  been  no  effort  at  respiration  on  the  part  of  the  chil- 
dren, who  had  perished  m  uiero  from  asphyxia.  The  liver  was 
enlarged  and  softened.  . 

The  picture  presented  by  this  case  resembles  more  a  case  ot 
death  from  ptomaine  poisoning  than  from  uremia.  In  women 
of  sensitive  nervous  organization  premature  labor  is  not  an  un- 
common result  of  the  toxemia.  General  edema  is  of  minor  im- 
portance in  the  latter  part  of  pregnancy,  provided  the  excretory 
processes  are  carried  on  actively.  Toxemia  is  occasionally  asso- 
ciated with  fecal  impaction,  and  is  characterized  by  headache 
and  malaise,  with  rapid  and  feeble  pulse,  and  on  examina- 
tion the  large  intestine  is  found  to  be  distended  with  hardened 
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In  "my  first  series  of  eighty  cases,  in  which  live  hundred  and 
sixtv-four  examinations  of  the  urine  were  made,  I  found  the 
average  percentage  of  urea  was  1.4.  This  amount  increases 
shortlv  after  labor.  In  hiirhly  educated  and  intensely  nervous 
women  there  is  often  melancholia  or  a  premonition  of  impending 
danger.  The  nervous  symptoms  result  from  diminished  excre- 
ti<m^and  the  retention  of  toxines.  No  greater  mistake  can  be 
made  than  the  treatment  of  these  cases  by  the  administration  of 
the  bromides.  The  treatment  should  be  directed  to  increasing 
the  action  of  the  excretorv  organs. 

It  has  been  mv  custon/to  determine  by  the  percentage  of  urea 
the  quantity  of  urinarv  solids  excreted.  1  have  found  the 
method  of  Squibb  very  convenient,  as  it  does  not  involve  the 
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use  of  that  very  disagreeable  agent — bromine.  The  diet  should 
consist  of  meat,  fish,  birds,  mutton,  and  an  abundance  of  fruit. 
For  restless  patients  with  diminished  excretion  a  warm  bath  at 
night  will  be  found  useful,  and  it  will  often  promote  sleep.  The 
best  treatment  for  puerperal  eclampsia  is  a  prophylactic  one,  but 
to  carry  out  this  successfully  will  require  that  the  profession 
shall  educate  their  patients  up  to  a  sense  of  the  importance  of 
their  being  kept  under  medical  supervision  during  pregnancy. 
It  is  rare  that  patients  suffer  from  eclampsia  until  it  is  precipi- 
tated by  the  irritation  resulting  from  the  beginning  of  labor. 
As  so  few  of  our  patients  are  in  perfect  health,  it  cannot  be  said 
that  labor  is  often  a  strictly  physiological  process. 


Third  Day,  Thursday,  May  30^A — Morning  Session. 

DISCUSSION    ON    ECLAMPSIA. 

Dr.  W.  T.  Lusk  said  that  it  was  a  favorite  idea  of  Dr.  For- 
dyce  Barker  that  puerperal  eclampsia  could  be  most  successfully 
treated  by  veratrum  viride.  Personally  he  had  never  dared  to 
give  it  in  half-teaspoonful  doses,  either  hypodermatically  or 
otherwise.  The  theory  that  had  found  most  general  favor  was 
that  the  majority  of  cases  of  puerperal  eclampsia  were  due  to  a 
reflex  spasm  of  the  vessels  in  the  brain,  and  that  the  kidney 
affection  and  the  anemic  condition  of  the  brain  were  coincident 
and  were  due  to  the  same  cause.  Of  course  it  was  well  under- 
stood that  the  accumulation  of  excrementitious  substances  in  the 
blood  gave  the  gravity  to  the  situation  in  these  cases,  but  the 
convulsions  themselves  were  apparently  due  to  the  reflex  spasm 
just  mentioned.  His  own  treatment  of  puerperal  eclampsia  had 
been  based  on  efforts  to  rapidly  empty  the  uterus — a  plan  now  be- 
coming quite  universal.  The  theory  was  that  the  accumulation 
of  excrementitious  material,  associated  with  the  stoppage  of  the 
function  of  the  kidneys,  led  in  a  very  short  time  to  fatty  degene- 
ration of  the  heart  muscle.  The  rapid  emptying  of  the  uterus 
by  removing  the  reflex  causes  led  to  the  suspension  of  the  con- 
vulsions in  about  ninety  per  cent  of  the  cases.  These  convul- 
sions had  been  noted  to  come  on  most  frequently  just  as  the 
head  settled  down  into  the  pelvis.  It  was  very  important  that 
the  uterus  should  be  emptied  while  the  patient  was  under  an 
anesthetic,  and  also  that  the  anesthesia  should  not  be  too  pro- 
longed, as  the  latter  was  often  in  itself  responsible  for  the  death 
of  the  patient.  A  deep  incision  should  be  made  into  the  cervix, 
and  the  child  delivered,  in  multiparse,  in  the  course  of  half  an 
hour.  In  primiparae  it  was  better  to  use  the  dilator  until  the 
cervix  had  been  softened  to  a  certain  extent,  and  then  to  em- 
ploy these  deep  incisions.  Such  a  procedure  would  have  been 
considered  very  rash  five  years  ago,  but  with  proper  antiseptic 
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precautions  it  seemed  probable  that  this  pFOcedure  could  be  car- 
ried out  with  entire  safety. 

Dr.  a.  Lapthorn  Smith  said  that  he  hoped  that  the  general 
tenor  of  this  discussion  would  be  in  favor  of  the  early  emptying 
of  the  uterus  whenever  the  obstetrician  felt  there  was  the  slight- 
est danger  of  puerperal  eclampsia.  Whenever  the  urine  was 
decidedly  deficient  in  quantity  and  laden  with  albumin  he  felt 
it  was  almost  criminal  to  refrain  from  this  measure.  He  had 
advocated  this  method  of  treatment  for  many  years,  and  at  the 
present  time  with  much  less  opposition  than  formerly.  It  was 
very  desirable,  as  soon  as  the  patient  was  seen,  to  bring  the  pa- 
tient under  the  intluence  of  chloral  and  bromide  by  means  of 
rectal  injections,  and  so  quiet  the  nervous  system  and  hasten  the 
dilatation  of  the  cervix.  It  was  also  very  important  to  give  these 
patients  water  very  freely,  for  examinations  after  labor  showed 
that  the  urine  was  very  scanty  and  loaded  with  solids.  His  plan 
was  to  place  the  patient  near  some  source  of  heat  and  insist  that 
she  should  drink  very  freely  of  water.  If  the  patient  could  not 
be  induced  to  take  sufficient  quantities  of  water — which  was  the 
best  of  all  diuretics — he  would  give  the  water  per  rectum. 

Dr.  George  J.  Engelmanx,  of  St.  Louis, said  that  he  had  seen 
the  urine  loaded  with  albumin  so  as  to  coagulate  completely,  and 
yet  the  patients  carried  safely  to  full  term  by  proper  medication. 
He  felt  that  too  little  attention  was  paid  to  this  unless  striking 
symptoms  were  observed.  The  most  important  point  of  all  was 
to  insist  u])on  a  more  careful  and  general  medical  supervision  of 
pregnant  women. 

The  Prbsident  said  that  he  thought  a  cardinal  point  in  the 
causation  of  these  cases  was  not  the  albuminuria,  but  really  a 
condition  of  renal  insufficiency.  In  many  cases  the  urine  W(juld 
be  found  entirely  free  from  albumin  u])  to  the  time  of  the  ap- 
pearance of  the  convulsions,  yet  it  would  l>e  found  that  the  daily 
quantity  of  urine  had  been  greatl}'  reduced  for  some  time  pre- 
viously. He  also  believed  that  water  was  one  df  the  very  best 
of  diuretics,  and  hence  one  of  the  best  prophylactic  agents  in 
this  class  of  eases. 

He  lia<l  had  considerable  exiiericnce  with  veratrum  viride,  and 
valued  it  as  iiighly  as  Dr.  Reamy  did,  although  lie  iiad  not  given 
it  in  such  large  doses.  Not  long  ago  he  had  been  called  in  con- 
sultation to  a  patient  who  was  blue  and  cold,  and  apjmrently 
morii)und,  as  a  result  of  the  free  administration  of  veratrum 
viride  l)y  another  j)hysician.  This  ]>hysician  had  given  the  pa- 
tient a  teaspoonful  of  the  fluid  extract  ofveratniin  viride,  and  this 
had  produced  such  marked  symjitoms  of  poisoning  that  deatii  jiad 
for  tiie  time  seemed  imminent.  Since  then  he  liad  not  been  so 
afraid  to  administer  this  drug,  as  the  patient  referred  to  had 
rapidly  recovered  from  the  poisonous  effects  of  this  large  dose. 
It  was  evidently  a  drug  that  was  very  rapidly  eliminated.  He 
felt  sure  that  he  had  saved  a  number  of  lives  by  the  hypodermatic 
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use  of  veratrum  viridein  sufficient  doses  to  keep  the  pulse  down 
to  sixty.  Tf,  however,  the  patient  was  weak  and  badly  nourished, 
and  the  pulse  was  soft  and  rapid,  he  did  not  believe  that  vera- 
trum viride  was  indicated. 

Dr.  Reamy,  in  closing  the  discussion,  said  that  he  fully  sub- 
scribed to  all  the  statements  that  had  been  made  in  the  discus- 
sion as  to  the  necessity  of  frequently  inquiring  into  the  func- 
tional conditions  of  the  kidneys  during  the  pregnant  state.  The 
consensus  of  opinion  at  the  present  time  seemed  to  be  that  an 
attack  of  puerperal  eclampsia  was  directly  due  to  toxemia,  and 
that  the  only  protection  that  every  pregnant  woman  had  against 
the  accumulation  of  toxic  products  was  through  the  health  and 
activity  of  the  lungs,  skin,  and  kidneys.  He  did  not  believe 
that  Dr.  Smith's  position  on  this  question  was  tenable — viz., 
that  the  woman  should  always  be  delivered  as  soon  as  possible 
in  cases  in  which  convulsions  occur.  It  should  be  remembered 
that  in  a  large  proportion  of  the  cases  reported  in  his  paper  the 
convulsions  had  not  occurred  until  after  delivery,  and  the  same 
was  true  of  most  of  the  cases  reported  in  medical  literature  for 
the  past  thirty  years.  Ordinarily  the  disease  was  not  so  fatal  when 
the  convulsions  occurred  at  this  time  as  when  they  first  appeared 
before  delivery,  yet  he  did  not  think  that  the  presence  of  the 
child  in  utero  should  constitute  any  very  great  danger.  The 
process  of  forcible  dilatation  of  the  cervix  and  rapid  delivery 
seemed  to  him  to  be  productive  of  as  much  irritation  as  the 
usual  continuance  of  labor.  The  object  of  his  paper  had  been 
to  demonstrate  the  view  that  veratrum  viride  would  arrest  the 
convulsion  in  a  large  percentage  of  the  cases,  doubtless  by  ar- 
resting the  vasomotor  j>aralysis  and  overcoming  the  cerebral 
anemia,  and  also  by  its  effect  in  producing  profuse  diaphoresis 
and  diuresis.  This  effect  on  the  emunctories  had  not  received, 
it  seemed  to  him,  the  attention  it  deserved. 

THE    ULTIMATE    RESULTS    OF   TRACHELORRHAPHY. 

Dr.  Willis  E.  Ford,  of  Utica. — I  shall  refer  in  this  paper  to 
the  results  of  trachelorrhaphy  on  nervous  disorders.  I  have  had 
an  opportunity  of  personally  observing  many  cases  for  years 
after  this  operation  has  been  performed.  Mucli  has  been  said 
about  reflex  disturbances  resulting  from  laceration  of  the  cer- 
vix. A  mass  of  cicatricial  tissue  in  the  cervix  may  often  inter- 
=  fere  with  the  circulation  of  the  parts  and  so  produce  pain. 
Continual  irritation  of  the  afferent  nerve  may  so  disturb  the 
ganglionic  centre  that  the  explosion  of  nervous  influence  may 
take  place  along  another  nerve  leading  from  this  centre.  Cervi- 
cal laceration  is  only  an  indirect  cause  of  nervous  disorders,  and, 
if  we  exclude  the  term  "  reflex  pain,"  we  must  say  that  a  ner- 
vous disorder  is  improved  by  trachelorrhaphy  only  by  the  bene- 
ficial action  of  this  operation  on  the  general  health.     On  the 
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Other  hand,  there  is  a  large  number  of  eases  which  are  made 
worse  by  an  operation  ;  for,  having  been  relieved  of  some  symp- 
toms by  one  operation,  operative  interference  is  constantly 
sought  for  for  the  relief  of  all  sorts  of  pains  and  discomfort.  ^ 
On  looking  up  my  own  statistics  regarding  the  ultimate  re- 
sults of  trachelorrhaphy,  I  have  found  one  hundred  and  thirty- 
six  cases  that  I  have  carefully  observed  for  periods  varying  from 
one  to  nine  years  after  the  operation.  Slight  rents  where  the 
membrane  has  healed  and  remained  sound  have  never  seemed 
to  me  to  justify  the  operation.  Out  of  these  one  hundred  and 
thirty-six  cases,  sixty  did  not  present  any  unusual  nervous  symp- 
toms, and  the  operation  was  done  for  the  usual  conditions  of 
ill  health  and  pelvic  pain.  The  recovery  in  all  was  satisfactory. 
In  the  other  seventy-six  cases  there  was  marked  neurasthenia. 
They  had  deep  lacerations  and  enlarged  uteri.  I  carefully  re- 
paired the  cervix  in  each  case  and  kept  the  patients  in  bed  for 
about  one  month.  In  forty  nine  of  the  cases  the  recovery  from 
nervous  symptoms  under  proper  treatment  for  a  whole  year  took 
place.  Twenty-five  cases  remained  uncured  after  the  lapse  of 
one  year,  not  as  a  result  of  any  failure  of  the  operation,  because 
there  was  no  remaining  pelvic  disorder,  but  because  they  were 
obstinate  examples  of  neurasthenia.  If  the  general  health  is 
not  impaired  at  all  the  trachelorrhaphy  does  not  materially 
influence  the  course  of  the  nervous  disease,  such  as  neurasthenia, 
neuralgia,  epilepsy,  hysteria,  etc.  The  reason  for  this  is  that 
these  disorders  have  a  deeper  cause  than  any  form  of  peripheral 
irritation.  The  recognition  of  this  fact  will  prevent  us  from 
promising  more  from  trachelorrhaphy  or  similar  operations  than 
they  can  be  reasonably  expected  to  do. 

(To  be  continued.) 
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Meeting  of  April  2d,  181)5  {c(mti7uied). 
Dr.  George  C.  Freeborx  read  a  paper  entitled 

scppurativp:  lesions  of  the  fallopian  tuhe  and  ovary,  with 
demonstration  of  specimens.' 

Dr.  Edebohls. — Dr.  Freeborn  has  presented  to  us  the  ])atho- 
logical  side  of  a  (juestion  the  practical  aspects  of  which  we  are 
all  more  or  less  familiiir  with.  liut,  as  I  take  it,  the  therapeuti- 
cal indications  suggested   by  the  specimens  presented  are  not 

'  See  original  article,  p.  48. 
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now  under  discussion.  It  is  a  question  of  pure  pathology  alone, 
and  I  frankly  admit  that  I  have  nothino;  at  all  to  add  to  the 
valuable  pathological  exhibit  made  here  to-night,  but  would  ex- 
press to  Dr.  Freeborn  my  deep  sense  of  obligation  for  the  object 
lesson  derived  from  the  beautiful  and  instructive  speciniens 
shown,  and  which  I  have  not  seen  equalled  in  any  collection  else- 
where. 

Dr.  Wylie. — I  have  nothing  to  say  except  to  agree  with  Dr. 
Freeborn  in  most  things,  and  'to  state  that  I  have  never  before 
seen  such  a  display  of  specimens  of  pyosalpinx.  I  hope  the 
author  will  have  them  put  in  book  form,  so  that  they  may  have 
a  wide  circulation.  This  display  reminds  me  of  one  made  at 
Dr.  Emmet's  house  a  good  many  years  ago,  after  he  had  come 
back  from  Europe,  bringing  with  him  a  large  number  of  speci- 
mens of  pyosalpinx  from  Mr.  Tait.  That  was  the  first  introduc- 
tion of  the  subject  in  that  form  into  this  country,  and  it  made  it 
so  plain  to  me  that  1  soon  began  to  remove  such  diseased  tubes, 
and  have  continued  to  do  so  since.  No  doubt  it  also  helped 
many  other  young  men  to  a  more  accurate  knowledge  of  pyosal- 
pinx, a  subject  which  at  that  time  was  very  little  known.  It  is 
true  Battey  had  introduced  his  normal  ovariotomy,  and  I  sup- 
pose some  diseased  tubes  had  been  removed  with  the  ovaries,  but 
we  did  not  understand  pyosalpinx.  I  know  I  had  seen  but  few 
cases.  The  first  was  in  the  Woman's  Hospital  twenty  live  years 
ago,  and  it  was  such  a  rarity  that  I  made  a  drawing  of  it,  had  it 
published,  yet  could  get  little  information  with  regard  to  the 
condition.  But  on  the  evening  already  alluded  to  Dr.  Emmet 
gave  us  information  which  certainly  was  the  starting  point  of  a 
practical  study  of  pyosalpinx  in  this  country,  and  the  demon- 
stration made  here  to-night  shows  what  it  has  come  to,  IIow 
clearly  have  so  many  doubtful  points  been  brought  out  and  made 
perfectly  plain  ! 

Dr.  H.  C.  Coe. — I  feel  that  we  are  very  much  indebted  to  Dr. 
Freeborn  for  directing  our  attention  to  the  anatomical  side  of 
this  question,  which  we  are  in  the  habit  of  discussing  here  in  a 
somewhat  theoretical  way.  A  review  of  our  Transactions  will 
show  that  we  have  theorized  a  good  deal  on  the  subject  of  tubal 
disease,  so  that  it  is  well  to  come  down  to  facts  occasionall3\ 
Before  Dr.  Freeborn  closes  the  discussion  I  shall  be  obliged  to 
him  if  he  will  throw  light  on  some  questions  which  we  have 
usually  discussed  more  from  the  clinical  than  from  the  anatomi- 
cal side.  In  the  first  place,  as  to  aspirating  a  pyosalpinx  or  ova- 
rian abscess  per  vaginam,  what  is  the  resuft  anatomically  ?  Can 
it  be  regarded  as  cured,  like  a  pelvic  abscess  treated  in  the  same 
manner?  Or  is  the  measure  only  palliative,  requiring  a  radical 
operation  later  ?  2.  Cases  have  been  reported  where  a  double 
pyosalpinx  has  been  cured  and  pregnancy  has  occurred  subse- 
quently. Is  this  possible  ?  3.  We  have  heard  it  stated  here  by 
emment  gentlemen,  but  purely  on  clinical   grounds,  that  it  is 
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possible  to  drain  a  pyosalpiiix  tliroujjh  the  uterus  after  curet- 
tage. If  tins  is  true,  does  tlie  curette  open  up  the  uterine  ex- 
tremity of  the  occhided  tube,  or  are  contractions  excited  in  the 
tube,  as  well  as  in  the  uterus,  by  the  presence  of  the  gauze  drain, 
which  force  the  pns  out  into  the  uterus  ?  I  must  confess  that  I 
have  always  been  sceptical  about  this  from  the  anatomical  stand- 
point. I  recently  removed  a  double  pyosalpinx  which  had  been 
treated  in  that  way  by  another  surgeon,  who  supposed  that  he 
had  drained  the  sacs  in  this  way,  but  I  found  the  uterine  ends 
of  both  tubes  occluded  in  such  a  way  that  it  would  have  been 
impossible  for  any  fluid  to  escape.  I  think  tliat  this  question 
cannot  be  settled  clinically,  for  we  all  know  how  often  a  pyosal- 
pinx seems  large  at  one  time,  small  at  another,  and  how  often  we 
find  simply  a  large,  thickened  tube  where  we  had  supposed 
there  was  a  pus  sac,  or  pyosalpinx  has  been  diagnosticated  when 
there  is  really  an  ovarian  abscess. 

4.  Another  point  on  which  I  would  like  some  light  is  the  ques- 
tion of  the  extreme  virulence  of  pus  from  a  true  ovarian  abscess 
as  compared  with  pus  from  a  pyosalpinx.  We  all  know  that 
the  prognosis  is  entirely  different  according  to  which  kind  of 
pus  comes  in  contact  with  the  peritoneum.  Is  the  difference 
due  simply  to  a  peculiarity  of  the  abscess  of  the  ovary,  or  to  its 
usual  proximity  to  the  large  intestine  to  which  it  is  often  adhe- 
rent ?     Does  the  presence  of  colon  bacteria  account  for  it  ? 

Dk.  Freeborn. — Dr.  Coe  has  sent  a  number  of  posers  at  me, 
and  I  shall  only  attempt  to  answer  from  the  anatomical  side. 
With  regard  to  the  iirst  question,  whether  cure  may  not  follow 
incising  a  pyosalpinx  or  suppurating  cyst  and  draining  through 
the  vagina,  I  can  see  no  reason  why  it  may  not.  provided  tiiere 
is  granulation  tissue  inside  the  cavity,  the  walls  become  coap- 
tated  and  unite  l)y  granulation  before  the  cavity  refills.  But  if 
the  walls  were  not  to  collapse  1  should  think  there  would  be 
great  danger  of  reinfection  through  the  vaginal  opening,  and 
obliteration  of  the  pus  cavity  might  not  take  place.  With  re- 
gard to  the  second  question,  drainage  of  a  pyosalpinx  into  the 
uterus,  my  o|)inion  is,  based  on  an  examination  of  these  speci- 
mens, that  it  is  utterly  impossible,  for  I  And  that  in  almost  all  of 
these  cases  the  lumen  of  the  tube  is  comjiletely  obliterated  by 
destruction  of  the  mucous  membrane  and  the  formation  of  new 
tissue. 

In  reply  to  the  fourth  question,  relating  to  the  virulence  of 
the  pus,  from  the  results  of  numerous  bacterial  examinations 
made  by  dilTerent  investigators  it  nuiy  be  said  that  there  are 
always  pyogenic  germs  in  the  early  cases.  In  suppurating  cyst 
of  the  ovary  the  pus  becomes  sterile  at  quite  an  early  stage,  so 
that  the  pus  found  later  is  due  to  the  condition  of  the  interior 
of  the  cyst,  analogous  to  that  of  an  ulcer.  In  such  cases  there  is 
little  chance  of  septic  infection  from  spilling  of  the  ])us  into  the 
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peritoneal  cavity.  Bat  in  the  early  stage,  where  septic  germs 
a,re  still  present,  there  is  danger. 

Dr.  Ralph  Waldo  related  a  case  which  he  thought  might 
have  some  bearing  on  Dr.  Coe's  second  question.  Last  year, 
when  sounding  the  uterus  with  a  dull  curette  prior  to  using  the 
sharp  one  for  endometritis,  the  patient  lying  on  the  side,  he 
found,  when  the  instrument  struck  the  fundus  of  the  organ,  that 
it  was  about  the  normal  depth,  but  on  reaching  the  left  lower  side, 
corresponding  to  the  left  horn,  the  instrument  entered  the  full 
length  of  the  handle  without  any  force  being  used.  Evidently 
it  had  entered  some  cavity,  and,  as  no  reaction  followed,  he  had 
ever  since  supposed  that  it  entered  a  dilated  Fallopian  tube. 
Under  such  circumstances  he  could  conceive  of  a  pyosalpinx 
■emptying  into  the  uterus. 

The  President,  Dr.  Emmet,  remarked  that  inasmuch  as 
there  was  no  pus  present  in  Dr.  Waldo's  case  to  indicate  closure 
of  the  uterine  extremity  of  the  tube  from  granulation  tissue,  as 
described  by  Dr.  Freeborn  in  pyosalpinx,  the  case  hardly  had  a 
bearing  on  the  question. 

Dr.  Jarman  thought  Dr.  Freeborn  might  not  have  understood 
Dr.  Coe's  last  question,  which  was,  why  in  true  ovarian  abscess 
the  pus  should  be  more  virulent. 

Dr.  Freeborn  said  that  his  previous  reply  had  referred  to 
suppurating  ovarian  cyst.  It  was  different  in  true  ovarian 
abscess,  for  here  the  pus  was  exceedingly  virulent. 

Replying  to  an  interrogatory  by  the  President  as  to  whether 
there  was  a  time  limit  which  would  enable  one  to  classify  an 
ovarian  abscess  as  early  or  old,  he  said  he  knew  none ;  it  was 
rather  the  condition  of  the  abscess.  He  supposed,  however,  that 
there  might  be  a  fresh  infection,  rendering  an  old  one  again 
virulent. 

Dr.  Coe  having  referred  to  the  influence  on  virulence  of 
adhesion  of  the  bowel  and  possible  infection  by  the  bacillus  coli 
communis.  Dr.  Freeborn  said  he  was  unable  to  throw  any  light 
on  that  point.  Personally  he  felt  that  a  great  deal  had  been 
laid  at  the  door  of  the  bacillus  coli  communis  which  it  was  not 
justified  in  shouldering. 

Dr.  Currier  asked  Dr.  Freeborn  whether  it  was  not  a  fact 
that  in  young  women  the  pyosalpinx  process  was  usually  more 
virulent  than  in  those  who  had  reached  middle  life — owing,  per- 
haps, to  a  difference  in  the  vitality  or  virility  of  the  epithelium. 

Dr.  Freeborn  replied  that  he  had  no  information  on  that 
point. 

Dr.  Cctrrier  had  noticed  that,  in  gonorrheal  cases  especially, 
the  process  was  more  intense  in  young  women  than  in  those  near 
middle  life. 

Dr.  Wylie  added  that  early  in  his  experience  he  had  noticed 
that  pyosalpinx  seldom  occurred  in  women  who  had  not  borne 
children  or  had  abortion.     Probably  not  more  than  one  or  two 
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out  of  twenty  failed  to  give  a  history  of  abortion  or  childbirth. 
If,  however,  there  was  a  fibroid,  or  enlarged  condition  of  the 
uterus  from  some  cause,  pyosalpinx  might  arise.  He  asked  Dr. 
Freeborn's  experience  in  this  regard. 

Dr.  Freeborn  could  only  state  that  he  had  specimens  of  pyo- 
salpinx whicb  were  removed  from  women  who  never  had  been 
married  and  who  never  had  a  miscarriage.  He  could  not  state 
their  frequency. 

Dr.  Wylie  remarked  that  there  were  such  cases,  but  the 
question  was.  How  frequently  did  they  occur  ? 

Dk.  Boldt  said  they  did  occur,  but  they  were  rare.  He  could 
recall  a  case  of  double  pyosalpinx  in  a  patient  who,  he  was  sure, 
was  a  virgin. 


Stated  Meeting,  April  16^A,  1895. 
The  President,  Bache  McE.  Emmet,  M.D.,  in  the  Chair. 

Dr.  W.  R.  Pryor  presented  two  uteri  from  cases  of  puerperal 

septicemia  without  peritonitis;  one  removed  at  autopsy  after 
Cesarean  section  by  Dr.  Edgar,  the  other  removed  l)y  himself 
by  abdominal  hysterectomy. 

Dr.  Pryor  added  that  these  made  seven  cases  altogether  seen 
by  him  of  puerperal  sepsis  without  any  lymph  in  the  peritoneum 
and  with  normal  tul)es,  in  wliich  the  patients  had  died  or  would 
have  died  without  operation.  The  other  live  had  occurred  in 
the  practice  of  different  men. 

HYSTERECTOMY    FOR    PUERPERAL   INFECTION  ;    RECOVERY. 

A.  von  B.,  aet.  27,  single;  Holland;  domestic;  confined  Alarch 
16th,  1895,  the  labor  being  "pop"  and  the  usual  antisej^tic 
preparation  iinpo-^sible.  Perineum  slightly  torn  and  sewed  with 
silkworm  gut.  For  nine  days  the  temperature  was  taken  and 
was  never  above  100°.  For  four  days  more  no  temperature  was 
taken.  March  .'><>tli,  at  :>  p.m.,  she  had  a  headaclie  and  seemed 
warm;  her  temperature  taken  and  found  to  be  1<>4.4°  rectal, 
pulse  110,  respiration  28;  no  odor  to  lochia,  no  chill.  This  was 
fourteen  days  after  confinement.  She  was  jnirged  and  given  grs. 
XV.  quinia.  March  31st.  at  midnight,  she  received  by  rectum 
auti|)yrin  grs.  xv.,  (piinia  grs.  xx.  Little  impression  made  upon 
the  temperature.  Marcli  31st,  6  p.m.,  the  uterus  was  washed  out 
with  several  (juarts  of  boric  acid  solution  and  the  temperature 
fell  to  103  ;  she  received  grs.  xv.  quinia  on  this  day.  At  3  a.m. 
April  2d  she  i»ad  a  temperature  of  still  over  103°,  it  having  been 
105.4°  at  11  P.M.  on  April  1st.  In  two  days  she  had  received 
grs.  XXX.  (juinia  1)V  mouth  and  grs.  xx.  in  solution  by  rectum  with 
no  appreciable  etfi'ct.  I  examined  her  A|)ril  1st  and  found  the 
torn  perineum  ununited  and  covered  l»y  false  membrane.  There 
was  very  little  lochial  discharge,  free  from  odur.     Uterus  soft. 
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in  good  position,  a  little  sensitive  to  pressure.     I  determined  to 
curette  the  uterus.  ^  April  2d,  at  3  p.m.,  her  temperature  being 
101    (after  antipjrm)  and  pulse  140 +  ,  I  began  to  curette      I 
lound  the  uterus  much  broken  down,  the  curette  bringiug  awav 
large  shreds  of  uterine  tissue;  the   bleeding  was  very  fevere 
lielievmg  the  uterus  to  be  in  a  condition  of  begiuning  gangrene' 
1  made  the  Segond  incision  and  applied  the  forceps  to  the  ute- 
rine arteries.     The  cul-de-sac  was  easily  opened.     In  dissecting  up 
the  loose  bladder  mv  index  finger  perforated  the  anterior  utenne 
wall  verj  easily      The  tissue  being  so  friable,  I  put  the  patient 
into    Trendelenburg's   posture   and   removed   the   uterus   from 
above.     Ihe  stumps  of  the  uterine  arteries  were  so  rotten  that 
ligatures  cut  through  and  I  had  to  apply  forceps.     The  ovarian 
arteries  held  the  ligatures  very  nicely.     A  very  large   Mikulicz 
was  made,  completely  isolating  the  pelvis,  the  two  forceps  on  the 
uterine  arteries  sticking  above  the  dressings.     The  vagina  was 
packed  with  gauze.     Transfused  into  median  cephalic  vein  O  i 
salt  solution.     Pulse  at  this  time  was  160-it  dropped  to  128.* 
Changed  the  Mikulicz  April  Tth  ;   second  Mikulicz  April  10th 
and  removed  one  necrotic  stump  of  uterine  artery.     April  13th' 
third  dressing  and  removed  the  other  blackened  stump      The' 
patient  has  received  no  quinia  since  operation,  and  the  tempera- 
ture has  steadily  fallen  until  nowit  is  normal,  with  a  normal  pulse 
bhe  has  never  vomited,  has  had  but  one  slight  chill,  coming  on  the 
9th  and  running  the  temperature  up  tw..  degrees.     She  still  has 
in  a  small  Mikulicz,  and  the  vault  of  the  vagina  is  open,  giving 
through-and-through   drainage,  but  the  discharge  is  scant  and 
serous  in  character.     The  incision  was  covered  by  false  mem- 
brane for  a  week  after  operation.     Her  child  has  sore  eyes,  and 
thegonococcus  has  been  found  in  the  eye  discharges.     I  am 
having  cultures  made  of  the  fluids  from  the  woman.     At  the  time 
ot  operation  I  found  absolutely  no  sign  of  peritonitis  anywhere, 
no  lymph  no  pus.     The  uterus  was  remarkably  soft  and  exceed- 
ingly dark  in  color. 

Dr.  W.  R.  Pryor  also  reported  the  followino-- 
Through  the  kindness  of  the   operator  I   am   permitted    to 
showanother  specimen.^    E.  S.,  ^t.  22,  married,  Ipara.     Spin^ 
ihi  eight  and  one-half  inches,  cristje  ilii    ten  inches,  internal 
conjugate  two  and  one-half  inches. 

Dr.  Edgar  performed  a  very  rapid  and  pretty  Cesarean  sec- 
tion bilk  suture  in  uterine  muscle  and  catgut  in  peritoneum. 
Child  weighed  five  pounds  one  ounce.  The  operation  lasted 
torty  minutes.  Patient  syphilitic,  with  mucous  patches  on 
vulva;  temperature  at  end  of  twenty-four  hours  100.4°,  pulse 
10b.     Patient  died  on  twelfth  day  after  operation  with  a  tem- 

LTly      CMld  aHve      ^^'  '"'"  ""'^^  ^""^"^^^  ^'  ''^''''^  ™"^^ 
What  I  wish  to  draw  your  attention  to  is  the  absence  of  peri- 
tonitis in  both  these  full-term  septic  cases.     I  operated  upon 
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mine  three  days  after  the  rise  of  temperature  was  detected. 
In  the  Cesarean  case  the  autopsy  was  held  nearly  two  weeks 
after  the  operation  and  eleven  days  after  the  temperature  rose. 
In  neither  of  these  cases  was  there  peritonitis,  although  in  the 
last  case  the  infection  proved  fatal  and  caused  a  most  severe 
pleuritis.  It  would  appear  that  in  certain  cases  the  infection 
checks  the  vital  forces  in  the  uterus  so  suddenly  as  to  render  the 
production  of  lymph  impossible  upon  that  organ.  It  is  literally 
a  gangrene  of  the  uterus.  How  to  determine  when  this  form  of 
virulent  infection  comes  on  is,  of  course,  most  difficult.  In  my 
case  I  was  impelled  to  the  hysterectomy  by  the  character  of  the 
uterine  muscle  as  determined  by  the  curettage.  It  is  interest- 
ing to  note  that  both  cases  were  venereal.  It  is  also  difficult  to 
account  for  the  latency  of  the  infection,  in  my  case  its  coming 
on  the  fourteenth  day.  So  far  as  surgery  is  concerned,  I  believe 
it  is  yet  to  be  formulated. 

Both  specimens  show  the  tubes  uninvolved.  The  discolora- 
tion is  greater,  the  breaking-down  of  the  uterine  muscle  more 
advanced  in  Dr.  Edgar's  specimen,  and  in  his  there  is  the  in- 
cision of  the  section.  But  practically  both  uteri  are  alike  in 
the  absence  of  tubal  disease  and  peritonitis.  Taken  in  conjunc- 
tion with  uteri  which  have  been  shown  from  cases  dying  after 
criminal  abortion,  we  are  forced  to  believe  the  absence  or  pre- 
sence of  peritonitis  of  no  value  whatever  as  an  indication  of  the 
mode  of  infection.  Certainly  cases  which  are  fatal  most  rapidly 
are  the  very  ones  which  are  most  free  from  peritonitis,  while 
those  that  die  after  a  prolonged  infection  present  the  most  va- 
ried peritonitic  changes.  We  are  yet  to  learn  the  causative 
factor  or  factors  for  this,  and  until  we  do  know  them  the  sur- 
gery of  these  cases  cannot  be  definitely  settled  and  must  be 
largely  governed  by  such  conditions — emergency  conditions — 
as  presented  in  mine. 

Dr.  G.  C.  Freeborn  also  presented  specimens  from  a  case 
of  puerperal  septicemia  without  peritonitis  or  tubal  trouble. 
It  likewise  showed  the  result  of  ventral  fixation  of  the  uterus. 

UTERUS     SHOWING     THE    RESULTS    OF    VENTRAL     FIXATION     AND     OF 
SEPTICEMIA    FOLLOWING   THE   DEATH    OF   THE    FETUS. 

The  specimen  was  removed  post  mortem  from  a  woman  whose 
history  is  as  follows:  After  fixation  of  the  uterus — the  exact 
time  I  was  unable  to  find  out — she  became  pregnant  and  went 
on  to  the  fourth  month,  when  the  fetus  died.  It  was  removed 
and  the  uterus  curetted.  After  the  curetting  she  began  to  show 
symptoms  of  septicemia.  The  cavity  of  the  uterus  was  irrigated 
three  times  a  day,  hut  notwithstanding  this  tiiere  was  a  free 
flow  of  purulent  matter  from  the  vagina.  At  the  end  of  about 
a  week  the  woman  died  of  septicemia. 

The  uterus  was  soft  and  the  tissues  friable  in  the  fresh  state. 
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It  measures  fifteen  centimetres  in  length  and  ten  centimetres 
across  at  the  fundus.  Section  shows  the  cavity  dilated  and  cov- 
ered with  necrotic  and  purulent  matter.  In  the  posterior  wall 
of  the  cervical  canal,  at  a  point  four  centimetres  above  the 
external  os,  there  is  a  transverse,  ragged  cut  two  and  a  quarter 
centimetres  in  length.  Longitudinal  section  through  the  central 
portion  of  this  cut  shows  that  it  extends  into  the  wall  of  the 
organ  for  about  two  millimetres  and  communicates  with  a  sinufr 
which  extends  back  to  within  two  millimetres  of  the  posterior 
surface  of  the  wall  of  the  cervix,  then,  turning  nearly  at  a  right 
angle,  it  passes  to  the  right  through  posterior  wall  and  commu- 
nicates with  an  abscess  in  the  right  broad  ligament. 

Attached  to  the  fundus  of  the  organ  is  a  portion  of  the  ante- 
rior abdominal  wall.  This  attachment  is  dense  fibrous  tissue^ 
the  result  of  the  ventral  fixation. 

The  abscess  of  the  right  broad  ligament,  and  its  communica- 
tion with  the  cavity  of  the  uterine  canal  by  the  above-described 
sinus,  account  for  the  free  discharge  of  pus  from  the  vagina.. 
The  cut  in  the  tissue  of  the  cervical  canal  was,  in  all  probability, 
made  at  the  time  of  the  curetting,  and  may  have  opened  into 
the  sinus,  which  might  have  existed  for  some  little  time  and 
have  been  the  result  of  the  burrowing  of  the  pus  from  the- 
abscess. 

SPECIMEN  SHOWING   THE   PRESERVATIVE    ACTION   OF   FORMALIN. 

The  specimen  consists  of  portions  of  the  wall  of  a  papilloma- 
tous cyst  of  the  ovary  which  has  been  preserved  in  a  two-per- 
cent solution  of  formalin  in  water.  The  entire  inner  surface  of 
the  cyst  wall  was  studded  with  small  masses  of  papillary  growths^. 
many  of  which  have  become  cystic.  In  addition  there  are  vari- 
ous sized  patches  of  yellow-colored  material.  The  specimen  is 
still  in  the  formalin  solution  and  shows  the  natural  colors  nearly 
as  well  as  when  fresh.  The  small  cysts  are  perfect,  showing  no> 
shrinkage.  The  specimen  has  been  in  the  preservative  fluid  for 
exactly  one  month. 

Dr.  E.  a.  Murray  said  he  wished  to  speak  of  two  points  in- 
connection  with  the  cases  presented,  although  he  had  heard  but 
a  portion  of  Dr.  Pryor's  remarks :  first,  with  regard  to  the 
occurrence  of  general  septic  infection  without  involvement  of 
the  peritoneum ;  second,  the  syphilitic  character  of  these  cases. 
The  presence  of  syphilis  in  puerperal  patients  ought  always  to^ 
be  carried  in  mind.  He  had  seen  the  epidemic  of  puerperal 
fever  in  Bellevue  in  1872,  and  remembered  that  it  started  in  a. 
case  of  syphilis  involving  the  external  genitals.  There  had. 
been  cases  in  that  hospital  prior  to  that,  but  these  were  of  pecu- 
liar character,  showing  a  false  membrane  in  almost  every  in- 
stance. Dr.  Murray  had  observed  the  membrane,  not  only  on 
the  external  genitals,  but  also  in  the  vagina,  and  even  as  high. 
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as  the  placental  site  in  the  uterus.  There  was  one  peculiarity 
about  the  cases — namely,  absence  of  any  marked  peritonitis  and 
presence  of  intense  septicemia.  There  was  great  collapse,  ten- 
derness and  bogginess,  if  not  actual  necrosis,  of  the  uteras. 
The  organ  could  easily  be  perforated.  The  patients  passed  into 
the  last  stages  of  septicemia  with  involvement  of  otlier  organs, 
such  a  condition  as  they  had  formerly  had  of  pyemia  and  septi- 
cemia in  the  surgical  wards  of  Belle vue. 

When  at  one  time  he  had  had  the  assigning  of  cases  of  mid- 
wifery to  students  at  the  University  Medical  College,  it  was  a 
common  thing  to  see  these  syphilitic  cases,  even  after  normal 
confinement,  have  fetid  lochia  in  spite  of  every  precaution  taken 
to  prevent  infection.  Some  would  not  have  any  marked  rise  of 
temperature,  but  the  lochia  would  be  fetid  and  the  curette  would 
bring  away  a  whitish,  cheesy-looking  material  such  as  one  fre- 
quently saw  in  tonsillitis  during  secondary  syphilis,  lie  had  ob- 
served this  condition  many  times,  and  used  to  call  the  attention 
of  the  hoase  staff  to  the  peculiar  appearance  of  the  debris 
brought  away  by  the  curette.  If  in  such  cases  one  sewed  up  a 
lacerated  perineum  or  cervix  it  would  almost  surely  fail  to  heal. 
This,  of  course,  increased  the  liability  to  infection  from  the 
lochia. 

Another  peculiarity  about  the  cases  of  puerperal  sej)sis  with 
this  membrane  was  that  the  uterus  would  be  found  involved 
while  the  peritoneum  was  free.  The  patients  almost  invariably 
died  when  the  uterus  became  involved,  but  if  treatment  were 
begun  while  the  membrane  was  limited  to  the  vulva  the  disease 
could  usually  be  controlled.  The  general  practitioner,  seeing  but 
few  such  cases,  failed  to  examine  the  vulva  and  neglected  the 
proper  treatment.  Conseijuently  patients  of  this  kind  seen  in 
consultation  in  private  i)ractice  had  almost  invariably  died.  Dr. 
Murray's  attention  had  first  been  called  to  the  vulva  by  an  ery- 
sipelatous rash  occurring  on  the  thighs  and  abdomen  in  two 
cases.  After  that  he  had  examined  the  genitals  as  soon  as  any 
symptoms  developed. 

The  use  of  the  curette  in  such  cases  had  not  been  followed  by 
much  benefit.  One  could  use  it  until  he  felt  that  tirm  tissue 
must  have  i)een  reached,  yet  the  whole  organ  was  so  necrotic 
that  the  patient  went  on  to  die  rapidly.  Dr.  Murray  had  been 
called  to  see  a  case  two  years  ago  with  Dr.  Friiitnight.  The  wo- 
man had  been  delivered  by  a  nurse,  had  not  been  touciied  l>y 
Dr.  F. ;  she  developed  intense  sepsi-*  within  twenty-four  hours. 
Dr.  A[urray  saw  her  at  the  eml  of  thirty-six  hours:  di|)litheritic 
membrane  was  present;  there  was  no  evidence,  from  external  ex- 
amination, of  peritonitis,  yet  the  patient  died  at  the  end  of  f(jrty- 
eight  hours.  lie  felt  almost  certain  that,  had  the  abdomen  been 
opened,  no  membrane  would  have  been  found  ou  the  peritoneum. 
The  nurse  had  previously  attended  a  case  which  died  of  septic 
peritonitis. 
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Dr.  H.  N.  Yineberg  recalled  a  case  which  he  had  seen  in  the 
-country  some  years  ago.  A  woman  had  given  birth  to  a  decid- 
edly syphilitic  child  about  the  sixth  or  seventh  month,  and 
following  it  she  had  a  very  severe  form  of  septicemia.  She 
passed  into  coma,  had  a  very  rapid  pulse  and  a  temperature  of 
104°  F.  The  uterus  was  irrigated  with  bichloride  solution.  No 
detritus  came  away.  Following  the  irrigation  the  woman  would 
come  out  of  her  comatous  condition,  the  temperature  would  fall 
to  about  101°,  but  the  symptoms  would  return  as  before  at  the 
end  of  four  or  six  hours.  He  tried  other  antiseptics,  but  none 
had  the  effect  of  the  bichloride,  and  his  impression  was  that  the 
bichloride  was  probably  absorbed  to  some  extent  and  acted  in  that 
way.  Consequently  he  began  the  administration  of  iodide  of 
potash  and  bichloride  internally,  and  the  woman  recovered  com- 
pletely after  three  or  four  weeks.  But  for  four  or  five  days,  or 
longer,  the  coma,  the  stertorous  breathing,  the  rise  of  tempera- 
ture, etc.,  had  recurred  regularly  some  hours  after  making  the 
bichloride  injections. 

Dr.  Yineberg  said  he  had  been  interested  in  Dr.  Pryor's  case 
of  late  infection  after  labor  in  a  patient  who  had  gonorrhea. 
Several  cases  of  this  sort  had  been  reported  by  Kronigt,  and 
Dr.  Yineberg  himself  had  had  two.  In  one  the  septic  symptoms 
developed  the  third  week,  in  the  other  the  second  week,  after 
labor,  and  in  both  there  was  gonorrhea.  One  of  the  character- 
istic features  of  gonorrheal  infection  was  its  later  development. 

Dr.  E.  a.  Tucker  thought  that  cases  of  late  puerperal  infec- 
tion were  really  cases  of  early  infection  which  had  remained 
latent.  That  is,  the  woman  became  infected  about  the  time  of 
labor,  but  as  long  as  she  remained  in  bed  septic  symptoms  did 
not  become  manifest.  He  had  seen  so  many  cases  of  that  kind 
that  they  had  impressed  themselves  upon  his  mind.  The  septic 
symptoms  became  evident  only  when  the  woman  got  up  about 
the  tenth  or  fourteenth  day  and  made  some  exertion.  Merely 
sitting  up  or  walking  around  wouldbringoutsymptoms  which  had 
not  been  manifest  before.  He  had  seen  such  a  case  last  week. 
The  woman  had  passed  ten  days  after  labor  with  an  ideal  tem- 
perature ;  she  then  sat  up  a  couple  of  hours,  and  the  temperature, 
preceded  by  chill,  rose  to  104°  F.  and  followed  a  characteristic 
septic  course  for  three  or  four  days.  Nothing  was  found  in  the 
uterus  in  that  case.  Gonorrheal  or  syphilitic  infection  might 
account  for  some  of  these  cases,  but  this  woman  certainly  had 
neither.  In  some  instances  he  had  found  a  small  piece  of  mem- 
brane or  tuft  of  placenta,  and  as  soon  as  this  had  been  removed 
all  the  symptoms  had  disappeared. 

Regarding  the  influence  of  syphilis  on  the  puerperal  state,  he 
could  not  agree  with  Dr.  Murray  that  syphilitic  women  were 
more  liable  to  sepsis  after  confinement  than  were  other  women. 
He  had  been  taught  that  they  were  more  liable,  had  read  it,  and 
had  expected  to  find  it  so,  but  his  experience  had  since  been  the 
11 
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other  way.  The  past  few  years  he  had  confined  quite  a  number 
of  syphilitic  women,  and  although  some  of  them  had  had  eleva- 
tion of  temperature,  a  great  many  had  not.  Those  whom  he 
had  expected  to  do  badly,  patients  with  many  symptoms  of 
syphilis,  had  had  a  normal  temperature,  so  that  he  had  come  to 
the  conclusion  that,  if  a  syphilitie  were  not  infected  with  ordi- 
nary puerperal  sepsis  and  was  kept  under  syphilitic  treatment, 
she  would  do  just  as  well  as  a  woman  who  had  not  syphilis. 

They  had  had  at  the  hospital  only  the  last  month  a  woman 
with  chancre  of  the  vulva,  with  an  indurated  area  on  the  right 
labium  and  perineum  which  tore  through  down  to  the  sphincter 
ani,  leaving  a  large  raw  surface  for  the  absorption  of  sepsis. 
The  surface  was  kept  clean  by  frequent  washing.  She  was  given 
a  third  of  a  grain  of  bichloride  of  mercury  daily.  She  rallied 
quickly  from  her  labor,  felt  in  excellent  condition,  had  a  normal 
temperature,  and  w^as  discharged  into  the  care  of  an  outside 
physician  at  the  end  of  two  weeks,  feeling  better  than  she  had 
before  entering  the  maternity.  Of  course  no  attempt  was  then 
made  to  sew  up  the  perineum,  as  it  would  almost  surely  have  re- 
sulted in  infection. 

Dr.  Tucker  said  he  had  understood  Dr.  Pryor  to  say  that  the 
most  rapidly  fatal  cases  of  puerperal  sepsis  were  those  which 
showed  no  peritonitis.  In  his  ovtu  experience  the  opposite 
class  had  been  most  rapidly  fatal — cases  of  peritonitis  with 
enormous  distention  of  the  abdomen.  In  one  case  of  that  kind, 
a  woman  infected  i)y  two  homeopaths,  who  had  during  ineffec- 
tual attempts  at  delivery  torn  the  vagina  and  done  much  other 
damage,  was  brought  to  the  hospital  and  was  delivered  by  crani- 
otomy <tf  a  child  already  dead  from  fracture  of  the  skull.  She 
died  within  forty-eight  hours, during  which  time  theabdomen  had 
become  enormously  distended.  The  autopsy  showed  gangrene 
extending  as  high  as  the  left  kidney,  and  marked  peritonitis. 

Dr.  a.  F.  Cukkier  thought  cases  of  puer])oral  sepsis  could  be 
divided,  so  far  as  treatment  was  concerned,  into  two  claBses, 
according  to  whether  they  were  seen  in  private  or  in  hospital 
practice.  Take  the  case  presented  \)y  Dr.  Freeborn  in  which 
there  was  an  abscess  in  the  posterior  wall  of  the  uterus,  and  in 
all  probability  general  infection  existed.  Assuming  that  the 
patient  could  bear  the  s^liock  of  an  operation,  he  doubted  very 
much  whether  an  operation  would  do  any  good.  The  patient 
w^is  so  thoroughly  septic  that  death  would  almost  surely  result  in 
any  event,  and  the  stiiock  of  the  operation  would  simply  hasten 
it.  Yet  if  we  sim])ly  curetted  and  the  patient  died  we  might 
reproach  ourselres  for  not  having  done  something  more  heroic. 
On  the  other  hand,  if  hysterectomy  were  ])erforined  and  the 
j)atient  died,  we  would  aijain  reproach  ourselves  for  the  inter- 
ference. Therefore  the  treatment  of  these  eases  presented  a 
problem  for  serious  and  earnest  consideration,  atid  all  cases 
which   liad  a  bearing  upon  its  solution  would  prove  of  value. 
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His  own  experience  with  abdominal  operations  in  advanced  cases 
of  puerperal  sepsis  had  been  disastrous.  He  would  be  glad  to 
have  light  thrown  upon  the  subject. 

Dk.  W.  T.  GiBB  related  the  following  case  of  latent  septic 
condition  of  the  uterus  after  parturition  :  A  woman  of  25,  mar- 
ried five  or  six  years  ;  first  child  ;  labor  normal  in  every  respect. 
She  went  along  in  perfect  condition  for  a  week,  with  normal 
temperature  and  pulse.  At  the  end  of  the  eighth  day  she  had  a 
slight  rigor,  followed  by  a  temperature  of  103°  F.  He  was  called 
immediately,  curetted  the  uterus  and  packed  it  with  iodoform- 
ized  gauze.  The  temperature  fell  slightly.  At  the  end  of 
twenty-four  hours  he  took  the  gauze  out,  washed  out  the  uterus, 
and  repacked  it.  There  was  no  discharge  from  the  uterus,  no 
tenderness,  no  odor,  nothing  to  indicate  trouble  in  that  organ. 
Nevertheless  he  had  curetted  and  packed  the  uterus,  and,  since 
there  was  no  improvement  in  her  condition,  he  called  Dr.  Polk, 
who  thought  she  had  septic  infection  and  advised  continuing 
washing  and  packing  the  uterus.  There  was  no  tenderness  over 
the  abdomen,  nothing  pointing  to  peritonitis  ;  the  uterus  was 
firm.  She  lived  two  weeks  in  this  septic  state,  and  died.  Dur- 
ing the  last  two  days  general  peritonitis  developed  and  the  tem- 
perature went  up  to  106°  F.  He  would  like  a  suggestion  as  to 
the  exact  nature  of  the  case.  He  had  been  very  careful  to  guard 
against  sepsis  during  the  confinement.    The  tubes  seemed  normal. 

De.  Mueeay  wished  to  correct  what  seemed  to  be  a  misappre- 
hension of  his  remarks.  There  were  three  kinds  of  peritonitis — 
lymphatic  absorption  causing  peritonitis,  and  peritonitis  by  ex- 
tension from  the  uterus  through  the  tubes,  and  through  the 
veins.  What  he  had  intended  to  say  was  that,  according  to  his 
own  observation,  absorption  of  septic  matter  through  the  veins 
was  usually  much  more  fatal,  and  much  more  quickly  fatal,  than 
either  lymphatic  or  extension  peritonitis.  In  the  case  related 
by  Dr.  Tucker  there  had  been  traumatism,  and  absorption  might 
have  taken  place  through  the  veins  as  well  as  through  the  cellu- 
lar tissue  and  lymphatics. 

De.  Clement  Cleveland  was  led  by  Dr.  Gibb's  remarks  to 
say  that  he  had  given  up  gauze  drainage  of  the  uterus  entirely, 
for  the  reason  that  he  had  not  been  satisfied  with  the  results. 
He  thought  he  got  better  drainage  without  gauze.  In  packing 
the  puerperal  uterus  with  gauze  it  was  quite  pertinent  to  ask 
whether  the  packing  might  not  be  done  too  closely  and  thus 
stop  drainage  rather  than  facilitate  it. 

De.  H.  !N.  Yinebeeg  presented 

A   DESMOID    CYST    OF   THE    LEFT    OVAEY    PEESENTING   AN    UNUSUAL 

FEATUEE. 

The  patient  was  30  years  old,  married  six  years,  and  had 
never  bee«  pregnant.  Menstruation  set  in  at  the  fifteenth  year 
and  was  irregular,  recurring  every  six  to  eight  we»ks.     After 
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marriage  the  menses  stayed  away  for  eleven  months  and  the 
patient  thought  herself  pregnant,  the  increase  in  size  of  the  ab- 
domen keeping  pace  with  the  supposed  period  of  pregnancy. 
After  she  had  passed  the  ordinary  term  and  labor  did  not  set  in, 
her  physician  made  an  examination  under  narcosis  and  ascer- 
tained the  cause  of  the  enlargement  to  be  due  to  a  "  phantom 
tumor."  Subsequent  to  this  the  menses  were  absent  for  six 
months  at  two  different  times.  Then  for  three  years  the  menses 
were  regular,  recurring  every  four  weeks.  IBut  at  my  first 
consultation,  on  March  27th,  1895,  she  had  not  menstruated  for 
seven  weeks.  For  the  past  year  the  menses  were  attended  with 
a  great  deal  of  pain ;  prior  to  that  they  were  painless.  For  the 
same  period  of  time  she  has  suffered  from  severe  backache, 
occasional  pain  in  the  left  groin,  headaches  coming  on  at  night 
and  lasting  about  three  hours,  dyspareunia,  loss  of  liesh  (having 
lost  forty  pounds  in  weight),  anorexia,  malaise,  and  constipation. 

She  is  a  large  woman,  of  fairly  good  color,  and  has  a  moderate 
amount  of  adipose  tissue.  Lungs,  heart,  and  kidneys  normal. 
Bimanual  examination  shows  the  uterus  to  be  crowded  toward 
the  sacrum  and  left  side  by  a  pelvic  tumor  in  median  position 
the  size  of  a  fetal  head.  The  tumor  is  freely  movable,  but 
owing  to  the  thickness  and  rigidity  of  the  abdominal  walls  it  is 
difficult  to  ascertain  whether  or  not  it  is  connected  with  the 
uterus.-  It  varies  in  consistence,  feeling  hard  like  bone  or  carti- 
lage at  some  points,  and  is  slightly  sensitive. 

A  probable  diagnosis  of  dermoid  of  the  ovary  was  made. 

I  performed  abdominal  celiotomy  on  April  3d.  On  entering 
the  peritoneal  cavity  and  finding  the  tumor  presenting  the 
characters  of  a  dermoid,  I  enlarged  my  incision  so  that  1  could 
deliver  it  entire,  which  was  not  an  easy  task,  owing  to  its  spheri- 
cal shape  and  smooth  surface.  The  right  ovary  was  considerably 
enlarged  and  appeared  to  be  diseased  at  its  distal  ])ole.  About 
one-third  of  this  jiortion  of  the  ovary  was  excised  and  the  wound 
in  the  ovary  sutured  by  a  continuous  catgut  suture, 

A  subperitoneal  fibroid  tumor,  the  size  of  an  English  walnut, 
was  found  attached  to  the  posterior  aspect  of  the  fundus  of  the 
uterus.  This  was  enucleated,  as  well  as  a  smaller  one  a  little 
lower  down  on  the  uterine  wall. 

The  patient  is  making  a  good  recovery,  interruj)ted  only  by  a 
small  mural  abscess  in  the  lower  angle  of  the  abdominal  incision. 
The  dermoid  tumor  on  being  incised  was  found  to  be  filled 
chiefly  with  a  thick,  jmrulent  fluid  and  ]>artly  with  smegma 
thickly  interspersed  with  hairs.  The  unusual  feature  of  tiie 
sjK'cimen  consists  in  two  sets  of  teeth  im])lanted  on  the  inner 
wall  of  the  cyst — one  set  consists  of  two  rows,  two  teeth  in  each 
row;  the  other  has  a  single  row  of  two  teeth.  Lying  between 
these  is  a  grayish  body,  seven  centimetres  long  and  one  centimetre 
in  thickness,  attached  at  either  end  to  the  inside  of  tiie  cyst  wall. 
An  incision  into  this  body  exposes  a  few  rudimentary  teeth. 
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Dr.  p.  F.  Chambers  presented  for  Dr.  G.  C.  McGannon,  a 
non-member, 

A    SPECIMEN    OF    EXTRAUTERINE    PREGNANCY. 

_  Mrs.  A.,  age  24;  married  two  and  a  half  years;  one  miscar- 
riage at  two  months  two  years  ago.  Menses  regular  until  period 
due  March  12th  was  missed.  Some  nausea  and  tenderness  of 
breasts;  thought  to  be  pregnant.  April  3d,  had  pain  on  right 
side,  referred  to  a  point  midway  between  ribs  and  ilium  ; 
whole  abdomen  tender;  boM-els  very  constipated;  several  days 
previously  temperature  100°,  pulse  108.  April  5th,  tenderness, 
slight  sanguineous  flow,  temperature  99|°,  pulse  104.  It  con- 
tinued sountii  April  12th,  when,  under  chloroform,  diagnosis  of 
extrauterine  pregnancy  was  made.  April  15th,  abdominal  sec- 
tion ;  free  blood  and  a  great  quantity  of  clots  found  in  peritoneal 
cavity  ;  right  tube  distended  and  bleeding  from  rupture.  Speci- 
men presented  removed ;  abdominal  cavity  well  washed  out  and 
closed.     To-night  patient  going  on  well. 

Official  Transactions.  Arthur  M.  Jacobus, 

Mecording  Secretary. 

(To  be  continued.) 
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Meeting  of  December  ^Oth,  1894. 

The  President,  Thomas  P.  White,  M.D.,  in  the  Chair. 

discussion  on  hysteria  continued. 

Dr.  C.  a.  L.  Eeed. — I  am  interested  in  the  paper  by  Dr. 
Ransohoff.  But  there  are  some  observations  which  show  mis- 
conceptions. The  statement  is  made,  and  with  a  certain  amount 
of  truth,  that  there  is  an  obvious  and  demonstrable  difference  in 
the  sensitiveness  of  the  nervous  systems  of  the  two  sexes,  and  that 
this  difference  is  shown  in  the  responsiveness  of  the  male  and  fe- 
male respectively  to  conditions  of  irritation  in  the  pelvis,  and  yet 
I  believe  the  difference  is  not  so  pronounced  as  one  might  infer. 
"While  it  was  not  stated,  still  the  legitimate  inference  could  be 
drawn  from  the  phraseology  that  all  cases  in  the  female  in  which 
there  are  certain  adhesions  of  the  tubes,  ovaries,  or  uterus  imping- 
ing upon  the  bladder  show  reflex  symptoms,  while  in  the  male  with 
a  corresponding  lesion  you  do  not  have  these  manifestations.  It 
is  true  we  might  have  adhesion  of  Meckel's  diverticulum  but  have 
no  particular  nervous  manifestations.     It  is  true  that  in  many 
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instances  you  may  have  the  vermiform  appendix  embedded  in  a 
mass  of  adhesions  and  have  no  pronounced  symptoms  of  nervous 
disorder.  Now,  in  reference  to  the  theory  that  the  male  pelvis 
does  not  manifest  these  reflex  phenomena  under  those  circum- 
stances, I  can  cite  a  case  that  was  referred  to  me  by  a  practitioner 
at  Independence,  Ky.:  a  young  man,  22  years  of  age,  with  most 
marked  choreic  phenomena  dating  back  to  a  traumatism  received 
four  years  previously  in  the  right  iliac  region.  The  boy  had 
been  bed-ridden  for  five  weeks,  and  there  had  been  persistent 
pain  from  the  time  of  that  injury  until  he  consulted  me.  I  made 
an  incision  and  found  great  bands  of  adhesion  about  the  head  of 
the  colon,  and  the  vermiform  appendix,  which  I  do  not  think 
had  been  the  seat  of  tlie  primary  difficulty  at  all,  was  bound 
down  in  this  same  exudate.  The  operation  relieved  those  adhe- 
sions. The  patient  made  a  prom])t  recovery,  and  is  to-day, 
two  months  after  the  operation,  well  and  hearty,  without  a  single 
evidence  of  choreic  disturbance.  I  am  not  aware  that  such  cases 
are  extensively  duplicated,  but  certainly  this  one  points  to  the 
fact  tiiat  we  do  have  these  reflex  disturbances.  And  why  should 
it  not  be  true  ?  Why  should  not  any  condition  which  nags  the 
nervous  system  provoke  a  condition  of  revolt,  the  manifestation, 
if  you  please,  of  organic  disturbance,  in  certain  cases  in  which 
the  cause  lias  been  of  sufficiently  long  duration  ?  Now,  on  the 
other  hand,  my  observation  is  to  the  effect  that  it  is  onl}'  the  very 
minimum  of  women  with  pelvic  lesions  who  have  reflex  phe- 
nomena. I  have  examined  many  women  with  profoundly  retro- 
flexed  uteri  and  no  distinct  nervous  trouble.  I  And  women  with 
extensive  disease  of  the  ovaries  and  the  tubes  in  whom  there  is 
no  particular  manifestation  of  nervous  disturbance  other  than 
that  general  impairment  of  function  which  comes  from  long 
impairment  of  health.  I  find  women  with  long-existing  tibroid 
tumors  in  whom  there  is  no  nervous  perturbation.  Therefore 
I  think  we  cannot  establish  any  particular  difference  in  this 
regard  between  the  two  sexes. 

Now,  when  Prof.  Kansohoff  replies,  I  wish  he  would  kindly 
address  himself  a  little  further  to  the  elucidation  of  urethral 
fever — the  traumatic  changes  that  follow  catheterization.  Are 
there  always  evidences  of  septic  infection  'i  In  what  number  of 
cases  do  we  have  a  purely  neurotic  manifestation  of  temperature 
variation  ?  I  ask  tliis  (juestion  for  the  reason  that  while  this 
seems  to  be  a  very  common,  practical,  cvery-day  observation  in 
the  hands  of  the  general  surgeon,  it  is  one  that  very  rarely  falls 
under  the  observation  of  the  gynecologist.  The  female  urethra 
can  be  catlietcrized  with  more  impunity  than  the  male  uretlira — 
another  circumstance  which  it  seems  to  me  tends  to  prove  that 
the  male  urethra  is  generally  more  responsive  to  reflex  dis- 
turbances than  is  the  female.  These  are  very  interesting  prob- 
lems. 

Dr.  Johnstone. — It  seems  to  me  the  cases  of  urethral  fever  I 
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had  wliile  doing  general  surgery  were  not  so  much  from  peri- 
pheral irritation  as  from  septic  poison,  and  I  hope  the  reader  will 
tell  us  more  fully  in  regard  to  that.  His  idea  is  that  urethral 
fever  is  an  absorptive  fever  ;  in  other  words,  tlie  male  urethra  is 
■so  much  longer  tlian  the  female  that  you  are  likely,  in  passing  a 
sound,  to  cause  some  abrasion.  I  remember  one  very  striking 
case  in  my  own  practice,  a  man  with  an  extremely  tight  stric- 
ture. He  went  for  a  year  or  eighteen  months  without  our  ever 
being  able  to  get  through  the  urethra  from  the  meatus  ;  even  a 
filiform  bougie  during  that  time  would  cause  a  chill  and  tem- 
perature to  104°  or  105°.  But  finally  he  told  me  I  had  to  bore 
through  if  it  killed  him ;  he  was  not  going  through  life  with  a 
solid  organ,  I  laid  the  urethra  open  from  directly  in  front  of 
the  anus  up  to  the  scrotum.  I  found  about  half  of  the  urethra 
•converted  into  scar  tissue.  After  the  operation  he  never  had  a 
temperature  as  high  as  100°.  Thus  it  seemed  the  condition  was 
■septic.  But  I  have  seen  other  cases  in  which  the  gentlest  pas- 
sage of  a  catheter  would  bring  on  a  chill. 

As  to  vesical  reflexes,  I  remember,  in  my  student  days,  a  case 
of  stone  in  the  bladder  in  which,  every  time  the  man  wanted  to 
urinate,  he  would  have  a  pain  in  his  left  shoulder.  That  was  in 
the  time  of  Ferguson,  so  we  know  even  the  old  surgeons  had 
«ome  idea  of  the  reflexes. 

I  had  one  unique  experience.  An  inveterate  masturbator,  30 
years  old,  was  brought  to  me  by  his  uncle,  who  wanted  me  to 
take  the  fellow's  testicles  out.  I  found  a  very  long  foreskin, 
which  kept  the  glans  in  an  extremely  sensitive  state.  I  circum- 
cised him  and  the  masturbation  was  cut  absolutely  short. 
"Whether  it  was  one  of  those  queer,  unusual  cases  of  a  mental 
impression  may  be  a  question.  It  seemed  to  be  a  case  in  which 
a  peripheral  irritation  kept  the  nerve  endings  very  sensitive. 

We  cannot  thank  these  surgeons  too  much  for  giving  us  these 
papers.  I  am  sure  I  have  learned  much,  and  in  closing  I  cannot 
■do  better  than  to  tender  the  thanks  of  the  whole  Society.  The 
difference  between  the  male  and  female  is  in  the  monthly  con- 
gestion, the  Stephenson  wave, 

Db.  Stewart. — It  seems  to  me  the  Stephenson  wave  may  have 
•a  great  deal  to  do  in  this,  but  there  is  something  more  in  the  fe- 
male than  the  Steplieuson  wave.  The  woman  is  different  from 
the  male  in  a  good  many  ways.  I  believ^e  man  is  hardened,  his 
nervous  system  is  insensitive,  and  his  nerves  are  toughened,  if 
you  please  ;  whereas  the  woman  is  more  retiring  and  her  nervous 
system  is  more  highly  developed,  but  when  she  is  out  in  the 
world  and  leads  a  life  similar  to  the  male  she  has  about  the  same 
■condition  the  man  has.  A  woman  came  to  me  recently  com- 
plaining of  a  pain  in  her  back,  and  it  was  absolutely  impossible 
to  get  any  other  symptom  from  her.  An  examination  revealed 
<;arcinoma  of  the  cervix.  This  woman  showed  no  symptoms 
whatever,  no  neurosis,  no  nervous  disturbances,  or,  at  least,  no 
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more  disturbance  than  there  would  be  in  a  man  ;  and  this  condi- 
tion was  undoubtedly  largely  due  to  the  fact  that  her  nervous 
system  was  not  as  highly  developed  as  it  is  usually  in  woman. 
Therein,  I  believe,  lies  the  difference  in  the  reaction  or  irritabil- 
ity of  the  nervous  system  of  the  two  sexes.  One  of  the  speakers 
has  referred  to  there  not  being  very  much  difference  in  the  reac- 
tion.    I  think  he  is  right  to  a  certain  extent. 

Dr.  Palmer. — I  would  request  Dr.  Ransohoff  to  speak  a  little- 
further  in  reference  to  the  nervous  disturbances  which  may 
come  from  an  elongated  prepuce. 

Dr.  Reed. — The  doctor  referred  to  the  secretory  reflexes,  and 
as  an  illustration  mentioned  the  fact  that  an  operation  upon  one 
kidney  often  resulted  in  the  abatement  of  function  in  the  other. 
I  shall  be  greatly  pleased  if  he  will  explain  in  what  number  of 
instances  that  is  due  to  reflex  causes  and  when  to  tlie  anesthesia. 

Dr.  Ransohoff. — Probably  some  twenty  cases  have  been  re- 
ported in  which  operation  upon  one  kidney  had  in  three  or  four 
days  to  be  followed  by  an  operation  upon  the  other.  In  the 
case  upon  which  I  operated  the  kidney  from  which  a  stone  wa& 
removed  did  very  little  work,  and  after  about  two  weeks  the 
patient  stopped  urinating  altogether.  The  most  careful  cathe- 
terization failed  to  bring  any  urine  from  the  bladder.  This 
condition  was  permitted  to  go  on  forty-eight  hours,  while  the 
usual  treatment  was  employed,  and  then  the  opposite  kidney 
was  opened  and  snpj)uration  found  within.  IIow  the  suppura- 
tion developed  in  so  short  a  time  we  could  not  tell.  Before  the 
first  operation  was  done  it  was  shown  quite  conclusively  that  on 
the  left  side  was  a  pretty  healthy  kidney.  It  is  not  improbable 
that  reflex  changes  in  the  kidney  stopped  excretion  of  urine, and 
then  a  downward  and  upward  infection  had  taken  place.  I  can- 
not conceive  of  the  presence  of  pus  upon  any  other  grounds  than 
that.  In  regard  to  the  suppression  of  urine  following  anesthe- 
tization, I  have  never  seen  it.  I  have  seen  the  amount  decrease, 
but  never  cease.  My  opinion  is  that  the  cases  in  which  there  is 
a  diminution  in  the  (juantity  of  urine  are  not  from  the  anesthe- 
sia so  much  as  from  the  shock.  The  circulation  is  lowered  in  its 
tone,  less  blood  is  thrown  into  the  kidneys,  and  conseijuently  less 
urine  excreted.  That  is  the  explanation  I  would  offer  of  the 
diminution  of  function. 

In  regard  to  reflexes  from  elongated  prepuce,  I  think  they 
have  been  very  greatly  overestimated.  As  to  the  total  abeyance 
of  masturbation  in  the  individual  mentioned,  after  being  contin- 
ued some  twenty  years,  I  am  sceptical.  After  a  man  lias  prac- 
tised that  habit  twenty  years  or  so  lie  usually  is  unable  to  prac- 
tise it  longer  for  reasons  quite  obvious.  I  have  seen  nervous 
disturbances  with  elongation  of  the  foreskin  in  children,  but 
that  they  were  the  result  of  the  elongation  of  the  foreskin  itself 
I  am  in  doubt.  The  elongati  m  of  the  foreskin  usually  causes 
trouble   by  retaining  some  of  the   urine.     The   retention  and 
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decomposition  of  the  urine  probably  produce  the  reflex  neuroses. 
I  have  seen  only  one  case  in  which  chorea  was  doubtless  pro- 
duced by  an  elongation  of  the  prepuce,  but  I  have  seen  many  of 
these  cases  in  which  the  children  looked  pale  and  nervous,  and 
they  have  been  cured  of  their  abnormal  general  condition  by 
removal  of  the  foreskin. 

Regarding  the  question  of  adhesions,  I  am  glad  Dr.  Reed  saw 
60  well  the  point  1  tried  to  make  in  the  paper. 

There  can  be  no  doubt  that  there  is  a  difference  in  the  sexes.. 
I  have  seen  a  great  many  adhesions  to  the  external  genitalia  and 
the  testicles  in  the  male,  but  1  have  never  seen  a  single  case  that 
I  can  recall  in  which  a  neurosis  has  developed  from  such  adhe- 
sion. Let  us  take,  for  example,  fluid  in  the  tubes,  which  is 
represented  nearest  in  the  male  by  hydrocele.  I  have  done  the 
radical  operation  for  hydrocele,  I  am  afraid  to  say  how  often, 
without  having  seen  a  single  case  in  which  reflex  disturbance  of 
any  kind  resulted.  It  is  true  the  testicle  is  on  the  outside  and 
can  be  seen  by  the  man  and  he  knows  it  is  all  right,  while  the 
ovary,  on  the  other  hand,  is  inside  and  the  woman  is  likely  to 
imagine  a  trivial  lesion  is  of  some  magnitude.  There  is  a  little 
difference  between  the  adhesions  in  the  male  and  the  female. 
Practically  we  see  no  adhesions  in  the  male  pelvis ;  once  in  a 
while  we  encounter  an  adhesion,  maybe,  between  the  rectum  and 
bladder,  but  the  man  has  enough  disease  there  to  forget  all 
about  the  reflex  excitation,  if  that  can  be  established. 

In  the  paper  I  contended  that  all  reflexes  in  the  male  come 
usually  from  superficial  lesions,  while  in  the  deep  lesions  there 
are  practically  none. 

In  answer  to  the  question  regarding  urethral  fever,  as  ta 
when  it  is  a  neurosis  and  when  a  septic  infection,  I  think  very 
well  defined  lines  can  be  drawn.  In  the  vast  majority  of  cases 
the  urethral  fever  is  a  traumatic  fever,  a  septic  fever.  About 
that  there  can  be  no  question.  If  internal  urethrotomy  be  done 
in  the  lower  portion  of  the  urethra,  we  find  almost  invariably 
some  reaction,  and  this  does  not  occur  unless  there  is  some  ob- 
struction in  the  genito-urinary  tract.  In  the  deep-seated  stric- 
tures there  will  be  found  not  only  alteration  in  the  urethra  and 
bladder,  but  also  septic  change  in  the  kidney ;  and  if  there  is  any- 
thing well  established  it  is  that,  in  cases  of  suppuration  in  the 
kidney,  manipulation  of  any  kind  about  the  urethral  or  vesical 
tract  will  be  almost  certainly  followed  by  change.  That  such  a 
case,  which  is  an  illustration  of  the  majority,  is  septic  there  can 
be  no  question.  But  take  a  man  with  a  stone  in  the  bladder  and 
scarcely  enough  pus  in  his  urine  to  be  detected  except  under  the 
microscope,  where  no  pus  at  all  can  be  found  upon  examining 
the  urethra,  and  let  such  a  man  wash  out  his  urethra,  cocainize 
his  urethra  and  bladder,  sterilize  the  instrument  with  which  you 
examine  him,  and  he  will  often  have  a  chill  before  he  is  off  the 
table.     That  is  not  the  history  of  a  septic  fever.     If  you  do  an 
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internal  urethrotomy  you  leave  your  patient  in  the  mornings 
and  he  is  comfortable,  and  he  is  comfortable  in  the  evening,  and 
it  is  twenty-four  to  forty-eight  hours  before  he  has  his  rigor. 
A  reaction  within  a  few  hours  can  scarcely  be  considered  a 
septic  fever. 

I  thank  the  gentlemen  very  much  indeed  for  the  courtesy 
they  have  extended  me. 

Dr.  Taylor. — I  am  glad  Dr.  Thrasher  opened  his  essay  and 
closed  it  with  the  very  decided  statement  he  has  made.  I  do 
not  believe  we  can  have  reflex  marfife stations  of  disease  which 
are  entirely  functional.  There  must  be  some  organic  lesion. 
We  do  not  always  discover  it,  simply  because  of  the  limitations 
of  our  powers  as  observers.  We  all  know  that  from  time  to 
time  a  disease  looked  upon  as  reflex  or  functional  is  transferred 
to  the  class  of  organic  diseases.     So  I  believe  it  is  here. 

An  acquaintance  of  mine  was  commander  of  a  portion  of  the 
forces  during  the  battle  of  Perryville.  He  was  using  his  voice 
considerably  at  a  high  pitch  and  became  aphonic,  and  because  of 
this  was  invalided  and  transferred  from  his  command,  and  re- 
mained here  for  a  year  without  his  voice.  At  the  end  of  the 
yoar  there  came  one  of  those  wonderful  doctors  who  cure  by 
magic,  and  the  captain  in  his  desperation  went  to  see  him.  He 
met  the  gentleman  as  he  came  out  of  Greenwood  Hall  and  told 
him  what  he  wanted.  The  man  replied  that  it  was  too  late,  but 
grasped  him  by  the  throat  in  a  very  threatening  way  and  said, 
^'  You  can  speak,"  and  he  could,  and  he  went  back  to  the  ser- 
vice. Now,  I  suppose  that  could  be  explained  by  the  fact  that 
he  had  rested,  and  tlien  he  was  very  much  frightened,  and  the 
whole  chain  of  mental  convictions  that  he  could  not  speak  was 
broken  up  and  he  could  speak. 

Dr^  Jounstonp:. — It  will  not  do  to  let  such  an  interesting  and 
instructive  paper  as  Dr.  Thrasher's  go  unnoticed.  It  comes  in 
just  the  right  way;  it  makes  us  realize  that  we  have  reflexes  of 
florae  other  organs  besides  those  in  our  specialty,  and  it  accentu- 
ates tile  fact  that  every  specialty  is  an  assistant  to  every  other 
one  and  its  consideration  gives  us  a  wider  view. 

I  have  had  some  experience  with  singers.  I  have  had  them 
sent  to  me  by  the  laryngologists,  and  have  found  in  several  in- 
stances the  voice  has  been  restored  by  the  removal  of  uterine 
lesions.  A  little  catarrhal  metritis  or  subinvolution,  or  some 
trifling  thing- like  that,  caused  the  trouble.  It  has  been  said, 
and  I  believe  truly,  that  excessive  venery  is  one  of  the  greatest 
menaces  to  the  tenor  voice  in  this  country. 

Dk.  Tmkasiikr. — I  thank  the  jrentlemen  for  the  kindness  of 
their  acceptance  of  my  few  remarks.  Keflex  laryngeal  trouble  is 
not  due  to  the  direct  influence  of  tlie  disease  in  the  uterus.  The 
larynx  must  be  diseased  also.  The  disease  of  the  larynx  may 
recover  and  yet  leave  the  larynx  weak,  so  tliat  it  is  susceptible 
to  the  transmitted  irritability  from  the  central  ganglia. 
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every  tork'^;;  Iv^  T"^  Sjn^^^loght  must  be  a  surgeon  and 

known,  both  as  a  surgeon  and  a  teacher,  as  Dr   Skene  in  whic 

^egS^^^  r^f"^  --^l-^^  -i<^e  and  comply'  ^ 

neglected  hygiene    and  therapeusis   brought   into    prominence 
The  dividing  hne  between  the  medical  and  the  sur^arXh 

surgical  woiks,  but  as  a  complement  to  them  and  as  a  reminder 

and  the  causl  of  r;  P'-ed;*pos.tion  to  particula;  diseases, 
f„llr,ivl  *  .°  °?"'^"'  affections  peculiar  to  women  Then 
of  a°cTi™  W  Zl'r?'  7«™"  ""'r'''  -">»0"  to  ?he  period 
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Part  III.  discusses  the  menopause,  or  the  transition  from  ac- 
tive functional  life  toward  adv^ancing  years,  and  then  the  dis- 
eases of  the  later  period. 

The  Evolution  of  the  Diseases  of  Women.  By  W.  Balls- 
Headley,  M.A.,  M.D.  (Cantab.),  F.R.C.P.  London,  Lecturer 
on  Midwifery  and  the  Diseases  of  Women  at  the  University 
of  Melbourne,  Honorary  Physician  to  the  Woman's  Hospital, 
etc.,  etc.  Pp.  375,  114  illustrations.  London  :  Smith, 
Elder  &  Co.,  1894. 

The  author  tliroughout  this  w^ork — which  micjht  with  advan- 
tage be  condensed  one-half — emphasizes  and  reiterates  the  part 
played  in  tlie  causation  of  gynecic  disease  by  the  relations  of  the 
sexes  under  the  artificial  conditions  imposed  by  civilization  and 
the  customs  of  society.  The  dominant  idea  of  the  work  can  be 
learned  from  a  few  sentences  from  the  introductory  cliapters : 
"  In  women  the  sexual  instinct — that  is,  the  natural,  unreasoning 
impulse  by  wliich  she  is  guided  to  the  propagation  of  the  race 
— is  usually  more  pronounced  ;  in  man,  the  sexual  appetite — 
that  is,  the  desire  of  gratification  in  the  act  of  union.  .  .  . 

"  In  the  present  state  of  civilization  a  large  number  of  women 
cannot  marry."  ..."  The  selection  of  the  fittest  has  resulted 
in  a  race  of  women  of  such  extraordinary  physical  growth  and 
beauty  as  has  ])robably  never  before  existed,  but  wliose  sexual 
growth  is  liable  to  be  so  afiFected  by  mental  culture,  mode  of 
dress,  and  delayed  or  non-marriage  that  never  before  were  ute- 
rine ai)uormalities  of  development,  disease,  and  difficulty  in  par- 
turition so  prevalent."  ..."  While  the  (levelo])ing  brain  of 
man  is  probably  increasing  the  size  of  the  head  in  birth,  the  nor- 
mal cajmbility  of  parturition  of  women  is  decreasing." 

The  marrying  age  of  women  is  getting  well  aloniij  toward  30. 
"  What  would  we  think  of  Nature's  arrangements  if  every  other 
female  creature  were  desolate  of  a  mate  till  half  its  sexual  life 
were  past?  The  cowardice  and  selfishness  of  the  men  of  our 
time  not  to  marry  the  girls  and  work  for  them  1  "...  "  It  is  the 
duty  of  man  to  marry."  .  .  .  '*  ^[;^rriagcable  men  arc  numerous, 
but  they  are  unwilling.  A  large  proportion  of  women  are  thus 
deprived  of  the  use  of  their  strongest  instinct  and  an  unnatural 
state  is  induced."  ..."  Every  woman  has  a  right  to  the  exercise 
of  her  propagative  ])owers  in  marriage."  .  .  .  "  Man  and  won)an 
fail  in  their  health  and  completeness  of  perfection  if  these  de- 
mands be  not  satisfied."  ..."  In  Nature  every  female  creature 
has  the  use  of  her  sexual  organs." 

While,  no  doubt,  these  factors,  late  marriage,  celibacy,  unhy- 
gienic habits,  inijiroper  dress,  are  very  important  and  do  contri- 
bute in  a  very  material  way  to  the  production  of  pelvic  and  gen- 
eral disease,  it  seems  thnt  our  author  rides  his  theory  too  fast  and 
too  far,  and  yet  his  book  contains  much  that  is  interesting  and 
much  of  sound  advice.     His  style  is  at  times  clear,  but  in  many 
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places  so  involved  that  the  sentences  must  be  studied  before 
their  meaning  becomes  at  all  intelligible.  Thus  on  page  172  he 
says  :  "  But  endometritis  is  the  usual  cause  of  tubal  disease,  and 
in  the  virginal  class  it  is  frequently  of  an  active  character.  Oc- 
curring generally  in  vigorous  sexual  development,  and  particu- 
larly with  congenital  excessive  or  deficient  size  of  the  mouth,  in 
which  rnarriage  has  not  happened  at  the  required  time,  unsatis- 
fied desire  has  produced  a  chronically  congested  state  of  the 
endometrium,  which  has  advanced  to  virginal  endometritis. 
The  tubes  participate  in  the  primary  and  subsequent  septic  in- 
flammation, and  are  unrelieved  by  satisfied  passion,  or  by  the 
rest  and  vascular  diversion  induced  by  pregnancy.  Som'^e  ob- 
struction to  escape  is  thus  produced  by  the  puffed  and  edematous 
mucous  lining,  particularly  where  the  tube  is  walled  around  in 
the  solid  muscular  tissue  of  the  uterus,  and  accumulation  and 
distention  take  place  external  to  the  uterus.  The  tubes  are  thus 
heavy,  and,  in  the  lying  position  to  which  resulting  pain  inclines, 
and  which  is  assumed  at  night  for  more  than  a  third  of  the  twen- 
ty-four hours,  and  in  the  erect  posture  to  a  less  degree,  fall 
toward  Douglas'  pouch,  and  drag  backward  on  the"  fundus, 
which  they  thus  tend  to  render  perpendicular,  retrovert,  or  retro- 
flex,"  etc. 

Many  of  the  illustrations  are  very  good,  the  type  is  clear,  the 
paper  of  good  quality,  the  index  fair. 

Hygiene  and  Physical  Culture  for  Women.  By  Anna  M. 
Galbraith,  M.D.,  Fellow  of  New  York  Academy  of  Medicine  ; 
Attending  Physician,  Neurological  Department,  New  York 
Orthopedic  Hospital  and  Dispensary  ;  late  Attending  Physi- 
cian and  Instructor  in  Diagnosis  and  Clinical  Medicine,  Wo- 
man's Medical  College,  New  York  Infirmary,  etc.,  etc.  Illus- 
trated.    Pp.  294.     New  York  :  Dodd,  Mead  &  Co.,  1895. 

Health    Notes    for    Young   Wives.     By    Aimee    Eatmond 
Schroeder,  M.D.     Illustrated.     Pp.  210.     New  York  •  Wm 
Wood  &  Co.,  1895. 

The  Care  of  the  Baby.  A  Manual  for  Mothers  and  Nurses, 
containing  Practical  Directions  for  the  Management  of  Infancy 
and  Childhood  in  Health  and  in  Disease.  Bj  J.  P.  Crozer 
Griffith,  M.D.,  Clinical  Professor  of  Diseases  of  Children  in 
the  Hospital  of  the  University  of  Pennsylvania ;  Professor  of 
Clinical  Medicine  in  the  Philadelphia  Polyclinic  and  School 
for  Graduates  in  Medicine ;  Physician  to  the  Children's  Hos- 
pital, to  the  Methodist  Episcopal  Hospital,  and  to  St.  Agnes' 
Hospital,  Philadelphia ;  Member  of  the  American  Pediatrical 
Society  and  the  Association  of  American  Physicians.  Illus- 
trated.    Pp.  392.     Philadelphia  :  W.  B.  Saunders,  1895. 

We  have  here  three  excellent  books,  written,  not  for  the  phy- 
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sician,  but  for  the  instruction  of  his  best  patients.  Could  their 
precepts  be  made  common  property  and  be  intelligently  lived 
up  to,  much  of  invalidism  among  women  would  be  swept  from 
existence. 

In  logical  sequence  we  take  up  first  Dr.  Galbraith's  work  on 
hygiene  for  women.  This  is  an  effort,  and  an  exceedingly  well 
directed  one,  to  combat  the  ignorance  shown  by  the  masses  of 
otherwise  well-educated  women  in  regard  to  all  the  functions  of 
the  human  body.  It  contains  sound  doctrine  well  and  simply 
expressed.  After  an  introduction  the  bony  and  muscular  sys- 
tems are  described,  and  it  is  shown  how  they  may  be  abused  or 
brought  to  the  greatest  possible  perfection.  The  key  to  physi- 
cal beauty  is  given  ;  various  forms  of  exercise  and  their  benefits 
are  described,  together  with  the  necessity  for  a  balance  between 
food  supply,  digestion,  and  excretion.  Dress,  work,  rest,  and 
sleep  are  all  given  due  consideration.  At  the  end  the  author 
quaintly  appends  the  words  of  St.  John:  "If  you  know  these 
things,  happy  are  ye  if  ye  do  them."  To  which  we  devoutly 
say,  Amen. 

The  young  woman  who  has  lived  as  Dr.  Galbraith  would  have 
her  becomes  physically  and  mentally  so  attractive  that  she  is 
very  certain  to  become  a  wife;  then  she  should  read  the 
"  Health  Notes  for  Young  Wives  "  of  Dr.  Schroeder.  Here  a 
delicate  subject  is  well  bandied.  Enough  but  not  too  much  is 
said  of  the  hygiene  of  pregnancy,  of  its  disorders,  and  of  mis- 
carriage. Preparations  for  confinement  are  described,  directions 
given  for  the  conduct  of  labor  in  emergencies,  for  the  after-care 
of  the  mother  and  tlhc  care  of  the  infant,  etc.  The  author 
makes  it  plain  that  a  good  physician  should  be  the  chief  source 
of  information,  while  at  the  same  time  she  gives  the  many  little 
points  about  which  most  women  are  entirely  ignorant  and  a 
knowledge  of  which  saves  much  discomfort  or  actual  suffering. 

When  the  young  wife  l)ecomes  a  mother  her  tlioughts  nat- 
urally turn  anxiously  to  the  Care  of  the  Baby,  and  of  this  Dr. 
(Trithths  tells  her.  The  first  chapter  of  the  book  discusses  the 
hygiene  of  pregnancy,  the  method  of  calculating  the  date  of 
confinement,  and  similar  data.  The  characteristics  of  a  healthy 
i)abv  are  considered  in  tiic  second  chapter,  and  the  growth  of 
its  mind  and  body  in  the  succeeding  one.  The  chapters  which 
follow  relate  to  the  methods  of  bathing,  feeding,  and  dressing 
children  of  different  ages;  to  the  hours  for  sleeping  ;  to  physi- 
cal and  mental  exercise  and  training;  and  to  the  proper  qualities 
of  the  children's  nurses  and  rooms.  Details  are  made  clear,  cora- 
])lete,  and  up-to-date.  The  whole  book  is  characterized  l)y  rare 
good  sense  and  is  evidently  written  bv  a  master-hand.  It  can 
be  read  with  benefit  not  only  by  mothers,  but  by  medical  stu- 
dents and  l)y  any  practitioners  who  have  not  had  large  oppor- 
tunities for  observing  children. 
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1.  Cholmogoroff  :  Sdtqre  of  the  Ruptured  Uterus  per 
Yaginam  {Zeitschriftfilr  Gehurtshiilfe  und  Gyndkologie,  Band 
xxxi..  Heft  1). — Cholinogorofl:  succeeded  in  sutni-ing  a  bad  lacera- 
tion of  the  uterus  by  the  vagina.  The  case  was  a  breech  presen- 
tation in  a  woman  who  gave  the  history  of  four  difficult  confine- 
ments. The  pelvis  was  contracted.  The  woman  was  bleeding 
quite  profusely.  The  body  of  the  child  was  extracted  and  the 
after-coming  head  perforated  through  the  hard  palate.  The  pla- 
centa could  not  be  expelled  by  Crede's  method,  and  the  intro- 
duced hand  discovered  a  uterine  rupture,  about  ten  centimetres 
in  length,  situated  three  centimetres  above  the  os  externum. 
The  placenta  was  found  in  the  midst  of  coils  of  i'utestines  and 
removed.  The  author  feared  to  perform  laparatomy,  as  the  case- 
had  not  been  managed  aseptically  before  coming  under  his  ob- 
servation, and  he  concluded  to  attempt  to  unite  the  wound  by 
the  introduction  of  sutures  per  vaginam.  The  peritoneal  cavity 
was  irrigated  with  a  warm  two-per-cent  solution  of  boric  acid, 
the  cervix  steadied  with  volsella  forceps,  and  the  uterus  drawn 
down  into  view.  The  lacerated  edges  were  trimmed  and 
united  with  interrupted  sutures,  including  the  peritoneum,  but 
a  corner  of  the  wound  was  left  open.  Through  this  opening  a 
long  strip  of  iodoform  gauze  was  introduced  into  the  peritoneal 
cavity ;  after  this  all  bleeding  ceased.  The  uterine  cavity  and 
the  vagina  were  also  packed  with  iodoform  gauze.  The  uterine 
tampon  was  removed  on  the  fourth  day,  but  the  strip  placed  in 
the  abdomen  was  left  in  situ  until  the  eighth  day.  Recovery 
was  uninterrupted  except  for  a  mammary  abscess.  The  uterine 
wound  united  by  first  intention.  Uterine  ruptures  can  be 
sutured  per  vaginam  if  the  tear  is  below  the  contraction  ring,, 
which  position  is,  however,  the  most  frequent.  j.  r. 

2.  Kroenig,  B.  :  Deutsche  Med.  Wochenschrift,  1894,  !N"o.. 
43. — The  author's  investigations  lead  him  to  the  conclusion  that 
the  vaginal  secretions  during  normal  pregnancy  are  free  from 
pathogenic  germs  and  possess  marked  germicidal  properties. 
Syringing  the  vagina  with  antiseptic  solutions  reduces  or  de- 
stroys this  germicidal  power,  pure  water  slighth^  lessens  it.  He 
cannot  verify  the  statements  of  Ddderlein  that  certain  signs 
mark  a  vaginal  secretion,  "  a  pathological  secretion." 

Kroenig  concludes  that  prophylactic  vaginal  douches  are 
not  only  useless  but  absolutely  harmful,  and  should  not  be  ad- 
ministered, even  in  cases  in  which  gonorrheal  infection  is- 
present.  j.  k. 
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The  second  session  of  the  International  Congress  of  Gtne- 
OOLOGY  AND  Obstetrics  will  take  place  at  Geneva  during  the 
first  fifteen  days  of  September,  1896.  The  subjects  for  discus- 
sion, for  which  tliere  have  been  chosen  speakers  from  the  differ- 
ent countries,  are  as  follows : 

Obstetrics — Relative  frequency  and  most  often  observed  forms 
of  pelvic  contractions  in  different  countries.  Treatment  of 
eclampsia.. 

Gynecology — Operative  treatment  of  uterine  retrodeviations. 
Pelvic  suppurations  and  their  treatment.  Methods  of  suturing 
the  abdominal  walls;  best  means  of  avoiding;  abscesses,  even- 
trations, hernias,  etc. 

During  the  time  of  the  congress  there  will  be  held  an  exposi- 
tion of  apparatus  and  instruments  pertaining  to  obstetrics  and 
gynecology. 

YULLIET, 

For  the  Committee  of  Organization. 

Members  of  the  medical  profession  desirous  of  taking  part  in 
the  work  of  the  Gynecological,  Obstetrical,  and  Pediatrical 
Congress  to  be  held  in  Bordeaux,  August  8th,  are  requested  to 
send  notice  of  such  intention  as  soon  as  possible  to  the  secretary, 
Dr.  R.  Lefour,  rue  Duffour-Dubergier  11,  Bordeaux. 


THE  a.m:erio^n 
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ORIGINAL  COMMUNICATIONS. 


SOME  FURTHER  CONSIDERATIONS  OF  THE  INTRAPELVIC  BUT 
EXTRAPERITONEAL  TREATMENT   OF  THE  STUMP 
IN  SUPRAVAGINAL  HYSTERECTOMY  FOR 
FIBROID  TUMORS.' 

REPORT  OF  FIFTEEN  CASES  WITH   ONE  DEATH. 


J.   RIDDLE  GOFFE,   M.D., 

Professor  of  Gynecology  at  the  New  York  Polyclinic  Medical  School  and  Hospital ; 

Visiting  Gynecologist  to  the  Randall's  Island  Hospitals  ;  Assistant 

Gynecologist  to  the  Skin  and  Cancer  Hospital,  etc.,  etc. 


The  etiology  of  fibroid  tumors  of  the  uterus  is  as  much  of  an 
enigma  as  ever.  New  theories  are  being  advanced  from  time  to 
time,  but  they  have  failed  to  throw  any  permanent  or  satisfactory 
light  upon  the  subject.  Undoubtedly  the  real  cause  is  some  local- 
ized interference  with  nutrition,  either  at  one  centre  or  at  many; 
but  the  cause  of  this  interference  escapes  our  ken.  The  more  re- 
cent suggestions  ascribe  the  origin  to  bacteria,  and  a  still  later 
one  to  the  presence  of  inflammation  in  the  Fallopian  tubes.  It  is 
true  that  micro-organisms  are  quite  constantly  present  in  fibroid 
tumors,  but  the  crucial  test  of  isolating  them  and  j)roducing  fibroid 

'  Read  before  the  New  York  Obstetrical  Society,  May  7th,  1895. 
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tumors  artificially  by  inoculation  remains  to  be  accomplished. 
Regarding  the  placing  of  the  responsibility  of  the  etiology  of 
fibroid  tumors  on  the  inflammation  in  the  Fallopian  tubes,  it 
would  seem  to  most  men  of  experience  like  reversing  cause  and 
effect. 

But,  little  as  we  know  regarding  the  origin  of  these  neoplasms 
their  nature  and  their  history,  their  unfortunate  consequences 
impress  themselves  upon  us  daily.  Their  innocuousness  outside 
of  their  mechanical  presence  is  no  longer  held  by  any  one  except 
the  most  conservative  and  those  who  are  unfamiliar  with  ope- 
rative procedure.  To  enumerate  the  pathological  omplications 
briefly,  I  would  say  that  they  are  danger  of  suppuration,  break- 
ing down  and  consequent  blood  poisoning,  and  fatty  degenera. 
tion ;  but  this  latter  is  rather  a  favorable  factor  in  the  case  and 
has  been  observed  during  post-puerperal  involution,  causing 
sudden  and  complete  disappearance  of  the  neoplasm.  Carcino- 
matous and  sarcomatous  degeneration  have  been  attributed  to 
fibroid  tumors,  but  this  is  still  a  disputed  point.  Cystic  degene- 
ration is  not  an  uncommon  complication,  the  explanation  of 
which  is  somewhat  interesting.  The  most  common  form  prob- 
ably consists  in  an  extraordinary  deveh)pment  of  the  lympliatics 
of  the  neoplasm,  presenting  here  and  there  a  series  of  sinuses,  or 
at  times  a  single  large  cavity  filled  with  a  clear,  transparent  fluid. 
This  cystic  transformation,  however,  may  be  due  to  an  obstruc- 
tion to  the  circulation  in  the  deep  tissues  of  the  neoplasm,  caus- 
ing a  stasis  and  edema  by  which  nutrition  is  interfered  with,  dis- 
integration and  liquefaction  eventually  occurring.  A  serious 
complication,  and  one  of  the  most  common,  is  single  or  double 
pyosalpinx.  This  complication  is  one  of  the  most  freijuent 
causes  of  symptoms  in  small  tumors;  it  keeps  the  life  of  the 
patient  in  constant  jeopardy  and  is  a  serious  feature  to  deal 
with  in  their  final  removal.  Nothing  more  serious,  however,  as 
a  rule,  can  attend  the  presence  of  a  fibroid  tumor  than  the  un- 
fortunate occurrence  of  pregnancy.  It  is  a  well-known  fact  that 
the  presence  of  myomata  is  a  common  cause  of  sterility,  and,  in 
the  event  of  conception  occurring,  the  cause  of  early  abortion. 
When  the  tumor  is  situated  in  the  lower  segment  of  the  uterus 
and  the  pregnancy  advances  to  full  term,  the  results  are  alarm- 
ingly fatal.  It  W(»uld  be  luitural  to  expect  myomata,  as  a  rule, 
to  grow  very  rapidly  during  pregnancy,  but  autliorities  differ  on 
this  point.     Emmet  says  that  they  cease  to  grow  during  preg- 
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nancy.  Cazeaux  sajs :  "  I  have  seen  them  in  several  instances 
to  acquire  a  size  in  three  or  four  months  which  they  would  not 
have  done  for  several  years  in  the  non- pregnant  condition." 

The  results  of  non-interference  in  cases  of  pregnancy  compli- 
cated by  myomata  show  a  fatal  record.  Lefour  reports  three 
hundred  and  seven  cases,  in  which  thirty-nine  abortions  and  thir- 
teen maternal  deaths  occurred  ;  :N'auss,  two  hundred  and  forty-one 
cases  with  forty-seven  abortions  ;  Susserot,  in  one  hundred  and 
forty-seven,  records  eight  deaths  after  application  of  the  for- 
ceps, twelve  after  version,  and  thirteen  after  artificial  removal  of 
the  placenta.  Sutugin  states  that  scarcely  one-fifth  of  the  cases 
complicated  by  myomata  terminate  without  surgical  assistance, 
and  that  about  one-third  of  the  mothers  and  one-half  of  the  chil- 
dren die  during  or  soon  after  labor. 

Operations  for  the  removal  of  ovarian  cysts  during  pregnancy 
are  not  attended  with  much  danger,  and  while  the  tield  of  ope- 
rations upon  fibroid  tumors  complicated  by  pregnancy  has  not 
been  exploited  very  extensively,  in  the  near  future  surgical  inter- 
ference will  doubtless  not  be  uncommon. 

So  much  has  been  written  in  the  last  few  years  regarding  the 
methods  of  operating  in  cases  of  fibroid  tumors  that  it  is  not 
necessary  to  go  into  this  subject  at  this  time.  Suffice  it  to  say 
that  the  profession  is  rapidly  approaching  the  uniform  opinion 
that  the  sooner  a  fibroid  tumor  is  removed,  when  once  dis- 
covered, the  better  it  is  for  the  patient.  Extirpation  of  the 
uterus  is  not  necessary  when  the  tumor  is  small.  Many  of  these 
tumors  can  be  removed  jper  mas  naturales  when  they  are  situ- 
ated beneath  the  mucous  membrane.  Others  can  be  enucleated 
after  celiotomy  and  the  uterus  left  to  perform  its  functions  of 
menstruation  and  pregnancy;  but  when  the  tumor  is  large  the 
safest  and  most  satisfactory  method  is  hysterectomy,  and  the 
two  methods  that  seem  to  divide  the  honors  of  the  day  are  total 
extirpation  and  supravaginal  amputation  by  the  method  that  I 
have  had  the  honor  to  suggest  and  advocate.  The  method  of 
morcellatiou  per  vaginam  seems  to  be  growing  in  favor  in  the 
experience  of  some  operators,  but  it  is  not  my  purpose  to  intro- 
duce that  method  into  the  discussion  to-night. 

The  method  that  I  employ  most  commonly  is  that  described 
in  the  title  of  this  paper.  My  first  operation  was  done  on  May 
28th,  1888.  Since  that  time  it  has  undergone  many  changes  in 
its  details,  although  the  essential  principle  which  entitled  it  to 
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the  claim  of  a  new  and  original  operation — viz.,  the  making  of 
peritoneal  flaps  with  which  to  exclude  all  ligatures  and  raw  sur- 
faces from  the  peritoneal  cavity — remains  the  same.  The  tech- 
nique as  I  employ  it  to-day  is  as  follows  :  After  opening  the  ab- 
dominal cavity,  and  while  the  tumor  is  still  in  situ,  the  ovary  and 
tube  upon  one  side  are  drawn  up  and  a  ligature  is  passed  through 
the  upper  border  of  the  broad  ligament  outside  the  adnexa  and  tied, 
thus  controlling  the  ovarian  artery  ;  one  end  of  this  is  rethreaded 
into  the  pedicle  needle,  and  the  broad  ligament  is  transfixed  a 
second  time  near  to  the  tumor  and  just  above  the  uterine  artery. 
Tills  is  also  tied.  A  temporary  ligature  is  now  placed  near  the 
horn  of  the  uterus  to  control  any  reflex  hemorrhage  from  the 
tumor.  Tlie  broad  ligament  is  cut  down  to  the  lower  point  of 
transfixion,  and  the  tumor  is  then  rotated  and  the  same  method" 
performed  on  the  other  side.  The  tumor  is  then  delivered' 
through  tlie  wound,  and  the  lower  angles  of  the  incisions 
through  the  broad  ligaments  on  either  side  are  connected  by  an 
oval  incision  through  the  peritoneum,  first  across  the  anterior 
and  then  across  the  posterior  surface  of  the  tumor.  The  flaps- 
are  then  dissected  down,  the  one  in  front  carrying  the  bladder 
and  ureters  into  safety.  One  end  of  the  ligature  is  agairk 
threaded  into  the  pedicle  needle  and  is  passed  inside  these  peri- 
toneal tiaps  close  to  the  cervix  and  below  the  uterine  artery. 
This  is  repeated  on  the  opposite  side  and  the  ligatures  cut  shorts 
The  tumor  is  then  cut  away  on  a  level  with  the  internal  os. 
The  cervical  canal  is  disinfected  with  applications  of  carbolic 
acid.  The  flaps  are  then  stitched  together  with  a  running  cat- 
gut suture  over  the  top  of  the  stump,  care  being  taken  to  make 
them  cover  all  the  ligatures  on  either  side.  I  use  silk  ligatures 
on  the  broad  ligaments  and  catgut  for  stitching  the  flaps.  The 
advantage  of  using  a  single  ligature  for  each  broad  ligament  is 
that  it  puckers  up  the  end  of  the  ligament  and  carries  it  down 
alongside  of  the  cervix,  so  that  the  raw  surface  is  very  easily 
covered  by  the  peritoneal  flaps.  In  a  general  way  the  advan- 
tages of  this  operation  and  the  superiority  over  the  method  of 
total  extirpation  consist  in  the  following  ))oints: 

1.  It  involves  the  least  possible  loss  of  l)lood;  indeed,  it  is 
rare  for  any  hemorrhage  to  occur. 

2.  It  is  easy  of  execution,  for  the  reason  that  the  stump  of  the 
cervix  can  be  brought  up  near  to  the  abdominal  wound  and  the 
details  of  disposing  of  the  traumatic  tissue  carried  on  with  ease- 
and  comfort  to  the  surgeon. 
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3.  It  is  applicable  to  every  case  of  fibroid  tumor — at  least  I 
have  never  found  a  case  in  which  it  could  not  be  applied. 

4.  It  requires  less  time  than  total  extirpation. 

5.  Convalescence,  as  a  rule,  is  rapid  and  free  from  complica- 
ttion.  Moreover,  the  patients  require  no  special  after-treatment 
whatever.  It  is  not  necessary  to  put  gauze  in  the  cervix  or  in 
the  vagina,  consequently  there  are  no  dressings  to  be  attended 
to.  The  after-treatment  consists  in  regulating  the  functions  of 
nature  and  removing  the  stitches  from  the  abdomen.  Theopen- 
•bowel  treatment  is  employed,  and  as  a  rule  the  patient  urinates 
witkout  assistance. 

I  have  to  report  to-night  fifteen  cases  operated  upon  by  this 
method,  with  one  death.  That  it  may  be  seen  how  frequently 
the  operations  were  attended  with  serious  complications,  I  will 
comment  upon  them  as  they  occur  in  the  table. 

Cases  1,  2,  and  3  were  multiple  fibroids  firmly  wedged  in  the 
pelvis,  causing  serious  pressure  and  attended  by  firm  adhesions. 

Case  5  was  a  multiple  fibroid  with  a  large  projection  extend- 
ing out  into  the  brpad  ligament  on  the  left  side,  necessitating 
its  enucleation  before  the  ligature  could  be  applied  to  the  uterine 
artery. 

Case  7  was  a  multiple  fibroid  complicated  by  abscess  of  the 
■ovary  with  extensive  adhesions. 

Case  8  was  also  a  multiple  fibroid  complicated  by  a  multiple 
colloid  ovarian  cyst  reaching  as  high  as  the  diaphragm. 

Case  11  was  one  in  which  I  had  operated  for  a  cystic  ovary 
and  removed  the  appendages  upon  the  right  side  four  years 
previously.  At  that  time  there  was  no  evidence  of  any  fibroid 
or  enlargement  of  the  uterus.  At  the  time  of  operation  it  was 
the  size  of  a  large  cocoanut. 

Case  12  was  one  of  those  bloody  tumors,  full  of  venous 
spaces  or  diverticula,  which,  when  the  tumor  was  cut  away  at  the 
cervix,  poured  out  such  a  gush  of  blood  that  I  thought  the 
deluge  had  come.  The  tumor  was  interstitial,  being  entirely 
surrounded  by  the  muscular  fibres  of  the  uterus.  These  con- 
tracted so  firmly  that  I  could  feel  the  mass  diminish  very  per- 
ceptibly in  size  as  I  cut  it  away  at  the  cervix.  The  general 
appearance  of  the  abdomen  was  that  of  a  large  ovarian  cyst,  the 
contour  being  quite  symmetrical  and  prominent.  The  main 
tumor  reached  above  the  umbilicus,  and  growing  from  its  sum- 
mit was  a  large  cyst  which  reached  up  to  the  liver.     A  remark- 
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able  feature  of  this  tumor  was  that  it  bad  rotated  on  its  axis  from 
left  to  right  over  half  of  au  entire  circle,  180°,  so  that  while  the 
tumor  grew  in  the  posterior  wall  of  the  uterus  its  posterior  sur- 
face was  presenting  to  the  front.  This  twist  in  the  tissue  was 
at  the  expense  of  the  vagina  and  left  broad  ligament,  the  body 
of  the  uterus  and  the  bladder  being  carried  around  to  the  right 
and  posteriorly.  The  left  broad  ligament  was  stretched  across 
the  tumors  in  front ;  both  of  the  ovaries  and  the  tubes  were  on 
the  left  side.  This  confusing  state  of  affairs  was  readily  solved 
when  the  tumor  was  twisted  for  a  half-turn,  when  everything 
took  its  proper  relation.  Of  course  the  cyst  was  tapped  and  the 
fluid  drawn  off  through  a  trocar  before  any  attempt  was  made 
to  deliver  the  tu'iior.  Another  interesting  feature  of  the  case 
was  the  fact  that  the  ascending  colon  was  caught  between  the 
solid  tumor  and  the  cyst,  the  connecting  tissue  straddling  it  like 
a  yoke  ;  the  result  of  the  obstruction  thus  occasioned  was  the 
distention  of  the  caput  coli  to  the  diameter  of  fully  six  inches, 
and  the  appendix,  which  was  adherent  to  this  extremity,  was 
stretched  out  to  a  similar  length.  Tiie  appendages  in  this  case 
were  perfectly  healthy. 

Case  13  was  an  unique  specimen  in  several  respects.  It 
was  a  multiple  fibroid  of  enormous  size,  and  each  tumor  was 
unusually  distinct  and  enclosed  in  a  separate  capsule.  It  clearly, 
represented  eacli  class  of  tumor  by  locality,  viz.,  submucous, 
subserous,  and  interstitial  or  mural,  including  a  fibroid  poly- 
pus, as  big  as  one's  two  thumbs,  projecting  into  the  cavity  of 
the  uterus,  a  large  number  of  mural  fibroid  centres,  and  three 
large  subperitoneal  masses,  one  of  which  had  split  the  right 
broad  ligament.  Moreover,  two  of  the  degenerative  changes  of 
fibroids  were  present,  viz.,  one  was  undergoing  cystic  degenera- 
tion and  two  showed  calcareous  degeneration.  It  was  a  very 
unique  specimen.  There  was  a  large  pyosalpinx  on  the  left 
side,  firmly  adherent  to  the  sigmoid  flexure. 

Of  these  fifteen  cases  all  but  one  of  the  patients  were  be- 
tween the  acres  of  30  and  50.  Ten  had  been  married  for  from 
six  to  twenty  years,  but  only  three  had  ever  been  pregnant. 
Twelve  were  white  and  three  colored.  The  fatal  case,  No.  6, 
was  in  a  desperate  condition  before  the  operation  and  succumbed 
to  shock  on  the  second  day  ;  her  death  can  in  no  way  be  attri- 
buted to  the  method  used. 

My  usual  method  is  to  entirely  close  the  abdominal  wound 
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with  a  single  row  of  silver  sutures,  but  in  three  of  these  cases^ 
two  of  whom  were  presented  before  this  Society,  I  used  buried 
sutures  of  silver  wire  in  the  fascia.  In  two  cases,  7  and  8,  they 
worked  most  satisfactorily,  the  patients  leaving  the  hospital  on 
the  fourteenth  day  and  never  wearing  an  abdominal  supporter. 
In  these  cases  I  fastened  the  sutures  by  a  simple  twist.  In  the 
third  case  I  shotted  the  live  buried  silver-wire  sutures;  two  of 
these  suppurated  and  had  to  be  removed.  The  result  was  that 
a  hernia  followed,  upon  which  I  operated  yesterday.  The  re- 
maining three  sutures  were  found  nicely  encysted  and  free  from 
irritation.  Whether  the  lead  was  responsible  for  the  suppu- 
ration or  not  I  am  unable  to  say. 

Of  the  modifications  which  have  been  made  in  the  operation 
as  originally  described  in  my  paper  published  in  April,  1890, 
some  have  been  made  by  myself  and  some  by  others.  The  chief 
improvement,  nowever,  has  been  in  the  position  of  the  ligature 
controlling  the  uterine  artery.  In  my  earlier  cases  this  ligature 
transfixed  the  cervix.  It  was  a  simple  modification  to  stop  short 
of  the  cervical  tissue  and  embrace  in  this  ligature  only  the  ute- 
rine artery.  But  it  is  a  modification  that  eliminates  all  suppu- 
ration from  the  after-history  of  the  case.  While  I  had  done  this 
in  two  of  my  four  original  cases  to  meet  an  emergency,  it  has  been 
systematically  employed,  as  I  have  previously  pointed  out,  by  Dr. 
Hey  wood  Smith,  of  London  ;  Dr.  Reeves,  of  London;  Dr.  Mil- 
ton, of  Cairo,  Egypt ;  and,  finally,  by  Dr.  Baer,  of  Philadelphia. 

Through  Dr.  Baer's  good  fortune  in  having  a  large  number 
of  cases  fall  into  his  hands  promptly  after  he  had  adopted  this 
modification,  he  has  claimed  the  whole  i)rocedure  as  his  opera- 
tion, and  it  is  so  accredited  in  various  parts  of  the  country.  The 
injustice  of  this  claim,  however,  I  think  is  clearly  understood 
by  the  members  of  this  Society. 

22  East  35tii  wtrkkt. 
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No  question   pertaining  to  abdominal   surgery  has  been  dis- 
C'lssed  more  fully  than  that  of  drainage,  and  upon  no  «piestion 

'  Reported  to  the  New  York  Obstetrical  Society  April  16th,  1896. 
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5iave  opinions  differed  more  widely.  Most  of  the  German  ope- 
rators close  the  abdomen  without  anj  drainage  and  have  had 
•excellent  results,  while  the  greater  number  of  English  and 
American  surgeons  have  drained  and  have  done  brilliant  work 
with  an  exceedingly  low  rate  of  mortality.  It  has  been  thought 
that  the  entire  closure  of  abdominal  wounds  in  Germany  has 
been  made  safe  by  the  use  of  a  large  incision,  the  complete  tying 
of  all  adhesions,  removal  of  all  extraneous  matter  without  irri- 
gation, by  the  perfect  preparation  and  complete  operating  room, 
■combined  with  the  particular  skill  of  the  operator  and  his 
•assistants — as  comparatively  few  do  abdominal  work  there — and 
more  robust  and  hardy  patients  than  those  encountered  by 
American  or  English  surgeons.  They  have  trusted  to  their 
ability  in  preventing  the  entrance  of  infection,  and  to  the  peri- 
toneum to  remove  the  exudation. 

The  English  and  American  surgeons  have  been  sceptical  as  to 
the  possibility  of  keeping  out  all  germs,  and  have  turned  their 
attention  to  the  removal  of  the  pabulum  of  the  germs,  and 
trusted  to  the  vitality  of  the  living  tissues  to  resist  the  microbes 
when  the  cavity,  free,  from  dead  and  foreign  matter,  is  kept  dry 
land  the  vitality  of  the  patient  is  maintained.  They  have  favored 
these  ends  by  a  short  incision  and  by  removing  blood,  pus,  con- 
tents of  cysts,  etc.,  by  irrigation,  instead  of  using  sponges  or 
gauze — disregarding  the  oozing  from  adhesions  so  long  as  the 
latter  would  be  removed  by  the  drainage  tube.  The  time  of 
operation  is  shortened. 

When  one  considers  the  good  results  obtained  both  with  and 
without  drainage,  it  would  seem  a  matter  of  indifference  which 
-system  was  followed.  But  this  is  not  so.  While  it  is  true  that 
at  present  there  is  a  marked  tendency  in  all  operators  to  limit 
■drainage,  we  believe  that  if  it  is  used  in  proper  cases  and  by 
proper  methods  the  results  of  abdominal  section  will  be  better 
than  they  are  to-day ;  and  we  doubt  if  there  is  an  operator  who 
has  not  seen  patients  live  who  would  have  died  had  they  not 
been  drained,  and  others  that  would  have  been  saved  had  drain- 
age been  instituted. 

To  quote  from  Dr.  J.  Greig  Smith:  "The  wounded  or  irri- 
tated peritoneum  secretes  fluid  in  amount  varying  according  to 
the  extent  of  the  traumatism.  Sero-sanguineous  oozing  from  raw 
surfaces  adds  to  the  exudation.  The  peritoneum  in  healthy 
regions  has  great  power  of  absorption,  and  in  most  cases  the 
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fluids  are  absorbed  as  rapidly  as  thej  are  secreted.  Sometimes- 
secretion  is  too  rapid  for  absorption,  and  tlien  we  iiave  a  collec- 
tion of  fluid  vvhicli  gravitates  into  Douglas'  pouch.  This  fluid 
is  peculiarly  liable  to  undergo  decomposition,  usually,  no  doubt, 
from  septic  influences  introduced  from  outside,  but  occasionally 
by  contamination  through  the  coats  of  the  large  bowel.  The 
accumulation  of  fluid  is  to  be  guarded  against,  and  if  we  have 
any  apprehension  that  the  amount  will  be  considerable  we  ought 
to  drain,  and  when  in  doubt  always  drain." 

Formerly  the  indications  for  drainage  were:  1.  To  provide  a 
means  of  escape  for  serous  oozing  following  separation  of  adhe- 
rent surfaces.  2.  To  guard  against  septic  peritonitis  from  re- 
tained pus.  3.  To  remove  fluids  in  cases  of  capillary  hemorrhage. 
4.  To  provide  against  secondary  hemorrhage.  5.  To  drain  the 
peritoneal  cavity  in  cases  of  tubercular  peritonitis. 

Now  the  tendency  of  most  operators  is  to  limit  drainage  to 
bad  pus  cases,  and  the  mortality  following  these  operations  has 
been  lowered  in  recent  years.  This  improvement  may  be  due 
to  tiie  fact  that  operators  are  taking  more  care  in  the  details  of 
operation,  as  in  avoiding  oozing  from  torn  adhesions  and  the 
rough  handling  of  tissues.  This  end  has  been  greatly  facilitated 
by  the  use  of  the  Trendelenburg  posture. 

If  we  decide  that  a  given  case  should  be  drained,  how  can  it 
best  be  accomplished?  Drainage  was  formerly  established  by 
inserting  a  gla<«s  tube  through  the  lower  angle  of  the  abdominal 
wound  to  the  bottom  of  Douglas'  sac.  The  fluid  was  removed 
from  the  tube  by  means  of  suction.  Later  the  tube  was  packed 
with  gauze,  and  more  recently  the  gauze  alone  has  been  used  to 
cover  raw  surfaces  and  sources  of  infection,  and  pack  in  a  column 
to  the  abdominal  opening. 

The  objections  to  abdominal  drainage  are  numerous.  They 
have  been  very  ably  summed  up  by  Dr.  Hunter  Kobb,  who  ba« 
found  from  bacteriological  examinations  made  in  many  cases 
^  that  under  the  most  favorable  conditions  it  is  almost  impossible 
to  prevent  the  access  of  pyogenic  micro-organisms  into  a  drain- 
age tube.  The  white  staphylococcus  in  the  skin  is  a  constant 
menace  where  the  way  to  the  wound  is  kept  open.  Drainage 
throiigh  the  aixlominal  wound,  however  accomplished,  keeps 
a'iunder  tissues  that  mi;;ht  otherwise  immcdiatelv  unite,  thus 
predisposing  to  the  formation  of  ventral  hernise  and  flstulae. 
By  pressure  it  has  been  known  to  cause  fecal  fistulie.     Cases  of 
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intestinal  obstruction  following  celiotomy  have  undoubtedly 
been  caused  by  abdominal  drainage. 

The  method  of  drainage  that  we  advocate  is  by  means  of 
gauze  through  the  vagina,  for  the  following  reasons:  As  the 
cul-de  sac  is  the  most  dependent  part  of  the  abdominal  cavity,  it 
has  the  advantage  of  natural  drainage  by  gravitation.  With  the 
abdomen  closed  and  tiie  vagina  cleansed  as  it  should  be  before 
every  abdominal  operation,  there  is  no  danger  of  sepsis.  The 
possibility  of  hstulse  and  herniae  is  reduced  to  a  minimum.  The 
actual  statistics  of  the  cases  drained  by  this  method  are  better 
than  those  where  the  abdominal  wound  is  left  open.  There  i& 
less  pain  and  reaction  after  the  operation.  Dr.  Coe,  in  his  book 
recently  published,  calls  attention  to  the  value  of  this  method 
when  one  is  compelled  to  leave  a  patient,  after  operation,  in  the 
hands  of  a  general  practitioner.  The  attendant  has  merely  to 
withdraw  the  gauze  with  no  danger  of  infection. 

The  technique  of  this  procedure  is  simplicity  itself.  The 
operator  or  an  assistant  passes  two  fingers  into  the  thoroughly 
cleansed  vagina.  The  sharp  point  of  a  pair  of  long  scissors  is 
then  made  to  puncture  the  cul-de-sac  between  the  guiding  fin- 
gers, and  by  separating  the  handles  of  the  scissors  the  opening 
may  be  enlarged  as  much  as  is  desired.  A  pair  of  forceps  is 
then  passed  through  the  vagina  into  the  cul-de-sac,  and  the  end 
of  a  narrow  strip  of  gauze  is  caught  and  brought  out  through 
the  vagina ;  the  pelvis  is  then  packed  with  the  gauze  to  the 
extent  that  is  deemed  advisable.  The  intestines  and  omentum 
are  allowed  to  regain  their  natural  relations  and  the  incision  is 
closed.  The  gauze  in  the  vagina  can  be  easily  withdrawn  a 
few  inches  on  the  second  day.  The  vagina  can  be  irrigated 
with  an  aseptic  fluid  as  often  as  may  seem  necessary,  or  a  pack- 
ing of  iodoform  gauze  may  be  inserted.  The  gauze  may  be 
gradually  removed,  depending  upon  the  amount  of  drainage  re- 
quired. 

This  method  was  used  by  Dr.  Peaslee  with  success  as  early  as 
1855.  Martin,  Fenger,  and  Pozzi  advocate  drainage  by  the  va- 
gina. In  this  country  it  has  supporters  among  the  most  eminent 
abdominal  surgeons. 

In  a  recent  examination  of  three  patients  upon  whom  I  had 
operated  and  drained  in  this  manner  I  was  surprised  to  find  that 
the  uterus  in  each  case  had  remained  up  in  position  and  had  not 
sagged  at  all,  as  is  usual  after  the  removal  of  the  appendages. 
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The  probable  explanation  of  this  is  that  the  gauze  packing 
raised  the  uterus  to  the  abdominal  incision,  adhesion  took  place, 
■and  a  ventral  fixation  was  the  result.  Whether  this  happy  re- 
sult follows  all  cases  drained  in  this  way  I  am  unable  to  say,  but 
it  will  furnish  an  interesting  subject  for  further  investigation. 

In  conclusion,  the  points  that  I  wish  to  emphasize  are  :  That 
the  tendency  of  all  operators  seems  to  be  toward  the  limitation 
of  drainage  to  bad  pus  cases.  The  wonderful  results  of  vaginal 
hysterectomy  for  pelvic  suppuration  have  shown  the  value  of 
•drainage  by  the  vaginal  route,  and  have  gone  far  to  convince 
men  that  the  patient  has  a  better  chance  for  recovery  if  the 
pelvic  cavity  is  completely  shut  off  from  the  air  and  all  fluid  is 
allowed  to  escape.  By  this  method  the  organs  are  not  disturbed 
nor  unduly  pressed  upon.  The  intestines  are  not  interfered 
with  and  the  parts  are  left  in  the  normal  condition.  When 
necessary  to  leave  a  case  to  the  general  practitioner,  he  has  sim- 
ply to  pull  out  a  little  gauze  from  the  vagina  every  day,  and  he 
<5annot  introduce  sepsis. 

222  West  59th  street. 
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To  Pean  is  mainly  due  the  credit  of  demonstrating  the  indica- 
tions for  and  the  success  of  vaginal  hysterectomy  in  the  treat- 
ment of  tumors  of  the  uterus  and  the  uterine  adnexa,  and  other 
diseased  conditions  in  the  pelvic  cavity;  and  as  his  experience  is 
greater  than  the  experience  of  any  one  else,  the  following  ex- 
tract from  a  letter  received  from  him  may  be  of  interest : 

'  Read  before  the  American  Gynecological  Society  at  the  meeting  in  Balti- 
more, May  28th,  1895. 
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"Since  1882  I  have  shown,  as  you  will  see,  that  the  vaginal 
method  is  preferable  to  the  abdominal  for  all  small  tumors  of 
the  uterus  and  adnexa ;  that  vaginal  hysterectomy  is  preferable 
in  operating  for  cystic  or  solid  tumors  of  the  uterus  and  its  ad- 
nexa, the  size  of  which  does  not  exceed  the  fetal  head  and  does- 
not  extend  above  the  umbilicus  ;  that  by  this  new  method  we 
may  remove  without  danger  (two  to  four  per  cent)  the  uterus  for 
fibroma,  sarcoma,  cysts,  or  cancer,  with  the  greatest  facility,  if 
one  employs  my  method  of  using  preventive  clamping  forceps 
and  morcellation  of  the  tumors  and  diseased  organs.  By  this 
new  method  an  experienced  surgeon  may  avoid  lesions  of  the 
adjacent  organs,  even  if  there  are  grave  complications,  general 
adhesions,  pelvic  suppuration,  etc." 

From  a  more  recent  letter  from  Pean,  Paris,  May  3d,  1895^ 
giving  the  statistics  of  his  vaginal  hysterectomies  and  the  con- 
ditions for  which  the  operations  were  performed,  I  quote  the 
following:  "The  operations  were  performed  approximately  in 
10  per  cent  of  cases  for  myomata,  in  20  per  cent  of  cases  for 
simple  inflammation  of  the  uterine  adnexa,  in  30  per  cent  of 
cases  for  simple  pelvic  suppuration,  in  40  per  cent  of  cases  for 
complicated  pelvic  suppuration  and  intraligamentous  cysts  and 
myomata.  The  mortality  in  all  these  operations  is  about  3  per 
oent." 

The  following  is  an  extract  from  a  letter  from  Richelot, 
Paris,  May  7th,  1895  : 

"  In  my  book'  were  reported  230  observations  concerning  facts 
that  interest  you.  Of  this  number  there  are  43  uterine  myo- 
mata with  one  death  ;  61  pelvic  suppurations  with  five  deaths ; 
126  non-suppurative  diseases  (hematosalpinx,  parenchymatous 
salpingo-ovaritis,  hydrosalpinx,  etc.)  with  five  deaths,  which  give& 
a  mortality  of  4.78  per  cent. 

"  Since  the  end  of  the  year  1893,  at  which  time  the  statistics  in 
my  book  cease,  I  have  made  in  the  space  of  one  and  a  half  years 
154  operations  for  diseases  not  cancerous.  Here  are  the  results  : 
22  uterine  myomata  with  one  death,  78  non-suppurative  diseases 
with  one  death,  54  pelvic  suppurations  with  three  deaths,  which 
gives  a  mortality  of  3.68  per  cent. 

"  In  uniting  the  two  series  I  find  384  cases  with  16  deaths, 
which  gives  a  general  mortality  of  4.16  per  cent. 

^  "  L'Hysterectomie  vaginale  centre  le  Cancer  de  I'Uterus  et  les  Aflfectfons 
non-cancereuses,"  Paris,  O.  Doin,  editeur. 
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"It  is  to  be  remarked  that  the  results  of  the  second  series  are 
superior  to  those  of  the  first,  though  the  proportion  of  pelvic 
suppurations  is  much  greater. 

"  It  is  also  to  be  remarked  that  the  six  deaths  of  the  second 
series  occurred  in  the  first  five  months,  and  that  I  have  had  since 
the  month  of  June,  1894-,  nearly  a  year  ago,  an  uninterrupted 
series  of  112  recoveries,  of  which  I  count  36  suppurations  nearly 
all  complex,  and  19  fibroids  nearly  all  large  and  extracted  by 
laborious  morcellation. 

"These  results  confirm  the  opinion  that  I  have  already  ex- 
pressed in  my  book  on  vaginal  hysterectomy.  1  prefer  this  ope- 
ration to  laparatomy  in  : 

"  1.  Uterine  myomata  when  the  tumor  can  be  taken  away 
per  vaginam  by  morcellation  ;  that  is  to  say,  for  all  tumors  that 
do  not  ascend  above  the  umbilicus  and  are  of  sufficient  consist- 
ence to  give  firm  hold  to  the  instruments  per  vaginam. 

"  2.  Diseases  of  theadnexa  when  tiie  lesion  is  certainly  bilate- 
ral ;  when  the  age  of  the  woman  permits  the  surgeon  to  think 
exclusively  of  the  assurance  of  the  operative  result  and  the  per- 
fection of  the  therapeutic  result.  I  reserve  laparatomy  for  cases 
where  a  woman  is  young,  if  the  bilateral  lesions  are  not  shown." 

The  following  are  the  conclusions  in  a  letter  from  Pozzi, 
Paris,  May  11th,  1895,  based  upon  his  experience  in  vaginal 
hysterectomy  for  the  last  five  years  : 

"  I  only  prefer  vaginal  hysterectomy  for  pelvic  infiammations 
when  laparatomy  would  be  too  dangerous  or  insufticient  to  insure 
a  complete  recovery.  So  I  perform  vaginal  hysterectomy  every 
time  I  find  bilateral  lesions  of  the  appendages  with  firm  adhe- 
sions to  the  uterus.  I  also  perform  vaginal  hysterectomy  when 
I  meet  with  double  pyosalpinx  adherent  to  the  fixed  uterus  or 
with  periuterine  inflammation.  As  for  my  myomata,  some  of 
them  were  very  large  and  extended  u|)  to  tlie  umbilicus,  and  in 
some  cases  there  were  periuterine  inflammation  and  adhesions. 

"  My  rule  is  to  perform  vaginal  hysterectomy  in  myomata  when 
they  do  not  go  beyond  the  umbilicus." 

Probably  no  one  has  had  l)etter  oj)portunitie8  than  Jacobs  to 
compare  the  results  by  vaginal  hysterectomy  and  celiotomy  in 
the  treatment  of  pelvic  suppuration  and  bilateral  diseases  of  the 
uterine  adnexa.  In  a  pai>er  publisijid  in  the  May  number  of 
the  American  Journal  of  Obstktrics  and  Diseases  of  Women, 
he  gives  the  following  indications  for  vaginal  hysterectomy  : 
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"  Hysterectomy  aod  ablation  of  the  adnexa  by  the  vagina  is 
indicated  in  cases  of  cancer  of  the  uterus,  uterine  tumors,  dis- 
eased conditions  of  the  uterine  appendages,  periuterine  suppura- 
tions, suppuration  abo-it  tlie  appendages,  and  for  periuterine 
tumors." 

To  these  indications  I  would  add  some  cases  of  extrauterine 
pregnancy,  post- puerperal  septicemia  where  the  infection  is  con- 
£ned  to  the  uterus  or  pelvic  structures,  and  small  ovarian  tumors. 
Jacobs'  mortality  in  four  hundred  and  three  vaginal  hysterec- 
tomies for  the  above-named  conditions  is  2.9  per  cent. 

It  will  not  be  contended  that  vaginal  hysterectomy  should  be 
an  operation  of  election  in  all  cases  of  pus  pockets  in  the  broad 
ligaments,  tubes,  ovaries,  or  cavities  formed  by  adhesions  (en- 
cysted peritonitis),  for  there  may  be  complications  involving 
structures  so  high  above  the  pelvis  that  they  cannot  be  reached 
per  vaginam,  and  without  the  removal  of  which  the  patient  can- 
not be  cured — namely,  extensive  omental  or  intestinal  adhesions 
and  appendicitis.  These  complications,  however,  are  so  infre- 
quent that  practically  all  cases  are  operable  per  vaginam. 

As  hysterectomy  should  not,  with  few  exceptions,  be  performed 
if  the  ovary  and  tube  upon  one  side  are  healthy,  it  may  be  urged 
that  where  we  cannot  positively  diagnosticate  bilateral  diseases 
of  the  adnexa  the  diseased  structures  should  not  be  approached 
through  the  vagina. 

This  objection  is  not  valid,  because  an  opening  into  Douglas' 
pouch  is  practically  devoid  of  danger,  and  the  diseased  side  may 
be  removed  through  such  opening  without  disturbing  the  ute- 
rus, and  if  it  cannot  a  celiotomy  may  be  immediately  performed, 
and  if  necessary  the  vaginal  opening  left  to  give  more  perfect 
drainage.  In  cases  of  celiotomy  where  a  pus  sac  cannot  be 
enucleated  without  rupture  a  previous  opening  into  the  vagina 
would  lessen  the  mortality,  because  the  pus  by  gravitation  would 
go  in  that  direction,  and  by  irrigation  from  above  might  be  im- 
mediately forced  into  and  out  of  the  vagina  without  soiling  the 
peritoneum  or  necessitating  the  use  of  abdominal  drainage  by 
the  glass  tube  or  gauze. 

The  dangers  of  immediate  and  secondary  hemorrhage,  wound- 
ing the  bladder,  ureters,  or  intestines,  and  the  difficulty  of  main- 
taining asepsis  are  arguments  used  against  vaginal  hysterectomy; 
but  these  objections  are  not  well  founded,  and  the  experience  of 
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Pean,  Riclielot,  Segond,  Jacobs,  etc.,  has  proved  that  these  dan- 
gers are  less  than  in  celiotomj. 

Where  it  is  tlie  correct  thing  to  attempt  to  separate  the  adhe- 
sions of  the  intestines  or  omentum,  tliis  may  be  done  about  as 
well  through  the  vagina  as  through  the  abdomen  ;  but  where  ad- 
hesions are  firm  and  extensive,  shutting  off  pus  cavities  from 
the  abdomen,  it  is  often  the  wise  thing  to  disturb  the  intestines 
as  little  as  possible,  for  they  are  so  arranged  that  they  may  cause 
no  subsequent  trouble,  allowing  the  gas  and  feces  to  pass  unin- 
terruptedly. But  if  celiotomy  is  performed  these  adhesions 
must  be  separated,  the  peritoneal  cavity  thereby  soiled,  prob- 
ably causing  local  if  not  general  sepsis,  and  if  the  intestines  have 
escaped  serious  injury  they  are  left  in  a  condition  that  pre- 
disposes to  secondary  irregular  adhesions  more  dangerous  than, 
the  primary  adhesions.  All  experienced  celiotomists  know  that 
in  secondary  operations  in  such  cases  the  adhesions  are  often 
almost  universal  and  may  cause  death  from  obstruction.  "While 
the  dangers  of  wounding  the  rectum,  bladder,  or  ureters  in  va- 
ginal hysterectomy  are  not  greater  than  in  celiotomy,  if  these 
structures  are  injured  the  mortality  in  the  former  is  not  twenty- 
five  per  cent  of  the  mortality  in  the  latter,  because  the  perfect 
drainage  prevents  peritoneal  infection.  The  bladder  or  rec- 
tum may  often  be  immediately  sutured,  and  if  the  ureter  is 
injured  and  cannot  be  repaired  it  may  be  subsequently  im- 
planted into  the  bladder. 

If  the  wounds  of  the  rectum  and  bladder  cannot  be  repaired 
the  openings  generally  close  within  a  few  weeks.  The  indica- 
tions for  vaginal  hysterectomy,  and  the  superiority  of  this  method 
over  the  abdominal  metiiod  in  the  treatment  of  cancer,  of  small 
myomati  confined  to  the  uterus  or  extending  into  the  broad  h'ga- 
ments,  or  in  small  bilateral  intraligamentous  cysts,  are  so  mani- 
fest and  have  been  demonstrated  sc")  positively  by  the  work  of 
Pean  and  his  followers  that  a  further  discussion  would  be  a 
waste  of  time. 

Nor  is  it  necessary  to  argue  with  celiotomists  who  contend 
that  the  removal  of  the  uteru-;  after  the  tubes  and  ovaries  liavc 
become  ba-ily  diseased  and  are  functionless  is  a  useless  mutila- 
tion (if  women. 

When  the  tubes  and  ovaries  are  removed  the  uterus  can  serve 
no  useful  purpose,  and  inay  remain,  or  finally  become  an  offend- 
ing member  of  the  body.     In   many  cases  where  the  tubes  and 
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ovaries  are  removed  the  woman  is  not  cured  and  may  not  be 
benefited,  but  when  finally  the  uterus  is  removed  all  symptoms 
•<3isappear. 

As  tubal  or  pelvic  suppuration  is  frequently  caused  by  con- 
tinuation of  an  infection  in  the  endometrium,  the  uterus  may 
remain  a  diseased  organ  that  cannot  be  cured  by  curetting  or 
•other  intrauterine  treatment. 

In  other  cases  where  the  uterus  shows  no  positive  signs  of  dis- 
•ease  the  removal  of  the  adnexa  does  not  relieve  pain,  because  tlie 
nerves  of  the  uterus  or  the  surrounding  ganglia  are  diseased. 
If  the  uterus  is  not  removed,  even  if  not  diseased,  it  may 
become  reinfected  by  fresh  exposure,  or  become  displaced  and 
adherent  to  adjacent  structures,  or  carcinoma  may  develop.  As 
about  twenty  per  cent  of  all  cases  of  salpingitis  are  tubercular, 
with  probable  tubercular  involvement  of  the  uterus,  the  latter 
organ  in  such  cases  should  be  removed  with  the  tubes  and 
ovaries. 

Pus  tubes  may  have  formed  such  extensiv^e  and  firm  adhesions 
that  their  removal  entails  such  injury  to  the  uterus  that  a  muti- 
lated organ  is  left.  In  most  of  Pean's  cases  where  the  uterus 
was  removed  and  the  appendages  drained  and  left  the  patients 
.remained  permanently  cured.  Pean  was  at  first  alone  in  his  ad- 
vocacy of  vaginal  hysterectomy  for  the  above-named  conditions, 
but  finally  his  own  countrymen  who  had  fought  him  so  vigor- 
ously became  the  most  earnest  advocates  of  the  new  method. 

The  following  are  some  of  the  reasons  why  vaginal  hysterec- 
tomy should  be  preferred  to  celiotomy  : 

1.  There  is  less  shock  and  more  rapid  and  complete  convales- 
cence, the  patients  usually  sitting  up  within  a  week  and  walk- 
ing a  few  days  later. 

2.  In  pelvic  suppuration  there  is  less  danger  of  septic  infec- 
tion from  soiling  the  peritoneum. 

3.  Absence  of  suture  or  mural  abscesses,  and  of  sinuses  follow- 
ing the  use  of  drainage  or  an  infected  ligature. 

4.  Fewer  adhesions  following  operation. 

5.  Immunity  from  ventral  hernia. 

6.  A  lower  mortality,  fewer  post-operative  complications,  and 
a  more  complete  restoration  to  health  in  a  relatively  greater 
number  of  cases. 

The  above  are  facts,  as  shown  by  statistics  of  the  most  success- 
ful operators  in  celiotomy  and  vaginal    hysterectomy ;  and  in 
13 
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vaginal  hysterectomy  many  of  tlie  cases  were  inoperable  by  any- 
other  method. 


Fig.  1 


Fl(! 


Fios.  1,  2,  3,  4  —Retractors. 

It  will  thus   be   seen    tliat   theoretical    objections  to  vaginal 
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hysterectomy,  unsupported  by  facts  and  reasons,  are  worthless 
when  tested  by  intelligent  experience. 

The  preliminary  preparations  for  vaginal  hysterectomy  and 
celiotomy  are  practically  identical,  but  in  the  former  the  vagina 
should  be  made  as  aseptic  as  the  abdomen  is  in  the  latter,  and  if 
there  is  infection  of  the  endometrium,  causing  leucorrhea,  the 
uterus  should  be  curetted  and  irrigated  with  a  1 :  2000  bichloride 

Fig.    5 


Fig.  6. 


Figs.  5,  6.-VolseIla  forceps. 

solution,  and  if  not  immediately  removed  should  be  tamponed 
with  iodoform  gauze. 

The  cervix  uteri  and  vaginal  vault  may  be  exposed  by  any 
form  of  vaginal  retractors,  but  Pean's  are  probably  the  best,  for 
they  are  more  easily  managed  by  the  assistants  and  thereby 
expose  and  protect  structures  better.  While  it  may  be  neces- 
sary to  use  four  retractors  in  some  cases  of  morcellation  of 
myomata,  it  is  not  necessary  to  use  more  than  two— posterior 
and  anterior— in  operating  for  other  conditions,  and  the  anterior 
one  may  often  be  dispensed  with. 
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The  success  of  the  operation  depends  upon  our  ability  "to  con- 
trol primary  and  secondary  hemorrhage,  to  avoid  injury  to  the 
bladder,  ureters,  rectum,  and  intestines,  and  to  prevent  soiling 
the  peritoneum,  all  of  which  may  be  accomplished  by  proper 
attention  to  the  details  before  and  during  the  operation. 

We  should  have  several  volsella  and  bullet  forceps,  and  an 
assortment  of  reliable  clamping  forceps  of  different  lengths  that 
will  hold  firmly  upon  the  tissues  and  will  remain  safely  clamped. 

I  prefer  the  forceps  of  my  device,  the  blades  of  which  are  so 
grooved  that  it  requires  relatively  little  force  to  burj^  them  in 
the  tissues,  and  they  cannot  slip  or  be  displaced.  They  are  made 
of  three  lengths,  six  and  a  half,  seven,  and  seven  and  a  half 
inches.  The  use  of  scissors  or  knife  is  a  matter  of  individual 
choice,  but  we  should  enucleate  as  much  as  possible  with  the 


Fio.  7.— Clamping  forceps. 


fingers  and  carefully  pusli  the  bladder  and  ureters  away  from 
the  uterus. 

The  removal  of  the  uterus  for  bilateral  diseases  of  the  adnexa 
where  there  are  no  pus  pockets  is  a  simple  vaginal  hysterectomy, 
the  techiii(pie  of  which  need  not  be  considered. 

The  vaginal  incision  should  first  be  made  behind  the  cervix, 
and  may  be  continued  at  the  base  of  the  broad  ligaments  on  each 
side  one- half  inch  or  more  beyond  the  cervix,  and  if  necessary 
the  posterior  vaginal  wall  may  be  split  to  the  bottom  of  Douglas' 
pouch.  The  incision  of  the  vagina  by  the  thermocautery  is  not 
necessary  to  control  hem(jrrhage  or  for  drainage.  Enucleate 
with  the  fingers, and,  if  possible,  open  the  pus  cavities  and  drain 
and  irrigate  them  before  exposing  the  peritoneum.  This  can  be 
done  in  cysts  or  supj)uration  in  the  broad  ligaments,  or  in  other 
forms  of  pelvic  suppuration  where  the  pus  litis  been  shut  off  from 
the  peritoneal  cavity  by  plastic  exudation  and  adhesions.  In 
these  cases  the  pus  may  be  discharged  and  the  cavities  irrigated 
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and  disinfected  without  hemorrhage  or  the  necessity  of  using  a 
ligature  or  clamp.  The  hysterectomy  may  then  be  completed 
without  danger  of  infecting  the  peritoneum.  If  there  is  indu- 
ration without  suppuration  the  dissection  into  the  folds  of  the 
broad  ligaments  will  do  no  harm,  and  the  resulting  drainage  may 
prevent  suppuration  if  the  infection  is  confined  to  the  connective 
tissue.  If  the  pus  pockets  cannot  be  reached  and  treated  in 
this  way  the  peritoneum  may  be  opened  and  the  tubes  and 
ovaries  explored  with  the  tinger,  at  the  same  time  introducing 
a  reflux  irrig-ation  tube  above  the  diseased  structures  and  allow- 
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Fig.  8.— Reflux  irrisation  tube. 

ing  hot  water  to  flow  steadily,  so  that  in  the  event  of  accidental 
or  intentional  rupture  the  pus  will  be  forced  into  the  vagina. 

If  the  intestines  and  the  omentum  protrude  into  the  vaginal 
wound  or  come  in  contact  with  the  ovaries  or  tubes  filled  with 
pus,  they  should  be  replaced  and  protected  by  gauze  or  a  sponge 
before  the  pus  cavities  are  opened.  In  such  cases  if  there  are 
intestinal  or  omental  adhesions  to  the  tubes  or  ovaries,  these 
may  be  separated  before  evacuating  the  pus  or  enucleating  the 
tubes  or  ovaries,  or  they  may  be  separated  after  the  uterus  has 
been  removed. 


g'.tiemann  a<.co. 

Fig.  9.— Self-retaining  catheter. 

If,  after  Douglas'  sac  has  been  opened,  the  uterus  can  be  re- 
moved without  rupturing  the  suppurating  tubes  or  ovaries,  it 
should  be  done,  for  if  these  organs  are  situated  high  up  they  can 
be  enucleated  or  drained  more  easily  and  successfully  afterward. 
In  cases  where  it  is  impossible  to  enucleate  and  remove  the 
entire  tubes  and  ovaries  they  should  be  drained,  irrigated,  dis- 
infected, and  tamponed,  and  no  immediate  or  subsequent  trouble 
will  usually  follow ;  with  few  exceptions  these  patients  make 
uninterrupted  recoveries  and  are  permanently  cured. 

In  nearly  all  cases  of  hysterectomy,  except  for  myomata,  the 
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uterus  may  be  removed  in  its  entirety ;  but  if  tbis  cannot  be 
done  we  may  resort  to  bilateral  section  and  amputation  of  tbe 
cervix,  hemisection  of  tbe  anterior  uterine  wall,  or  antero-pos- 
terior  section  of  tbe  uterus.  Hemorrbage  may  be  controlled 
progressively  from  below  upward,  but  if  tbe  uterus  bas  been 
inverted  anteriorly  or  posteriorly  tbe  clamps  may  be  applied  from 
above  downward.  Pus  pockets  tbat  are  drained  and  cannot  be 
enucleated  sbould  be  carefully  tamponed  before  tbe  strips  of 
gauze  are  introduced  to  cover  tbe  jaws  of  tbe  forceps.  Tbe  ends 
of  the  strips  of  gauze  sbould  lie  between  the  handles  of  tbe  for- 
ceps and  extend  nearly  to  tbe  vulva. 

In  vaginal  hysterectomy  for  myomata  by  morcellation  adopt 
any  method  that  best  meets  the  indications,  or  combine  two  or 
more  methods — namely,  Pean's,  Richelot's,  Segond's,  Doyen's, 
Miiller's,  or  Quenu's. 

The  field  of  operation  should  be  thoroughly  exposed,  so  that 
we  may  see  the  tissues  we  cut.  Morcellation  should  not  be  at- 
tempted until  the  uterine  arteries  have  been  ligated  or  clamped. 
As  morcellation  is  continued  and  the  broad  ligaments  are  divided, 
an  assistant  should  make  firm  and  continuous  traction  with  a 
strong  volsella  forceps,  which  is  an  efficient  means  of  controlling 
hemorrhage.  In  hysterectomy  for  broad-ligament  myomata  we 
should  usually  morcellate  the  tumors  before  we  remove  the  ute- 
rus, but  when  myomata  are  developed  in  the  walls  of  the  uterus 
we  may  morcellate  the  tumor  and  the  uterus  simultaneously  as 
may  be  indicated. 

In  conclusion  I  will  briefly  refer  to  i)ut  five  illustrative  cases 
upon  whom  I  recently  operated  for  bilateral  diseases  of  the 
uterine  aduexa  and  uterine  myomata. 

Case  I. — A  feeble  woman  with  bilateral  intraligamentous 
cysts,  the  smaller  of  which  had  snp])uratcd.  The  larger,  filled 
with  a  clear  liquid,  reached  to  witiiin  one  inch  of  the  umbili- 
cus;  the  suppurating  cyst  was  the  size  of  an  orange.  Both 
were  drained  and  irrigated  through  the  posterior  vaginal  inci- 
sion before  tbe  j)eritoneum  was  opened.  Tbe  uterus  was  then 
removed.  She  bad  no  untoward  symptom,  was  sitting  up  in 
six  days,  and  walking  a  few  days  later. 

Cask  II. — A  confirmed  invalid,  with  high  fever  and  rapid 
pulse  caused  by  a  pus  tube  and  an  ovarian  abscess  on  the  left 
side  and  a  pelvic  abscess  on  tbe  right  side.  These  abscesses  were 
high  up  and  could  not  })e  successfully  treated  until  tlie  uterus 
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Avas  removed.  The  tube  and  the  ovary  on  the  left  side  were 
■enucleated,  and  the  pelvic  abscess  on  tiie  right  side  torn  open 
-and  irrigated.  The  patient  sat  up  in  seven  days  and  walked  a 
few  days  later. 

Cask  III. — Temperature  103°,  pulse  130,  badly  septic,  with 
abdomen  distended  and  pelvic  abscesses  upon  each  side  extend- 
ing nearly  to  the  umbilicus.  Tbe  cavities  were  opened  through 
the  posterior  vaginal  incision  and  each  drained  of  more  than  a 
pint  of  offensive  pus  without  opening  the  peritoneal  cavit3^ 
The  uterus  was  then  removed,  but  the  exudations  were  so  firm 
diat  it  could  not  be  enucleated  and  had  to  be  cut  out  with 
€cissors.  She  was  very  feeble  and  intensely  nervous ;  her  pulse 
varied  from  125  to  150  until  the  clamps  were  removed  thirty- 
six  hours  after  operation.  Twenty- four  hours  later  the  pulse 
was  85,  temperature  normal,  and  remained  so.  She  sat  up  in 
seven  days  and  walked  in  ten  days. 

Case  IV. — No  children,  but  has  had  six  induced  abortions, 
the  last  two  months  ago,  resulting  in  septic  infection.  The  va- 
ginal wall  was  incised,  the  broad  ligaments  opened,  and  a  tubo- 
ovarian  abscess  on  each  side  drained  before  exposing  the  perito- 
neal cavity.  The  uterus  and  the  remnants  of  tubes  and  ovaries 
were  cleanly  removed.  She  had  no  untoward  symptom,  sat  up 
within  six  days,  and  left  the  hospital  in  two  weeks. 

Case  V. — No  children  ;  had  suffered  for  several  years  from 
pressure  of  a  uterine  myoma  which  extended  to  the  umbilicus. 
The  uterus  and  tumor  were  removed  by  morcellation.  There 
was  no  shock,  and  the  woman  recovered  without  an  untoward 
:symptom,  sitting  up  in  seven  days  and  able  to  return  home  in 
.two  weeks. 

In  none  of  these  cases  was  the  operation  followed  by  nausea, 
vomiting,  or  distention,  and  the  patients  relished  food  on  the 
•second  or  third  day. 

4i26  Fourth  avenue. 
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THE  LOCAL  TREATMENT  OF  CONTUSIONS.  OF  THE  EXTERNAL 
GENITALIA   SUBSEQUENT  TO  PARTURITION. 


BY 


T.   RIDGWAY  BARKER,  M.D., 
Philadelphia,  Pa. 


While  minor  injuries  of  tlie  external  parts  concerned  in  par- 
turition are  of  uniform  occurrence,  differing  only  in  extent  and 
degree,  they  rarely  occasion  any  trouble  to  the  obstetrician, 
tliousrh  of  considerable  moment  to  the  nervous  and  exhausted 
parturient.  In  spite  of  all  tiiat  has  been  said  and  written  con- 
cerning the  insensibility  of  these  parts  after  contusion,  their  con- 
gested and  excoriated  surfaces  are  exquisitely  tender  and  are  far 
from  being  benumbed  by  the  amount  of  bruising  to  which  they 
have  been  subjected.  If  any  one  is  unconvinced  of  this  fact,  let 
him  pound  a  finger  and  then  bring  pressure  to  bear  upon  the  in- 
jured member.  He  will  demonstrate  very  speedily  to  his  own- 
perfect  satisfaction  that  sensibility  has  not  been  lost  by  any 
manner  of  means,  but  rather  exaggerated. 

How  to  satisfactorily  relieve  this  distressing  condition  of  the- 
soft  parts  in  the  genital  region  has  given  me  mucii  concern. 
Any  elaborate  toilet  is  out  of  the  (juestion,  as  it  consumes  too- 
much  time  and  would  necessitate  more  or  less  movement  of  the- 
patient.  Cold  applications  have  not  been  well  borne,  nor  do 
they  seem  suited  to  such  a  condition  under  the  peculiar  circum- 
stances. The  cold  dressing  is  disagreeable  to  the  mother  and 
lias  a  tendency  to  produce  a  sense  of  general  chilliness.  On  the 
other  hand,  heat  is  very  grateful,  as  one  might  expect. 

}>[y  experience  goes  to  prove  that  heat  is  superior  to  cold  as  a 
sedative  when  pain  is  dependent  upon  injury  to  nerves,  unasso- 
ciated  with  an  acute  or  chronic  inflammatory  pntcess. 

Following  out  this  line  of  reasoning  based  upon  clinical  data^ 
I  have  adopted  the  plan  of  applying  to  tiie  external  genitalia,  in. 
all  my  cases  of  confinement  where  called  for,  what  may  be  styled- 
the  hot  medicated  pack.  After  the  delivery  of  the  placenta  and 
clots,  which  is  accomplished  some  fifteen  minutes  after  the 
expulsion  of  the  fetus,  I  direct  the  nurse  to  procure  some  hot 
water,  and  to  a  pint  of  this  are  added  two  ounces  of  fluid  extract 
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of  witch-hazel.  Into  this  solution  is  dip}3ed  a  large  napkin 
folded  into  a  narrow  strip  four  inches  wide  and  six  inches  long. 
This  is  wrung  out  and  quickly  transferred  to  the  affected  parts^ 
and  lightlj'  covered  to  prevent  wetting  the  bed  linen. 

Care  should  be  taken  that  the  cloth  is  not  too  hot  to  be  com- 
fortably borne,  otherwise  the  patient  may  be  scalded.  The 
napkin  may  be  changed  every  fifteen  minutes  for  the  first  three 
hours,  and  afterward  every  half-hour  to  hour  for  some  six  hours^ 
the  frequency  depending  upon  the  feelings  of  the  parturient 
and  the  condition  of  the  soft  parts. 

The  heat  should  be  kept  up  continuously,  which  can  only  be 
accomplished  by  strict  attention  on  the  part  of  the  nurse. 

AYhere  this  plan  has  been  faithfully  carried  out  twelve  hours 
have  been  found  to  be  quite  suflicient  to  restore  the  parts  to  a 
normal  condition. 

If,  however,  great  injury  has  been  done  to  these  structures,, 
as  when  the  labor  has  been  a  tedious  and  difficult  one  and  the 
external  parts  subjected  to  prolonged  pressure  with  marked 
interference  with  their  circulation  and  innervation,  then  slough- 
ing, in  spite  of  all  remedial  measures,  can  rarel}'  be  prevented. 

427  South  IGth  street. 


THE  USE  OF  PELVIMETRY  IN  GYNECOLOGY. 

ILLUSTRATED   BY   A  CASE  OP  VESICO-VAGINAL  FISTULA. 


GEORGE  W.  DOBBIN,   M.D., 
Assistant  Resident  Obstetrician  at  the  Johns  Hopkins  Hospital. 


(With  three  illustrations.) 


Pelvlmetry  is  not  appreciated  in  gynecology  as  it  is  in  obstet- 
rics. The  reason  for  this  is  the  obvious  immediate  practical 
importance  of  a  knowledge  of  the  pelvic  diameters  at  the  time 
of  birth,  while  to  the  gynecologist  such  knowledge  is  purely 
retrospective  and  scientific  in  character.  By  tracing  back  the 
history  of  difficult  labors,  the  prolitic  canses  of  pelvic  inflam- 
matory disease,  lacerations,  prolapsus  uteri,  and  fistulee,  we  gain 
definite  ideas  of  the  causes  of  such  affections,  and  are  enabled  to 
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bring  prophylaxis  to  bear  in  limiting  tiie  frequency  of  such 
accidents  in  the  future.  Pelvimetry  applied  at  this  time  goes 
one  step  further  back  and  often  explains  the  cause  for  the 
■difficult  labor. 

In  an  article  in  the  Johns  Hopkins  Hospital  Reports  Dr. 
Kelly  pointed  out  for  the  first  time  the  importance  of  pelvi- 
metry to  the  gynecologist  in  a  variety  of  affections  he  is  daily 
called  upon  to  treat,  and  described  a  simple  method  by  which 


Fio.  1.— Pressing  tin-  extended  hand  down  iipun  promontory  of  sacrum. 

the  eonjugata  vera  could  be  ineasiirtMl  directly  with  acciirac}'. 
The  report  included  a  numi)er  of  cases  of  abdominal  section  in 
which  the  coujugnta  was  measured  by  '•  the  external  direct 
method"  before  operation  and  the  measurement  conHrmed  or 
•corrccte  1  by  the  direct  measurement  made  through  the  open 
abdomen.  In  one-half  of  the  cases  the  two  observations  coin- 
cided exactly,  and  in  about  one  half  the  estimated  conjugate  was 
_greiter  than  tlie  real  by  one-half  of  a  centimetre. 
The  method  brietlv  is  as  folhjws  : 
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The  patient  lies  on  lier  back,  with  the  thighs  and  knees 
-shghtly  flexed  and  the  head  and  chest  elevated  bj  a  small  pillow, 
relaxing  the  abdominal  muscles.  The  examiner  stands  on  the 
left,  facing  her,  and,  with  the  palmar  surface  of  the  open  left 
hand  directed  downward,  he  makes  with  graduated  pressure 
deep  palpation  in  the  median  line  directly  over  the  superior 
strait,  feeling  for  the  promontory  of  the  sacrum  with  the  tips  of 


of?ymp^;ris"uS'''"  ""'  '""""""  over  most  pron^inent  part  on  posterior  surface 

■the  fingers.  When  the  promontory  is  felt  distinctly  the  fingers 
are  swept  over  it  to  gain  a  familiarity  with  its  position,  and  then 
allowed  to  rest  at  a  point  directly  above  it,  so  as  to  avoid  inter- 
posing the  thickness  of  the  abdominal  walls  in  making  the  mea- 
:surement.  This  fixes  the  posterior  point  of  the  conjugate  dia- 
meter. The  free  hand  now  determines  the  anterior  point  of  the 
diameter  by  pressing  down  with  the  middle  finger  behind  the 
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symphysis  directly  over  its  most  prominent  point.  The  finger 
is  then  turned  up  and  an  indentation  made  with  the  nail  on  the 
palm  of  the  obstetrical  hand.  Keeping  the  hand  rigid,  it  is 
raised  from  the  abdomen  and  the  distance  between  the  tip  of 
the  finger  to  the  nail  mark  is  measured,  and  this  is  the  conjugata 
vera. 

The  chief  sources  of  error  arise   from  pressing  against  the 


Fio.  3.— Length  of  conjugate  diameter  measured  from  tip  of  inicUUe  finger  to  indenta- 
tion on  palm. 

promontory  instead  of  r.'sting  the  fingers  at  a  point  vertically 
above  it.  Fortunately  the  liability  to  error  is  the  least  in  the 
narrowest  pelves,  and  greatest  the  larger  the  superior  strait. 

In  obstetrics  this  method  is  not  feasible,  owing  to  the  fact 
that  the  superior  strait  is  tilled  with  the  pi-egnant  uterus.  So 
here  we  must  res'>rt  to  the  indirect  method  of  measuring  the  ob- 
lique conjugate.  Dr.  Kelly's  method  is,  however,  the  only  one- 
applicable  in  gynecology,  for  the  norniivl  resiliency  of  the  va- 
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ginal  and  pelvic  tissues  will  not  allow  us  to  reach  the  promon- 
tory of  the  sacrum  by  the  vaginal  route,  and  the  difficulties  are 
greater  if  there  is  any  inflammatory  trouble  present.  To  illus- 
trate these  points  I  will  cite  a  case  of  vesicovaginal  fistula  from 
the  wards  of  the  Johns  Hopkins  Hospital : 

Mrs.  H.,  tet.  32,  white,  came  into  the  hospital  January  3d, 
unable  to  retain  her  urine  and  with  occasional  loss  of  control  of 
her  bowels. 

Her  condition  was  one  of  pain  and  great  discomfort.  The 
dribbling  urine  had  provoked  so  much  excoriation  of  the  vulvar 
orifice  and  thighs  that  she  said  if  nothing  could  be  done  she 
intended  seeking  relief  by  suicide. 

She  had  been  married  two  years  and  had  with  greatest  diffi- 
culty given  birth  to  two  children.  On  both  occasions  instru- 
mental delivery  was  necessary  and  the  floor  of  the  pelvis  had 
been  greatly  lacerated.  Both  of  the  children  died  during  labor, 
and  the  physician  who  had  her  in  charge  said  that  her  pelvis 
was  so  contracted  that  she  could  never  be  delivered  of  a  living 
child. 

She  has  not  menstruated  since  the  birth  of  her  last  child,  six 
months  before. 

Her  second  labor  was  even  more  difficult  than  the  first,  which 
was  instrumental  and  the  child  dead.  As  the  child  was  very 
large,  the  forceps  was  applied  and  the  recto-vaginal  septum 
torn  through.  The  anterior  vaginal  wall  was  also  torn  near  the 
cervix,  the  laceration  extending  into  the  bladder.  Since  then 
she  has  had  incontinence  of  urine,  which  has  persisted  ever 
since,  and  when  her  bowels  are  loose  she  cannot  control  them. 

Inspection  of  the  external  genitalia  shows  that  the  genital 
hairs  are  short  (1.5  centimetres  long),  rigid,  and  with  slight  in- 
crustations about  their  extremities.  The  labia  majora  from  the 
anterior  commissure  around  to  the  anus  are  the  seat  of  a  derma- 
titis which  in  newer  parts  seems  to  be  papillary,  and  around  the 
roots  of  the  hairs,  the  point  of  exit  of  which,  on  the  top  of  a 
papilla,  is  marked  by  a  raw  surface  about  1  millimetre  in  diame- 
ter. There  are  several  edematous-looking  folds  with  thickened 
skin  at  the  left  labio-femoral  crease. 

The  recto- vaginal  septum  is  broken  down  ;  sphincter  pits 
separated  3  centimetres;  distance  from  urethra  to  posterior 
vaginal  wall,  2  centimetres.  The  vaginal  tear  has  probably  been 
from  3.5  to  4  centimetres  in  length. 
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The  vaginal  outlet  is  not  enlarged  and  there  is  no  tendency 
to  prolapsus;  the  levator  muscles  can  be  felt  at  the  sides,  and 
they  are  strong  and  unbroken,  forming  a  strong  diaphragm  clos- 
ing the  floor  of  the  pelvis. 

Vagina  is  smooth,  and  there  is  no  evidence  of  scar  tissue 
exeept  at  the  vault,  where  there  is  a  sharp  falciform  scar  at  the 
junction  of  the  right  lateral  with  the  anterior  vaginal  wall.  The 
cervix  is  found  to  be  the  seat  of  a  stellate  laceration  dividing  it 
into  three  parts,  one  posterior  and  two  lateral  thirds;  there  is, 
therefore,  a  tear  anteriorly  and  median;  from  this  point  (i.e., 
the  tip  of  this  tear)  there  is  a  sulcus  of  scar  tissue  originating 
l)etween  the  two  anterior  thirds  of  the  cervix  and  extending 
down  along  the  anterior  wall  of  the  vagina  to  a  point  1  centi- 
metre below  the  cervix  uteri  and  5  millimetres  above  the  external 
urethral  orifice,  and  at  this  point  there  is  a  vesico-vaginal  fistula 
3  millimetres  in  diameter  and  a  little  to  the  right  of  the  median 
line.  There  is  no  scar  tissue  except  that  forming  the  edge  of 
the  flstula,  and  the  external  urethral  orifice  is  normal,  there  being 
no  mechanical  injuries  to  the  vnlva  except  those  noted  above. 

The  uterus  reclines  in  the  sacral  hollow  ;  the  ovaries  and  tuV)es 
are  normal. 

The  patient  was  then  put  in  the  knee-breast  position  and  a 
cystoscopic  examination  made.  By  this  means  the  fistula  is  seen 
as  a  transverse  narrow  slit  or  line  across  the  mucous  membrane 
of  the  bladder. 

Pelvic  meanuremenis. — Baudelocque's  diameter,  17  centi- 
metres; distance  between  iliac  crests,  29  centimetres;  distance 
between  anterior  superior  spines,  28  centimetres;  distance  be- 
tween trochantci's,  31  centimetres;  distance  between  tnbera 
ischii,  T.T)  centimetres. 

O71  accofutt  of  the  dcnne  scur  i'lmue  in  t/ie^myiiial  vault  it  wan 
impoHHitfle  to  measure  the  cojijiujatu  ohiiqua  hi/  the  vagina. 

7 he  e.Tternal  direct  method  gives  the  conjugata  vera  to  tte  7 
centimetres. 

Diagnosis. —  A  Hat  |)elvis  of  7  centimetres  or  less ;  retropositio 
uteri ;  cicatrices  in  the  vault,  vesico-vaginal  fistula,  complete 
laceration  of  the  vaginal  outlet. 

Several  days  after  this  (January  12th)  Dr.  Kelly  operated 
upon  the  jiatient,  first  repairing  the  fistula  by  denuding  the 
edges  and  suturing  the  raw  surfaces  thus  formed  together,  and 
then  repairing  the:  laceration  (^i  the  vaginal  outlet  by  his  opera- 
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tion  for  a  complete  tear.  She  made  an  uninterrupted  recoverj,. 
and  on  the  tenth  day  tlie  sutures  were  removed,  giving  a  perfect 
result,  both  of  the  fistula  and  perineum.  At  no  time  was  there 
the  slightest  leakage  from  the  bladder,  an  I  the  patient  left  the 
hospital  entirely  well. 

This  case  serves  very  well  to  illustrate  the  importance  of  pel- 
vimetry in  parous  women,  and  more  especially  of  the  external 
direct  method  of  measurement  in  jrvnecological  cases. 


VAGINAL  SECTION  AND   DRAINAGE  FOR  PELVIC  ABSCESS. 

WITH   UEPORT  OF   CAS2f=.' 


T.   J.  WATKINS,  M.D., 

Instructor  in  Gynecology  in  the  North westera  University  Midical  School ;  Attending 

Gynecologist  at  St.  Lulce's,  Likeside.  and  Provident  Hospitals.  Chicago. 


Pas  in  the  Fallopian  tube,  ovary,  or  pelvic  cellular  tissue  will 
be  considered  a  pelvic  abscess. 

The  object  of  this  paper  is  to  advocate  vaginal  section  and 
drainage  for  exceptional  cases  of  pelvic  abscess.  Most  of  the- 
literature  on  the  treatment  of  pelvic  abscess  through  the  vagina 
appeared  before  the  pathology  of  this  condition  was  well  under- 
stood and  before  aseptic  surgery  was  practised,  and  is  therefore 
of  little  practical  value.  Many  gynecologists,  among  them  our 
esteemed  President,"  advocate  abdominal  section  in  all  cases  of 
pelvic  abscess.  Dr.  Clement  Cleveland  recently  read  a  paper  on 
"  The  Treatment  of  Pelvic  Abscess  by  Vaginal  Puncture  and 
Drainage,"'  in  which  he  demonstrated  that  the  operation  was  a 
valuable  procedure  in  selected  cases. 

A  brief  report  of  a  few  cises  of  pelvic  abscess  which  I  have 
treated  by  vaginal  section  and  drainage  will,  I  think,  facilitate 
the  presentation  of  the  subject. 

Mrs.  S.  was  referred  to  me  by  Dr.  A.  W,  Bigelow  in  May,. 
1893.  Examination  showed  an  abscess  filling  the  entire  pelvis,, 
pushing  the  uterus  and  vagina  forward,  and  extending  above  the 

'  Read  before  the  Chicago  Gynecological  Society,  May  24th,  1895. 
•^"Treatment  of  Pelvic  Abscesses  by  Laparatomy,"   Chicago  Medical  Re- 
corder, May,  1S94,  p.  295. 

2  New  York  Journal  of  Gynecology  and  Obstetrics,  June,  1894,  p.  652. 
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brim  of  the  pelvis  on  one  side.  The  abscess  was  of  long  stand- 
ing and  the  patient  feeble  and  emaciated  from  sepsis.  Yaginal 
section  was  performed  with  irrigation  and  drainage.  About  one 
pint  of  pus  was  evacuated  ;  operation  extraperitoneal.  The  pa- 
tient made  a  rapid  and  complete  recovery.  The  drainage  tubes 
were  removed  in  about  four  weeks.  Dr.  Bigelow  reported  on 
April  11th,  1895  :  "  I  last  saw  Mrs.  S.  some  three  months  ago. 
She  was  in  perfect  health  and  has  had  no  return  of  the  pelvic 
trouble." 

Mrs.  S.  O.  was  admitted  to  St.  Luke's  Hospital  in  January, 
1895,  suffering  severely  from  disease  of  the  left  tube  and  ovary, 
which  were  adherent  in  Douglas'  cul-de-sac.  The  uterus  was 
retroverted.  Her  temperature  was  normal.  Vaginal  section 
revealed  a  small  abscess  between  the  ovary  and  the  posterior 
vaginal  wall,  which  was  evacuated  and  the  sac  thoroughly 
cleansed.  The  separation  of  the  adhesions  about  the  ovary  and 
thickened  tube  was  followed  by  restoration  of  the  uterus  to  its 
normal  position  and  elevation  of  the  left  uterine  appendage. 
The  right  uterine  appendage  was  normal.  The  wound  was 
packed  with  gauze.  Recovery  from  the  operation  was  satisfac- 
tory, and  the  uterus  and  appendages  remained  in  normal  posi- 
tion. Kecent  examination  shows  some  thickening  to  the  left  of 
the  uterus,  wliich  does  not  occasion  any  special  distress.  The 
operation  was  made  for  exploration.  The  ovary  and  tube  did 
not  appear  to  be  so  diseased  as  to  indicate  excision. 

Mrs.  S.,  aged  28,  patient  of  Dr.  Joseph  Trenchard,  had  a  large 
abscess  which  filled  the  pelvis,  pushed  the  vagina  forward,  and 
extended  to  the  perineum.  The  abscess  had  occasionally  dis- 
charged through  the  rectum.  The  patient  was  emaciated,  tem- 
perature 100°  to    103°,  pulse  rapid  and  weak.     In   February, 

1894,  I  made  vaginal  section,  irrigation,  and  drainage.  The 
abscess  contained  about  one  pint  of  offensive  pus  and  liquid 
feces.  The  patient  made  a  rapid  and  uninterrupted  recovery 
and  the  drainage  tubes  were  removed  about  four  weeks  after  the 
operation.  At  this  time  examination  revealed  very  Httlo  thicken- 
ing posterior  to  the  uterus.  Fecal  matter  escaped  through  the 
tubes  for  only  a  short  time  after  the  operation.     On  April  5th, 

1895,  Dr.  Treuchard  wrote  :  "  I  heard  from  Mrs.  S.  yesterday. 
She  rapidly  regained  her  usual  health  and  has  remained  per- 
fectly well."  In  this  case  abdominal  section  would  probably 
have  resulted  fatally. 


FOR   PELVIC   ABSCESS.  209 

and  to  th  'l  f.  f  .7'"*".  '^^""""""O"  "  '"'^^  was  felt  posterior 
Ahll  ,  .  "'<'""=">''.  "-^tending  above  the  pelvic  brim. 
AbJommal  section  revealed  an  agglutinated  mass  of  omentnm 
mtestmes  and  pelvic  abscess.  The  adhesions  were  extensive 
and  very  firm.  A  left  tubo-ovarian  abscess  was  found  whch 
conta,„ed  about  one  ounce  of  pus.  The  abscess  cavity  was  Xt 
off  from  the  general  abdominal  cavity  by  gau.e  packing,  and  the 
abscess  was   opened,  drained,  and   a  portk,„  of  the  abdominal 

of  the  nght  uterme  appendages  opened,  irrigated,  and  drained 
The  parent's  temperature  soon  became  normal.  The  drainage 
tubes  were  removed  at  the  end  of  four  weeks.     Examinatifn 

the  pelvis      The  patient  felt  perfectly  well,  however,  and  was 
discharged  from  the  hospital.     I  have  been  'unable  to  get  a  re 
cent  report  of  the  case.  ^ 

iMh,  1891.  Examination  showed  extensive  induration  lateral 
and  posterior  to  the  uterus.  The  uterus  and  upper  portion  of  the 
vagina  were  pushed  forward,  and  the  mass  extended  upward  on 

ngly  thick  The  patient  had  no  symptoms  of  septic  infection 
and  her  his^ry  indicated  that  the  abscess  had  existed  a  very 

ong  time.  Vaginal  section  was  made  with  drainage  and  irriS^. 
tion  and  about  one  pint  of  pus  was  evacnated.  The  patienS 
perfectly  well  after  the  operation.     At  the  end  of  th    e  week 

he  drainage  tubes  were  removed.  Examination  eliowed  some 
thickening  to  the  left  of  the  uterus.     Two  months  latlr  a  larl 

tZirih  "m   •  °  • '"  'f  "'  ''"  "'^™^'  -'-'■  "-  oied 
dm"n!  the  o        r"-'"'j  '■'■'''"''''  ""''  '"'g'"^''-     Examination 

o  a  fn  T^'T  °"  "'^"°'''  '"'^  '»  "^'"'^  *''^'  *^o  ''bscess  was 
ovar  an.  The  drainage  tubes  were  removed  at  the  end  of  six 
months^  Examination  on  May  15th,  1S95,  showed  a  sinns  two 
inch  s  deep,  some  discharge  of  pus,  and  the  uterus  not  freeTy 
mobile.  Some  thickening  was  felt  posterior  and  to  the  left  of 
he  uterus,  but  no  distinct  swelling  existed  and  the  patient's 

Removal  by  abdominal  section  would  have  been  difficult  and  dan- 

Mrs.  H.  S.,  pelvic  abscess  following  secondary  abdominal  sec- 

14 
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tion  for  severe  hemorrhage.  On  account  of  the  feeble  and  ane- 
mic condition  of  the  patient  Wood  clots  were  left  in  the  abdo- 
men, which  became  infected  and  produced  the  abscess.  The 
abscess  displaced  the  posterior  vaginal  wall  forward.  Yaginal 
section  was  made  in  January,  1S95,  with  irrigation  and  drainage  ; 
about  one  pint  of  offensive  pus  and  blood  clots  was  removed. 
Recovery  was  satisfactory  but  slow,  on  account  of  the  anemic 
condition  of  the  patient.  Eecent  examination  shows  no  evi- 
dence of  pelvic  disease.  This  patient  could  not  liave  borne  a 
third  abdominal  section. 

Miss  S.  L,  aged  22,  was  admitted  to  St.  Luke's  Hospital  on 
the  evening  of  January  18th,  1895.  She  had  a  temperature  of 
103°,  pulse  120,  and  her  general  condition  was  exceedingly 
grave.  She  gave  a  history  of  induced  abortion  ten  days  previ- 
ously. Examination  showed  a  large  mass  high  up  in  the  pelvis 
to  the  left  of  the  uterus.  She  had  marked  tympanites,  gene- 
ral abdominal  tenderness,  and  constant  nansea  and  vomiting. 
The  symptoms  indicated  general  peritonitis.  January  19th, 
temperature  103°,  pulse  130.  Shreds  of  otfensive  membrane 
and  small  pieces  of  placenta  were  removed  from  the  uterus  with 
placenta  forceps  and  curette.  Section  of  the  vagina  was  made 
to  the  left  of  the  uterus,  and  the  finger  was  forced  up  between 
the  folds  of  the  broad  ligament  until  it  came  in  contact  with  the 
Fallopian  tube.  A  blunt  instrument  was  introduced  along  the 
finger  as  a  guide  into  the  tuljal  abscess  ;  the  opening  thus  made 
was  enlarged  with  the  finger,  and  two  rubber  drainage  tubes 
were  inserted  into  the  abscess  sac.  Two  to  four  ounces  of  very 
offensive  sanguinolent  pus  escaped.  Frequent  antiseptic  irriga- 
tions were  used.  The  patient  became  almost  pulseless  during 
the  operation,  which  occupied  only  a  few  minutes.  Iler  condi- 
tion improved  slightly  after  the  operation,  but  two  days  later  a 
similar  mass  was  found  on  the  right  side.  An  incision  was 
made  to  the  right  of  the  cervix  and  the  abscess  was  treated  like 
the  previous  one.  This  abscess  contained  also  from  two  to  four 
ounces  of  offensive  pus.  Both  the  operations  were  extraj>erito- 
neal.  The  patient's  temj)erature  immediately  drojijied  three 
degrees  and  soon  became  normal,  and  her  condition  rapidly  im- 
proved. She  sat  up  in  about  three  weeks,  and  left  the  lK)sj)ital 
thirty-eight  days  after  the  operation,  feeling  })erfectly  well.  The 
drainage  tubes  were  removed  on  the  thirty-third  day.  Exami- 
nation showed  a  movable  mass,  probably  ovarian,  high  up  to  the 
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left  of  the  uterus.  Examination  of  the  right  side  revealed  no 
evidence  of  disease.  Examination  made  about  April  1st  showed 
no  appreciable  change  in  the  mass.  This  will  probably  neces- 
fiitate  an  abdominal  section,  which  can  now,  I  beHeve,  be  safely 
performed.  Had  abdominal  section  been  attempted  in  this  case 
the  patient  would  certainly  have  died  during  the  operation. 

Mrs.  B.  E..,  aged  30,  was  admitted  to  St.  Luke's  Hospital 
March  10th,  1895.  She  gave  a  history  of  a  miscarriage  two 
■weeks  previously,  and  her  last  menstruation  occurred  two  months 
before.  She  had  been  curetted  twice  for  supposed  retained  por- 
tions of  placenta  before  coming  to  the  hospital.  Temperature 
103°,  pulse  140;  marked  anemia;  abdomen  tympanitic;  general 
-condition  grave.  On  examination  a  mass  was  found  which  tilled 
the  pelvis  and  extended  above  the  pelvic  brim  on  the  left  side, 
and  pushed  the  uterus  and  vagina  forward.  Vaginal  section  was 
made  and  from  one  to  two  quarts  of  very  offensive  blood  clots 
removed.  Digital  examination  within  the  sac  revealed  an  en- 
largement  of  the  left  tube,  which  prolapsed  into  the  sac  cavity. 
The  case  was  undoubtedly  one  of  extrauterine  pregnancy,  and 
the  blood  clot  had  become  infected  during  the  curettements. 
The  sac  was  drained  and  irrigated.  The  temperature  dropped 
suddenly  and  gradually  became  normal.  At  the  end  of  three 
weeks  she  left  the  hospital.  At  this  time  the  discharge  was 
slight  and  the  mass  on  the  left  side  was  small.  Her  family  phy- 
sician recently  informed  me  that  he  had  removed  the  drainage 
tubes,  that  all  discharge  had  ceased,  and  that  the  pelvis  was 
apparently  normal.  An  abdominal  section  would  undoubtedly 
have  been  fatal  in  this  case. 

Mrs.  M.  S.,  aged  37,  was  admitted  to  St.  Luke's  Hospital 
March  23d,  1895.  Temperature  102.4°,  pulse  118;  abdomen 
tympanitic;  severe  pain  in  lower  abdomen;  patient  anemic; 
symptoms  of  general  peritonitis.  Examination  revealed  a  mass 
filling  the  pelvis,  pushing  the  uterus  and  vagina  forward,  and 
■extending  nearly  to  the  umbilicus.  Her  last  menstruation  com- 
menced on  January  1st  at  the  regular  time,  but  hemorrhage  con- 
tinued nntil  the  time  of  operation.  Yaginal  section  posterior  to 
the  cervix  was  made  and  about  one  quart  of  partly  clotted  blood 
was  removed.  A  mass  remained  to  the  left  of  the  uterus.  The 
sac  was  irrigated  and  drained.  The  case  was  probably  one  of 
extrauterine  pregnancy.  The  patient  has  been  practically  free 
from  sepsis,  pain,  or  any  discomfort  since  the  operation.     Exami- 
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nation  April  10th  showed  no  evidence  of  pelvic  disease.  The 
drainaj^e  tubes  were  removed  and  the  patient  discharged  from 
the  hospital. 

Technique  of  the  operation. — The  patient  is  prepared  as  for 
vaginal  hysterectomy.     The  abdomen  should  also  be  prepared  on 
account  of  the  possible  necessity  of  a  celiotomy.     The  patient  is 
anesthetized  and  placed  in  the  lithotomy  position ;  the  posterior 
vaginal  wall  is  retracted  by  Simon's  speculum,  and  the  cervix 
drawn  down  with  a  double  tenaculum  forceps.     The  uterus  is 
dilated,   the    uterine   cavity   explored,  curetted,   irrigated,   and 
packed  with  gauze  if  indicated.     An  incision  about  one  inch 
long  through  the  vaginal  wall  is  made  near  the  cervix,  opposite 
the  most  prominent  point  of  the  tumor.     This  will  usually  be 
posterior  to  the  cervix,  but  may  be  lateral  as  in  case  of  Miss  S. 
L  ,  and  possibly  anterior  to  the  cervix.     Any  connective  tissue 
between  the  vaginal  wall  and  the  abscess  is  separated  with  the 
finger,  or  it  may  be  necessary  to  divide  some  of  the  fascia  with 
blunt-pointed  sjissors.     Careful  exploration  is  now  made  to  de- 
termine whether  the  peritoneal  cavity  has  been  opened  ;  if  so, 
it  should  be  carefully  walled  off  with  gauze  packing.     The  finger 
may  now  be   passed  directly  into  the  abscess,  or  if  the  wall  is 
tough  it  may  be  opened  by  a  blunt  instrument,  such  as  a  grooved 
director  or  sound,  and  the  opening  enlarged  with  the  finger  or 
forceps.     All  of  the  pus  is  removed  by  thorough  irrigation  with 
sterilized  water.     Careful  bimanual  examination  to  determine 
the  condition  of  the  pelvic  contents  is  now  made  with  one  or  two 
fingers  of  the  left  hand  in  the  abscess  sac  and  the  right  hand  over 
the  abdomen.     If  additional  abscesses  are  found  they  may  be 
punctured  through  the  abscess  wall,  nuiy  be  opened  by  another 
vaginal  section,  or  may  be  removed  through  an  abdominal  inci- 
sion.    The  mode  of  procedure  must  be  determined  by  the  indi- 
cations in  each  case. 

Two  drainage  tubes  sutured  together,  one  large  and  one  small, 
are  now  inserted  into  the  abscess  cavity.  The  large  tube  is 
perforated  for  a  distance  of  one  or  two  inches,  the  end  split,  in- 
verted, and  sewed  so  as  to  form  a  shoulder  on  either  side  which 
retains  it  in  place  after  the  abscess  wall  has  contracted  about  it. 
The  drainage  tubes  are  fastened  to  the  cervix  by  a  suture  for 
retention  until  the  abscess  and  vaginal  walls  contract  about 
them. 

The  after-treatment  consists  principally  in  the  use  of  peroxide 
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of  hydrogen,  frequent  irrigations,  and  antiseptic  doaches.  Any 
gauze  left  between  the  vaginal  and  abscess  walls  should  be 
removed  twenty-four  or  forty-eight  hours  after  the  operation. 
The  drainage  tubes  should  be  left  in  place  as  long  as  the  dis- 
charge continues ;  this  may  be  for  from  three  weeks  to  six 
months.  "When  the  rubber  tubing  becomes  offensive  it  should 
be  changed. 

Indications  for  the  operation. — 1.  When  the  condition  of  the 
patient  is  such  as  to  make  abdominal  section  extremely  dan- 
gerous. 

2.  When  the  abscess  is  large,  of  long  standing,  and  situated 
low  in  the  pelvis,  and  when  the  patient  gives  a  history  of  peri- 
tonitis. 

3.  When  abdominal  section  reveals  extensive  and  firm  intes- 
tinal adhesions. 

4.  When  the  abscess  is  on  the  floor  of  the  pelvis  and  is 
complicated  by  rectal  fistulse. 

5.  Vaginal  section  may  be  indicated  for  the  separation  of  ad- 
hesions which  fix  the  ovaries  and  tubes  on  the  floor  of  the  pelvis, 
and  for  examination  of  the  ovaries  and  tubes. 

6.  Puerperal  abscesses.  These  abscesses  frequently  do  not 
involve  the  Fallopian  tubes  or  ovaries,  and  satisfactory  results 
usually  follow  thorough  drainage  of  them. 

Results.  1.  Immediate. — I  have  done  vaginal  section  for 
pelvic  abscess  nineteen  times,  and  in  every  case  with  rela- 
tively satisfactory  results.  In  two  cases  operations  for  sec- 
ondary abscesses  were  required  ;  in  one  case  abdominal  section 
was  necessary  to  complete  the  operation.  Excepting  in  the  two 
cases  which  developed  additional  or  secondary  abscesses,  the 
tempsrature  has  become  practically  normal  within  a  short  time 
after  the  operation.  The  patients  have  suffered  very  little  after 
the  oparation — in  fact,  pain  has  usually  been  absent.  The  pa- 
tients have  almost  invariably  been  out  of  bed  at  the  end  of  two 
weeks.  Aside  from  the  accidents  consequent  to  anesthesia  the 
operation  is  devoid  of  danger. 

2.  Remote. — Many  of  the  operations  are  of  too  recent  date  to 
permit  a  satisfactory  report  of  the  ultimate  success.  Some  of 
the  operations,  however,  date  back  three  years.  None  of  the 
patients  have,  to  my  knowledge,  suffered  especially  from  pelvic 
<lisease  after  the  operation.     Three  of  the  patients  have  some 
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enlargement  to  the  left  of  the  uterus  which  may  later  on  require 
abdominal  section,  and  two  of  them  have  a  sinus. 

Advantages  of  the  operation. — I.  It  is  not  dangerous  to  life. 

2.  It  is  followed  bj  little  or  no  suffering. 

3.  Recovery  is  rapid. 

4.  ISTo  raw  surfaces  are  left  in  the  abdominal  cavity  to  cause 
adhesions. 

Ohjections  to  the  operation. — 1.  It  is  applicable  in  only  a 
small  per  cent  of  the  cases  of  pelvic  abscess. 

2.  Diseased  tissue  is  not  removed.  The  tissues  may,  how- 
ever, become  normal  after  the  abscess  is  ojDened  and  drained,  as- 
has  frequently  been  the  case  after  spontaneous  rupture  or  punc- 
ture of  the  abscess.  The  favorable  results  which  have  followed 
simple  incision  and  drainage  of  abscesses  in  other  parts  of  the 
body  may  indicate  that  some  cases  of  pelvic  abscess  have  been 
treated  by  too  radical  measures.  The  nature  of  tlie  abscess  may 
be  a  guide  in  the  selection  of  the  method  of  treatment.  For 
example,  tubercular  or  gonorrheal  abscesses  indicate  excision 
more  than  abscesses  due  to  some  other  infection. 

Remarks. — This  operation  should  take  the  place  of  vaginal 
puncture  or  aspiration,  which  has  been  the  usual  vaginal  opera- 
tion for  pelvic  abscess.  In  the  latter  operation  the  bladder,  rec- 
tum or  some  other  portion  of  the  intestinal  tract,  and  large 
blood  vessels  have  been  punctured.  I  know  of  two  cases  in 
which  large  blood  vessels  have  been  injured  with  fatal  results. 
These  accidents  are  avoidable  in  the  operation  which  I  have 
described. 

Many  authors  advise,  in  cases  in  which  doubt  exists  as  to  the 
choice  between  abdominal  section  and  vaginal  puncture,  that 
celiotomy  be  tirst  performed,  and  tiien,  if  indicated,  that  punc- 
ture throiigli  the  vagina  be  made.  In  such  a  case  1  would  ad- 
vise vaginal  section,  which  could  be  immediately  followed  by 
abdominal  section,  if  necessary.  Should  the  latter  operation  be 
necessary  the  previous  vaginal  section  would  not  compromise 
the  chances  of  recovery,  but,  on  the  contrary,  would  afford  a 
perfect  avenue  for  driinage  and  would  remove  the  pus  which 
otherwise  would  be  lial)le  to  escape  into  the  abdominal  cavity. 

For  suspected  disease  low  in  the  pelvis,  vaginal  section  per- 
mits thorough  and  satisfactory  exploration,  without  subjecting^ 
the  patient  to  the  dangers  consequent  to  abdominal  section. 

93  East  18th  street. 
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CASES  OF  MALFORMATION  OF  FEMALE  GENITALIA.* 

UTERUS  CORDIFORMIS — VAGINAL   SEPTUM — PERFORATED   LABIA   MINORA — 
UNDEVELOPED   UTERUS. 


BY 

GEORGE  ERETY  SHOEMAKER,   M.D., 

Gynecologist  to  the  Methodist  Hospital,  Philadelphia,  Pa. 


Within  the  past  six  months  the  following  anotnalies  have 
come  under  my  observation : 

1.  Uterus  cordlformis. — B.  F.,  born  in  England,  28  years 
old,  married  five  years,  sterile,  came  under  treatment  for  pelvic 
pain  which  began  tliree  days  before  her  menses  and  continued 
from  two  to  three  weeks  afterward  ;  made  worse  by  walking. 
Defecation  painfal.  Periods  every  four  weeks,  duration  seven 
to  eight  days.  ^ 

There  being  adlierent  retroversion  below  the  sacral  promon- 
tory, with  prolapse  of  large  and  tender  ovaries,  celiotomy  was 
done  to  free  adhesions  and  attach  the  uterus  to  the  abdominal 
wall.  The  right  ovary,  being  diseased  and  having  a  greatly 
elongated  pedicle,  which  would  have  allowed  it  to  remain  pro- 
lapsed in  the  recto-uterine  pouch,  was  removed  with  its  tube. 
The  left,  though  large  and  studded  with  retention  cysts  from  a 
thickened  capsule,  was  allowed  to  remain,  especially  as  preg- 
nancy was  desired. 

The  uterine  body  was  nearly  twice  the  normal  width  and  pre- 
sented that  form  of  partial  division  known  as  the  heart-shaped 
uterus.  The  fundus  was  indented  externally  by  a  sulcus  separat- 
ing the  two  horns  to  the  depth  of  half  an  inch,  while  the  lower 
half  of  the  organ  was  normal  in  shape  and  size.  A  band  of  pale 
fibrous  tissue  occupied  the  bottom  of  the  sulcus  and  extended 
half-way  down  the  front  of  the  uterus  over  a  space  half  an  inch 
wide.  The  uterine  cavity  was  two  and  a  half  inches  in  depth 
in  the  median  line,  while  the  sound  passed  readily  across  from 
one  horn  to  the  other,  showing  the  apparent  absence  of  a  sep- 
tum.    Otherwise  the  organs  were  normal. 

The  bifid  uterus,  caused  by  the  failure  in  coalescence  of  the 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Philadel- 
phia, May  16th,  1895. 
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ducts  of  Miiller,  is  a  condition  of  comparative  rarity.  It  is  fre- 
quently undiscovered  even  when  pregnancy  occurs,  as  tlie  non- 
pregnant horn  does  not  take  any  part  in  the  enlargement.  A 
considerable  number  of  cases  have  been  detected  post  mortem, 
owing  to  the  rupture  of  the  portion  of  the  uterus  which  had  be- 
come impregnated.  Kussmaul,  however,  figures  a  uterus  preg- 
nant near  term  for  the  eleventh  time,  where  one  half  was  en- 
tirely wanting,  the  tube  and  round  ligament  of  one  side  ending 
by  the  side  of  the  cervix.  He  was  able  to  collect  prior  to  1859 
some  sixty -live  cases  where  pregnancy  had  occurred.  Indeed, 
pregnancy  has  occurred  in  the  two  horns  separately  but  at  the 
same  time.  In  a  case  reported  by  Geiss '  two  living  children 
were  born,  while  in  another,  reported  by  Graily  Hewitt,"  one 
child  was  living  at  birth  while  the  other  was  dead. 

In  cases  of  partial  division  such  as  the  one  reported  there 
is  no  apparent  reason  why  pregnancy  should  not  occur  and  ter- 
minate safely.  The  chances  of  it  are  greatly  increased  by  the 
operative  restoration  of  the  normal  position  of  the  organ. 

2.  Yagijial  septum, partial. — S.  B.,  colored,  aged  54-,  single. 
There  was  senile  atrophy  of  the  external  genitaha,  except  the 
hood  of  the  clitoris,  which  was  large.  A  firm  band  of  connec- 
tive tissue  divided  the  vaginal  canal  in  the  median  line,  half  an 
inch  behind  the  remains  of  the  hymen.  The  vagina  admitted 
only  the  tip  of  the  finger  on  either  side  of  this  septum,  which 
"was  half  an  inch  from  without  inward  and  a  quarter  of  an  inch 
in  thicknes?.  It  was  evidently  congenital,  there  being  no  evi- 
dence of  scar  tissue.  After  division  of  the  septum  the  uterus 
was  found  to  be  small,  measuring  two  inches  in  length,  strongly 
retroflexed,  but  movable,  A  Hrm  body  with  loose  attachment 
in  front  of  the  plane  of  the  uterus  on  the  right  side  was  probably 
an  enlarged  ovary  abnormally  placed. 

No  demonstrable  evidence  of  a  d(  uble  uterus  was  obtainable. 

3.  Bilateral  j^erf oration  of  labia  minora. — S.  J.,  widow, 
applied  for  symptoms  due  to  adherent  retroversion.  The  labia 
minora  were  unusually  large  and  well  developed,  the  two 
together  measuring  three  inches  across.  There  was  in  each 
labium  a  central  circular  perforation  half  an  inch  in  diameter. 
The  openings  were  exactly  opposite  one  another  and  were  con- 
genital. 

One  was  reminded   of  the  ease   with   which  a   padlock  could 
'  Lancet,  1828-29,  p.  423.  •  Ibid.  1862.  vol.  i.,  p.  660. 


shoemaker:  malformation  of  female  genitalia.      217 

have  been  attached  in  this  case,  as  in   the  tale  of  the  jealous 
husband. 

4.  Infantile  uterus  (two  cases  in  epileptics). — M.  B.,  19 
years;  single.  Jacksonian  epilepsy  since  eighth  year.  Sent  by 
her  parents  from  an  interior  county  because  she  had  never  men- 
struated, which  was  supposed  to  have  a  relation  to  her  epilepsy. 
The  history  showed  occasional  attacks  of  chorea,  with  epileptic 
attacks  at  approximately  monthly  intervals,  which  began  in  her 
eighth  year.  She  had  no  signs  whatever  of  a  molimen  and  was 
ignorant  of  the  nature  of  menstruation.  Examination  showed 
the  amenorrhea  to  be  due  to  faulty  development  and  not  to 
retention.  The  uterus*  measured  only  one  inch  and  was  retro- 
verted  to  the  horizontal.     Ovaries  and  tubes  could  not  be  felt. 

No  local  treatment  was  advised  for  the  lack  of  development, 
which  was  considered  as  having  no  relation  to  the  epilepsy. 

5.  Infantile  uterus. — M.  H.,  19  years,  single.  Menstruation 
established  at  11  years,  but  irregular  till  her  seventeenth  year, 
since  which  it  has  been  normal.  Appears  now  every  four 
weeks,  lasts  three  days  ;  quantity  normal ;  no  pain  at  all. 

External  genitals  small  but  normal.  Uterus  in  the  median 
line,  directed  in  the  long  axis  of  the  body ;  width  at  the  fundus, 
three-quarters  of  an  inch  ;  sound  measurement,  one  inch.  Per 
rectum  tubes  felt  as  soft  cords  in  the  upper  edge  of  a  crescentic 
fold  sweeping  from  side  to  side  of  the  pelvis.  Ovaries  very 
high  up ;  tlie  right  very  small  and  reached  with  difficulty  ;  the 
left  was  from  half  to  one-third  normal  size,  quite  tender,  but 
slightly  movable  and  very  high  up. 

The  utter  hopelessness  of  attempting  to  show  a  causal  relation 
between  ovarian  function  and  true  epilepsy  could  not  be  better 
shown  than  in  the  two  young  women  here  compared.  Both 
have  congenitally  defective  sexual  apparatus,  from  pure  lack  of 
development,  without  any  inflammatory  complication  and  with 
no  painful  or  irritable  areas  or  nerve  pressure  in  the  genital 
region  or  elsewhere  sufficient  to  cause  reflex  symptoms.  While 
•one  has  normal  menstruation  the  other  has  none  at  all,  yet  both 
have  epilepsy. 

They  are  of  the  same  age  and  are  of  similar  physical  type ; 
rather  under  weight ;  not  vigorous,  but  showing  no  dyscrasia  ; 
intelligence  rather  below  the  average.  In  cases  such  as  the  one 
with  amenorrhea,  an  attempt  is  made  by  some  physicians  to 
bring  about  development,  or  at  least  function,  by  determining 
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blood  to  the  part  through  electrical  or  other  stimulation,  by 
repeated  dilatation,  and  the  like.  All  this  seems  useless  to  the 
writer  in  a  congenitallj  defective  case,  and  not  without  serious 
drawbacks.  That  the  establishment  of  function  would  be  with- 
out effect  on  the  epilepsy  has  just  been  illustrated.  Where  the 
amenorrhea  is  due  simply  to  delay  and  not  to  retention  or  to 
lack  of  development,  general  hygiene  and  time  will  effect  a 
cure. 
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The  surgical  treatment  of  puerperal  sepsis  remains  at  present 
a  field  in  which  much  is  to  be  learned  and  in  which  grounds  for 
positive  opinions  are  not  yet  clearly  defined.  The  necessity  for 
thorough  drainage  in  septic  conditions  of  the  abdomen  and  pel- 
vis is  conceded  by  all  experienced  operators.  There  is,  however, 
room  for  differences  in  opinion  as  to  the  time  when  such  a 
procedure  becomes  necessary  and  the  exact  method  of  its  per- 
formance. With  a  view  of  adding  to  our  clinical  data  upon  this 
question,  the  following  cases  are  reported  : 

Cask  I. — M.  B.,  a  llussian  Jewess,  was  admitted  to  the  Phila- 
delphia Hospital  during  the  past  winter,  having  been  couHned  in 
a  tenement  a  short  time  previously.  On  admission  the  placenta 
was  within  the  uterus.  The  resident  physician  emptied  the 
womb  and  disinfected  the  vagina.  The  patient  gradually  devel- 
oped puerperal  septic  infection,  and  ten  days  after  admi-.'^ion  the 
uterus  was  curetted  and  irrigated  and  packed  with  gauze.  A 
temporary  improvement  followed.  Subsequently  the  patient's 
strength  began  to  fail,  her  temperature  indicated  a  progressive 
septic  process,  she  ate  little  and  slept  poorly,  and  her  mental 
distress  was  augmented  by  the  death  of  her  infant.  At  this 
time — three  weeks   after   childbirth — vaginal    examination  dis- 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, May  16th,  1895. 
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closed  upon  tlie  left  side  of  her  pelvis  a  mass  in  which  fluctuation 
was  entirely  absent ;  indeed,  so  firm  and  tense  was  this  tumor  as 
to  occasion  a  possible  suspicion  that  sarcoma  was  developing 
from  the  pelvic  wall.  The  patient  was  repeatedly  examined  to 
determine  the  presence  of  fluctuation,  but  this  sign  was  not 
present.  In  spite  of  stimulation  and  forced  feeding  the  patient 
grew  steadily  weaker.  Her  temperature  ranged  from  101°  to 
102^°  F.,  her  pulse  being  considerably  above  100.  In  view  of  her 
progressive  failure  and  the  uncertainty  of  her  condition,  it  was 
thought  wise  to  subject  her  to  celiotomy  with  a  view  to  positive 
diagnosis  and  operative  treatment.  The  patient  was  given  to 
understand  that  the  reason  for  operation  was  her  failure  to  im- 
prove under  other  methods  of  treatment. 

The  abdomen  was  opened  while  the  patient  was  in  the  Tren- 
delenburg posture.  Upon  entering  the  peritoneal  cavity  the 
omentum  was  found  adherent  upon  the  left  side  of  the  pelvis 
as  low  down  as  the  brim.  It  was  ligated  and  cut  between  the 
ligatures.  The  uterus  w^as  slightly  enlarged,  firm,  and  well 
contracted.  The  tubes  were  bright  red,  but  no  pus  could  be 
detected  in  them.  The  mass  upon  the  left  side  of  the  uterus 
was  found  to  be  an  exudate.  It  showed  no  signs  of  forming 
pus.  The  uterus  was  freed  from  its  adhesions,  the  left  tube 
carefully  examined,  and  the  mass  of  exudate  upon  the  left  side 
of  the  pelvis  was  thoroughly  broken  up  with  the  fingers.  Flakes 
of  yellowish  lymph  were  found  in  the  exudate.  The  uterus  was 
brought  up  to  its  proper  position,  Douglas'  cul-de-sac  was  opened 
into  the  vagina,  and  a  large  rubber  drainage  tube  was  passed 
through  the  abdominal  wall  and  into  the  vagina,  appearing  at 
the  vulva.  The  site  of  the  exudate  was  thoroughly  packed  witk 
iodoform  gauze,  and  the  end  of  the  gauze  carried  down  along 
the  drainage  tube  into  the  vagina.  The  abdominal  wound  was 
then  closed  tightly  over  the  gauze  ;  the  upper  end  of  the  drain- 
age tube  was  allowed  to  protrude  through  the  abdominal  wound. 

The  patient's  relief  following  the  operation  was  decided.  Her 
improvement,  although  slow,  was  steady  and  gratifying.  Her 
pelvic  pain  disappeared,  her  appetite  improved,  while  she  slept 
much  better  than  formerly.  The  drainage  tube  was  thoroughly 
irrigated  from  above  with  a  saturated  solution  of  boracic  acid 
every  six  hours.  The  gauze  was  gradually  brought  away  per 
vaginam.  A  discharge  of  sanious  pus  occurred  which  steadily 
diminished.     The   drainage   tube   was   then   removed  and  the 
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abdominal  wound  closed,  the  opening  in  Douglas'  cul-desac 
being  maintained  by  packing  the  aperture  with  gauze.  The  dis- 
charge steadily  diminished  and  finally  ceased.  The  abdominal 
wound  united  and  the  opening  into  tlie  vagina  through  Douglas' 
cul-de-sac  closed.  The  patient  was  finally  discharged  greatly 
improved  in  weight  and  general  health. 

Case  II. — The  patient,  a  woman  aged  40  years,  had  been 
married  for  a  number  of  years,  had  borne  several  children,  and 
had  sev^eral  miscarriages.  She  gave  a  history  of  having  been  ill, 
after  her  last  miscarriage,  for  several  days  in  bed.  Upon  admis- 
sion to  the  hospital  the  patient's  temperature  was  102°  F.,  her 
pulse  above  100,  and  she  complained  of  pain  in  the  region 
of  the  pelvis.  Her  general  appearance  was  that  of  a  person 
profoundly  infected.  The  only  history  that  could  be  gained  of 
her  illness  was  that,  following  severe  exertion  and  exposure  to 
cold  and  wet  in  washing  upon  a  cold  day,  she  was  seized  with 
violent  pains  in  the  lower  portion  of  the  abdomen. 

As  soon  as  the  patient  came  into  the  hospital  she  was  thor- 
oughly purged  and  given  food  and  stimulants  at  short  intervals. 
It  was  noticed  that  the  patient's  mental  condition  showed  the 
effects  of  septic  poison,  the  phenomenon  known  as  "  coma 
vigil"  being  present.  Under  appropriate  treatment  and  the 
free  use  of  stimulants  the  patient's  condition  improved  for  the 
first  twenty-four  hours  after  admission.  The  abdomen  was  flat, 
the  temperature  fell  to  between  100°  and  101°  F.,  and  the  pulse, 
although  rapid,  increased  somewhat  in  volume.  In  spite,  how. 
ever,  of  her  favorable  symptoms,  it  was  thought  that  a  serious 
condition  of  septic  infection  was  present.  Accordingly,  thirty- 
six  hours  after  admission,  the  abdomen  was  opened.  The  intes- 
tines and  peritoneum  were  found  brilliantly  injected.  Upon 
the  intestines  were  masses  of  yellow  lymph  which  were  adherent 
to  the  wall  of  the  bowel.  The  uterus,  tubes,  and  ovaries  showed 
no  abscess.  In  Douglas'  cul-de-sac  were  found  several  ounces 
of  exceedingly  foul  and  thin  pus  whose  odor  was  most  offensive. 
The  abdomen  was  very  freely  flushed  with  sterile  water  and 
drained,  as  in  the  preceding  case.  A  distinctly  unfavorable 
prognosis  was  given.  Following  the  operation  the  patient  im- 
proved very  perceptibly  ;  the  bowels  were  moved  ;  she  was 
free  from  pain.  Tiiirty-six  hours  after  operation  she  died  sud- 
denly of  heart  failure. 

The  second  of  these  cases  is  a  familiar  example  of  the  unfor- 
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tunate  fact  that  a  patient  who  has  once  suffered  from  septic  in- 
fection in  the  pelvis  may  at  some  future  time  perish  from  sepsis 
after  she  has  apparently  recovered  from  the  original  attack. 
The  history  in  Case  2  was  that  the  patient  had  suffered  from  an 
abortion  nearly  a  year  before  her  death.  She  had  never  been 
well  after  that,  being  always  subject  to  pains  and  dragging  sen- 
sations  about  the  pelvis.  Her  temporary  improvement  was  only 
apparent,  although  her  temperature  fell  sufficiently  to  deceive 
one  who  has  not  observed  cases  of  pelvic  sepsis.  The  most 
valuable  method  of  treatment  to  which  this  patient  was  sub- 
jected after  the  operation  was  copious  transfusion  with  normal 
saline  solution.  Her  case  illustrates  the  insidious  character  of 
abdominal  sepsis  which  is  so  frequently  observed. 

In  Case  1  it  was  expected  that  the  exudate  would  break  down 
and  form  an  abscess  which  could  be  opened  at  the  most  depen- 
dent point  and  drained.  The  persistence  of  the  solid  mass  and 
the  patient's  steady  failure  in  strength  led  to  the  determination 
to  hasten,  if  possible,  the  resolution  of  the  exudate.  When  the 
patient  left  the  hospital  there  was  still  a  thickening  in  the  broad 
ligament  of  the  affected  side,  not  sensitive  to  pressure,  the  ute.. 
rus  remaining  quite  movable  and  in  fairly  good  position.  The 
patient's  temperature  had  been  normal  for  some  weeks  before 
she  left,  her  strength  and  appetite  had  returned,  she  was  able  to 
walk  about  and  do  light  work,  and  although  she  complained  at 
times  of  stiffness  in  walking,  still  she  seemed  quite  able  to  leave 
the  hospital.  The  practical  lesson  which  these  cases  teach,  to 
my  mind,  is  the  fact  that  interference  by  surgical  procedure  in 
septic  cases  can  rarely  be  practised  too  early  and  is  often  under- 
taken too  late. 

250  South  21  st  street. 
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My  object  in  presenting  this  very  short  paper  is  to  call  atten- 
tion to  some  disadvantages  which  attend  the  commonly  used 

>  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Philadel- 
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method  of  Heating  the  pedicle  in  operations  for  the  removal  of 
the  uterine  appendages.  The  methods  usually  employed  are  the 
Tait- Staffordshire  knot  and  the  interlocking:  or  link  ligature. 
One  or  other  of  these  ligatures  is  used  by  most  operators  in  a 
routine  way  in  all  cases. 

The  objections  to  these  ligatures  are  : 

The  liability  to  slip. 

The  difficulty  or  impossibility  in  some  cases  of  removing  all 
the  ovary  and  tube. 

The  fact  that  the  broad  ligament  is  puckered  up  and  made 
more  tense  than  normal,  and  may  for  this  reason  cause  subse- 
quent pain  and  discomfort. 

An  unnecessary  amount  of  tissue  is  strangulated. 

Most  operators  have  seen  cases,  either  in  their  own  experi- 
ence or  in  the  experience  of  others,  in  which  the  ligature  has 
slipped  from  the  pedicle,  either  during  the  operation  or  some 
•days  afterward.  I  think  that  this  accident,  usually  unrecog- 
nized, is  a  very  common  cause  of  death  after  oophorectomy. 
Tait  speaks  of  a  certain  number  of  cases  in  his  own  experience 
in  which  a  hematoma  occurred  in  the  broad  ligament  some 
hours  or  days  after  operation.  He  says  :  *  "  I  cannot  form  any 
exact  estimate  of  how  many  cases  of  these  operative  hematoceles 
I  have  seen,  but  it  certainly  is  not  less  than  iifty,  and  is  more 
likely  to  be  seventy  or  eighty." 

It  seems  probaljle  that  this  accident  is  due  to  the  retraction  or 
slipping  of  the  artery  from  the  embrace  of  the  ligature,  while 
the  remaining  mass  of  tissue  which  forms  the  pedicle  is  still 
retained  and  the  hemorrhage  therefore  is  conlined  to  the  broad 
ligament.  I  have  seen  this  accident  happen  before  the  abdomen 
had  been  closed,  and  have  sought  for  and  ligated  separately  the 
retracted  vessel. 

Slipping  of  the  ligature  is  due  to  the  form  of  the  mass  of  tis- 
sue which  is  ligated.  The  broad  ligament  is  drawn  up  into  a 
more  or  less  conical  shape,  all  parts  converging  toward  the  liga- 
ture, and  the  ligature  is  really  placed  at  the  apex  of  a  cone, 
from  which  it  may  readily  slip.  And  the  elastic  artery,  tied 
when  upon  the  stretch,  tends  to  retract  and  escape  from  the 
embrace  of  the  ligature. 

The  second  objection  is  the  difficulty  or  impossibility  of  re- 
moving all  the  ovary  and  tube.     If  the  broad  ligament  is  tense, 
'  "  Diseases  of  Women,"  p.  468. 
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•as  it  so  often  is  in  single  women,  or  if  it  is  thickened  from  in- 
flammatory deposit,  it  is  sometimes  impossible  to  brine,  the  tube 
and  ovary  through  the  abdominal  incision  and  to  obtain"^ a  pedicle 
which  can  be  ligated  so  that  we  maj  with  safety  remove  all  of 
the  ovary.  And  it  is  in  just  such  cases  that  it  is  usually  most 
desirable  that  all  ovarian  tissue  should^be  removed. 

The  third  objection-the  puckering  and  tension  of  the  broad 
hgament-may  be  of  less  importance  than  those  just  considered 
However,  it  seems  probable  that  some  of  the  pain  which  women 
suffer  after  oophorectomy  is  due  to  the  traction  and  counter- 
traction  exerted  by  different  parts  of  the  broad  ligament  upon  a 
sensitive  cicatrix.  The  broad  ligament  is  pulled  up  from  differ- 
ent directions  and  converges  to  the  cicatrix,  which  becomes  the 
point  from  which  the  lines  of  traction  radiate. 

The  fourth  objection  is  one  which  appeals  to  our  surgical 
sense.  It  is  always  better  surgery  to  ligate  the  vessel  alone  than 
to  include  with  it  a  mass  of  surrounding  tissue. 

The  objections  which  I  have  just  considered  may  all  be 
avoided  by  ligating  the  distal  and  the  proximal  portions  of  the 
ovarian  arteries  with  distinct  ligatures  and  then  cutting  away 
the  tube  and  ovary.  The  following  is  the  method  of  procedure  : 
The  first  ligature  is  passed  through  the  broad  ligament  near  the 
pelvic  wall,  securing  the  proximal  portion  of  the  ovarian  artery 
The  second  ligature  is  passed  through  the  broad  ligament  at  the 
uterine  cornua,  securing  the  distal  portion  of  the' artery.  The 
second  ligature  may  include  the  Fallopian  tube  if  there  be  no 
disease  of  the  isthmus,  or  it  may  be  passed  immediately  beneath 
the  tube  if  it  be  necessary  to  exsect  the  tube  from  the  uterine 
cornua.  With  the  ligatures  thus  placed  the  tube  and  ovary 
may  be  completely  and  safely  removed.  Usually  there  is  no 
bleeding  from  the  portion  of  the  broad  ligament  between  the 
ligatures.  Any  bleeding  w^hich  does  occur  can  be  readily  con- 
trolled by  separate  ligature. 

It  is  not  necessary  to  place  both  ligatures  before  cutting  away 
the  ovary  and  tube.  The  first  ligature  may  be  placed  abolit  the 
proximal  portion  of  the  ovarian  artery  and  then  the  infundibulo- 
pelvic  ligament  may  be  cut,  bleeding  from  the  distal  end  being 
controlled  with  forceps.  This  will  enable  the  operator  readily 
to  bring  the  ovary  and  tube  through  the  incision  and  to  ligate 
the  ovarian  artery  at  the  uterine  cornua. 

The  advantages  of  this  method  are  obvious.     The  ligatures 
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are  placed  about  the  vessel  wliile  in  its  normal  position  and  there 
is  no  tendency  to  retraction  or  slipping. 

The  miuimura  amount  of  tissue  is  included  in  the  ligatures. 

All  ovarian  tissue  can  be  removed. 

There  is  no  traction  whatever  upon  the  scar. 

1331  Spruce  street. 
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A  DERMOID  cyst  is  a  rare  complication  in  pregnancy.  Out  of 
two  thousand  two  hundred  and  seventy-five  ovariotomies  in 
general  collected  by  Olshausen  only  eighty  were  for  dermoid 
cysts — 3.5  per  cent. 

In  Dsirne's'  complete  statistics  of  one  hundred  and  thirty-five 
operations  for  ovarian  tumors  in  pregnancy,  there  were  ten  for 
dermoid  cysts.  Romans  has  since  reported  an  operation,  and 
ray  own,  about  to  be  reported,  is,  as  far  as  I  know,  the  twelfth 
on  record. 

Schroder  and  Miiller  agree  that  dermoid  cysts  are  the  most 
dangerous  ovarian  tumors  complicating  tlie  child-bearing  period, 
but  in  tlie  twelve  recorded  operations  before  labor  there  was  not 
a  single  maternal  death  and  there  was  but  a  single  abortion  in 
consequence  of  the  operation.  These  figures  argue  eloquently 
for  an  early  operation  upon  ovarian  tumors  complicating  preg- 
nancy. 

The  following  extract  from  my  case  book  shows  how  closely  a 
pelvic  tumor  with  intrauterine  pregnancy  may  resemble  in  its 
clinical  aspects  extrauterine  pregnancy: 

Monday,  April  22d  :  Mrs.  K. ;  married  five  years ;  one  child 
four  years  ago  ;  miscarriage  at  two  months  ten  months  ago, 
convalescence  normal. 

Sickness  returned  in  four  weeks,  natural,  lasts  five  to  six 
days,  not  very  profuse.  Had  for  eight  months  succeeding  the 
miscarriage  slight  pain  or  soreness  in  left  groin  from  time  to 
time  ;  otiierwise  in  good  health.  Last  norinal  sickness  Febrii^- 
ary  22d,  five  to  six  days;  quantity  of  flow  about  as  usuaL 
'  Archiv  fUr  GynUkologie,  xlii.,  p.  415. 
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Had  at  the  time  a  bad  cold.  During  March  pain  in  left  groin, 
gradually  increased ;  there  were  intervals,  however,  free  from  pain» 

ISTo  trace  of  sickness  that  should  have  appeared  about  March 
22d,  except  a  mucous  discharge. 

Three  weeks  ago  went  on  a  journey,  part  of  which  was  rough 
driving.  Caught  a  heavy  cold,  and  on  every  attack  of  coughing 
or  sneezing  felt  sharp  pain  in  the  left  groin.  The  pain  has  been 
getting  steadily  worse,  although  the  cold  soon  passed  away.  A 
week  ago  had  such  a  violent  attack  during  a  walk  that  she  was 
entirely  disabled  and  sank  to  the  ground. 

Has  had  since  then  as  severe  attacks  while  confined  to  her 
room,  especially  after  a  bowel  movement  or  urination. 

Last  Thursday  a  discharge  of  small  quantity  of  dark  blood 
with  a  small  clot.  Yesterday  severe  pain  with  discharges  of 
more  blood. 

Ecamination. — Large  cystic  tumor  reaching  half-way  to  um- 
bilicus and  mainly  on  left  side  of  abdomen,  filling  Douglas' 
pouch  and  pushing  the  womb  close  against  the  symphysis.  Not 
so  sensitive  nor  so  adherent  as  one  would  expect  from  an  extra- 
uterine pregnancy,  but  perfectly  possible  to  be  so  ;  perhaps  an 
adherent  inflamed  ovarian  cyst ;  possibly  a  retroverted  womb, 
twisted  on  the  cervix,  adherent  and  pregnant. 

Clinical  diagnosis. — Extrauterine  pregnancy  (?) ;  ovarian 
cyst  and  intrauterine  pregnancy  (?);  retroflexed,  fixed,  pregnant 
uterus  (?). 

02)6 ration. — -Dermoid  cyst  on  left  side,  size  of  cocoanut,  with 
two  large  bunches  of  hair  in  it.  One  twist  of  the  pedicle. 
Intrauterine  pregnancy.  Afebrile  convalescence ;  pregnancy 
uninterrupted. 

1821  Spudce  street.       ^ 

PUERPERAL  TETANUS.! 


A.   F.  A.   KING,  M.D., 

Professor  of  Obstetrics,  etc.,  Medical  Department  Columbian  Univei-sity,  Washington-, 

D.  C,  and  in  the  University  of  Vermont;  one  of  the  Obstetricians  to  the 

Columbia  Lying-in  Hospital,  Washington,  D.  C. 


The  following  case  of  puerperal  tetanus  is  presented  to  the 
Society,  not  on  account  of  any  special  features  of  interest  that  it 

'Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  De- 
cember 7th,  1894. 
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exhibits,  but  chiefly  as  a  simple  addition  to  the  record  of  these 
very  rare  cases,  and  to  invite  discussion  upon  this  extremely 
fatal  and  as  yet  inexplicable  disease. 

A.  J.,  a  mulatto  domestic,  aged  23  years,  married,  Illpara, 
•was  admitted  to  the  Columbia  Lying-in  Hospital,  Washington, 
D.  C,  at  11:30  a.m.  October  8th,  1893.  Her  previous  labors 
had  been  normal  so  far  as  conld  be  learned.  One  child  alive, 
one  dead,  and  one  a  miscarriage  near  the  seventh  month.  The 
patient  said  she  had  menstruated  regularly  every  month.  The 
last  period  began  six  days  ago  (October  2d),  and  continued  until 
October  7th,  when  it  was  profuse  and  accompanied  with  severe 
^'  cramps."  Then  she  went  to  a  "  doctor'' s  office^  The  "  doc- 
tor "  told  her  she  had  "  ulceration  of  the  womb  "  and  ''  operated  " 
upon  her.  This  was  on  Saturday  night,  the  day  before  admis- 
sion to  the  hospital.  During  the  night  she  had  considerable 
bleeding,  and  early  on  the  morning  of  October  Stli  the  flow  be- 
came very  profuse.  Another  ])hysician,  in  whose  house  the 
woman  was  employed  as  a  domestic  servant,  tamponed  the  va- 
gina and  sent  the  patient  to  the  hospital. 

The  record  of  the  resident  physician  states  that,  on  admission, 
the  abdomen  was  tender  and  tympanitic.  The  external  os  uteri 
was  soft  and  dilated,  easily  admitting  a  linger.  The  os  internum 
also  dilated.  There  was  a  little  colostrum  in  the  breasts.  The 
urine  contained  no  albumin  ;  its  specific  gravity  1020  ;  color 
cloudy  ;  acid  reaction.  Her  temperature  was  101°  and  pulse 
132.  Treatment:  Rest  in  bed;  an  enema,  and  quiniae  sulphas 
gr.  v.,  every  three  hours. 

October  9th  :  Very  little  discharge  during  the  night.  Com 
plains  of  abdominal  pain  and  tenderness.  Speculum  examina- 
tion revealed  a  strip  of  surface,'half  an  inch  wide  and  three- 
fourths  of  the  circumference  of  the  cervix,  that  a])peare(l  to  have 
been  recently  cauterized,  and  the  cervix  itself  a])pearcd  to  have 
been  recently  dilated.  There  was  a  grayish  discharge  from  the 
uterus,  having  an  offensive  odor.  The  womb  was  washed  out 
with  a  carbolic  solution  (1:100),  and  a  (juantity  of  brownish 
offensive  material  with  some  shreds  brought  away  ;  a  strip  of 
iodoform  gauze  placed  in  cervix  for  drainage,  and  vagina  was 
well  dusted  with  iodoform  and  boracic  acid  powder  (1 :  7).  In 
the  evening  the  abdominal  pain  was  slight  and  the  discharge 
had  very  little  odor.  The  evening  temperature  102°,  During 
th«  10th,  lltli.  and   12th  of  October   the 'patient  did  well;  her 
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temperature  remained  between  99°  and  100°.     The  vaginal  and 
uterine  douches  were  repeated. 

On  October  12th  the  patient  said  "  she  never  felt  better  "  and 
asked  to  be  allowed  to  get  up.  October  13th  :  In  the  morning 
complained  of  slight  headache,  and  in  the  evening  of  slight  sore 
throat.  During  last  night  a  heavy  storm  occurred,  and  the  wind 
broke  one  pane  of  glass  from  a  window  near  the  head  of  the 
patient's  bed,  which  allowed  a  draught  of  cool  air  to  blow  upon 
her. 

October  14th  :  Complained  of  stiff  neck  and  some  difficulty  in 
swallowing  ;  very  nervous  ;  temperature  100.3°.  She  had  quiniae 
sulphas  and  phenacetin,  aii  gr.  v.  every  four  hours.  Took  plenty 
of  milk,  but  no  solid  food.  In  the  evening  complained  of  being 
unable  to  open  her  mouth  more  than  half  an  inch  ;  very  restless 
and  nervous.  At  night  she  had  morph.  sulph.  gr.  J  with  atropinae 
sulph.  gr.  y^  hypodermatically. 

October  15th  :  Slept  but  little  last  night ;  pain  in  throat ;  was 
able  to  swallow  milk.  Can  open  mouth  only  about  one-quarter 
of  an  inch.  Marked  spasm  of  muscles  of  neck  and  jaw,  extend- 
ing in  the  evening  to  those  of  the  back  and  lower  extremities. 
Jilorphia  and  atropia  repeated. 

In  addition  she  was  ordered  an  enema  containing  chloral 
hydrate  gr.  xxx.  with  mist,  asafetida  and  milk,  to  be  repeated 
^very  two  or  three  hours,  and  anesthesia  with  ether  when  awake 
and  suffering  pain. 

October  16th  :  Symptoms  about  the  same.  After  a  consulta- 
tion by  the  hospital  staff  she  was  ordered  chloral  hydrate  and 
potassium  bromide  aa  3  ss.,  tincture  of  opium  gtt.  xx.  with  milk, 
for  an  enema,  every  two  hours,  also  vaginal  douches  of  mercu- 
ric bichloride  night  and  morning.  The  enemata  were  retained 
during  the  afternoon ;  between  9  p.m.  and  2  a.m.  had  three  large 
movements  from  the  bowels. 

October  17tli :  General  convulsions  began,  lasting  several 
seconds,  during  which  the  patient  became  pulseless,  deeply  cya- 
notic, with  widely  dilated  pupils,  etc.  After  cessation  of  the 
spasms  the  pulse  returned  and  the  pupils  became  contracted  al- 
most "  to  piu  points."  The  same  treatment  was  continued,  with 
the  addition,  later  on,  of  whiskey  and  nitroglycerin  hypoder- 
matically to  sustain  the  failing  circulation.  She  also  had  enemata 
■of  peptonized  milk  with  chloral,  bromide,  opium,  and  whiskey. 
The  uterus  and  vagina  were  kept  clean  from  time  to  time  by 
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antiseptic  washes,  ether  being  given  during  their  administra- 
tion to  prevent  spasm  and  relieve  pain. 

No  remedies  appeared  to  be  of  any  avail.  Death  occurred  at 
10  P.M.  October  17th,  four  days  after  the  tetanic  symptoms  be- 
gan. During  the  last  two  days  of  life  tlie  temperature  rose  to 
103°,  10-1°,  105°,  106°  in  the  axilla.  In  the  rectum  it  was  110° 
at  the  time  of  death.  The  mind  of  the  patient  was  for  the 
most  part  clear ;  she  suffered  intensely,  always  crying  out  with 
the  pain  when  not  relieved  by  medicines. 

Before  death  she  corrected  her  former  statement  as  to  having 
been  ''regular"  every  month  before  admission,  and  acknowl- 
edged that  she  had  been  operated  upon  in  the  ''  doctor's  office" 
first  mentioned  for  the  purpose  of  producing  abortion. 

Several  of  the  alleged  causes  of  puerperal  tetanus  seemed  to 
have  coexisted  in  tliis  case — viz.,  traumatic  injury  to  the  ute- 
rus, abortion,  the  vaginal  plug,  retention  of  offensive  (septic) 
matters  in  the  uterus,  and  exposure  to  a  current  of  cold  air. 

Eight  years  ago  Dr.  Thomas  C.  Smith  j)re.sented  to  this  Soci- 
ety the  history  of  a  case  of  puerperal  tetanus  which  he  had  seen 
in  consultation  with  the  late  Dr.  Naylor,'  together  with  more  or 
less  complete  accounts  of  thirteen  cases  previously  reported  by 
other  practitioners.  In  concluding  his  ])aper  Dr.  Smith  accen- 
tuated the  importance  of  preventing  the  disease  by  avoiding  its 
alleged  causes,  and  lamented  the  •■eminently  unsatisfactory" 
results  of  treatment.  Of  the  cases  referred  to  by  him  only 
three  recovered.  Of  the  twenty-seven  cases  collated  long  ago 
by  Sir  James  Simpson  only  live  recovered.  So  far  as  I  can 
learn  up  to  the  present  date,  we  have  still  to  lament  the  impo- 
tence of  treatment,  and  can  scarcely  do  more,  even  now,  than 
fall  hack  to  the  statement  of  Dr.  Smith  that  the  chief  hope  of 
saving  w<^men  in  this  disastrous  complication  is  by  protecting 
them  from  its  causes  rather  than  by  remedies  for  its  cure. 

Perhaps  the  most  elaborate  and  instructive  paper  on  this  sub- 
ject of  recent  date  is  that  of  Dr.  Henry  J.  Garrigues,  of  New 
York.'  In  this  paper  Dr.  Garrigues  presents  a  tabulated  record 
of  tifty-seven  cases  of  puerperal  tetanus,  twenty-tive  of  them 
occurring  after  alxMtion  and  thirty-two  after  parturition.  He 
adds  to  these  a  i-ecord  of  ten  eases  of  "tetanoid  contractions" 
during  j)regnanc3'  and  one  case  during  lactati(tn. 

'  Ambkican  .Iouknai-  ok  Obstetrics,  vol.  .\x.,  April,  IbbT. 
'Ibid.,  October.  18b2,  pp.  76St-812. 
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Of  the  twenty-five  tetanus  cases  following  abortion  twenty- 
three  were  fatal ;  of  the  thirty-two  cases  following  'parturition 
twenty-sev^en  died.  Thus  of  the  entire  fifty-seven  cases  only 
seven  recovered.  Of  the  ten  cases  of  tetanoid  contractions  dur- 
ing pregnancy  three  died,  five  recovered,  and  in  two  the  result 
is  not  stated.  The  one  case  of  tetany  during  lactation  recovered. 
In  the  cases  that  recovered  the  remedies  employed  seem  to  have 
been  so  various  as  to  leave  a  doubt  with  regard  to  their  efficacy, 
and  we  can  scarcely  glean  from  them  any  systematic  plan  for 
the  management  of  the  disease  in  future.  In  some  of  the  suc- 
cessful cases  phlebotomy  and  leeches  were  used.  One  is  alleged 
to  hav&  been  saved  by  a  cold  bath.  Large  doses  of  quinine, 
calomel,  tartar  emetic  ointment,  blisters,  poultices,  and  a  turpen- 
tine enema  were  among  the  remedies  also  employed  in  the  cases 
that  got  well.  Conjoined  with  these,  narcotics  and  antispasmod- 
ics— opium,  cannabis  indica,  belladonna,  chloroform,  valerian, 
musk,  tartar  emetic,  and  warm  baths — were  also  used.  Dr.  Gar- 
rigues  himself,  very  properly,  cautions  his  readers  to  remember 
that  similar  remedies  were  used  in  the  cases  which  proved  fatal. 
It  would  seem,  therefore,  that  we  have  no  more  reliable  means  of 
•coping  with  puerperal  tetanus  than  the  surgeon  has  with  the 
ordinary  non-puerperal  cases  that  fall  to  his  care.  This  conclu- 
sion acquires  further  corroboration  from  the  later  statements  of 
Dr.  Garrigues  in  his  recent  work  on  '•  Diseases  of  "Women  " 
(1894),  where,  in  speaking  of  tetanus  as  a  complication  following 
operations  upon  the  uterus  for  fibroid  tumors  (page  482),  he  re- 
gards the  treatment  as  '*  probably  hopeless  "  and  recommends 
"bromide  of  potassium,  chloral  hydrate,  and  curare."  And 
again  (page  608),  in  referring  to  tetanus  as  a  complication  fol- 
lowing operations  for  ovarian  disease,  he  regards  the  prognosis 
as  "  very  bad"  and  mentions  as  remedies  "chloroform,  chloral, 
and  curare."  It  is  the  same  old  story  of  a  perfunctory  adminis- 
tration of  palliative  remedies  without  any  basis  for  systematic 
cure.  Not  until  we  have  extended  our  knowledge  with  regard 
to  the  etiology,  pathology,  and  morbid  anatomy  of  tetanus  in 
general  can  we,  perhaps,  hope  to  attain  anything  like  a  rational 
and  successful  method  of  treating  puerperal  tetanus.  Possibly 
the  avenue  of  success  lies  in  the  direction  of  the  work  of  Brieger 
with  tetanus  microbes  and  their  toxic  ptomaines.  The  future 
may  provide  us  with  an  antitoxine  for  tetanus,  as  it  has  (?)  done 
for  diphtheria ;  but  at  present  we  can  do  no  more  with  puerpe- 
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ral  cases  than  to  clean  out  the  uterus  with  the  finger  or  curette^ 
render  its  cavity  antisepticallj  clean,  feed  the  patient,  palliate 
her  symptoms,  and  remove  all  causes  of  the  disease. 
1315  Massachusetts  avenue. 
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(With  three  illustrations.) 


The  organism  of  tetanus  is  termed  the  "  bacillus  of  Nicolaier- 
Kitasato." 

Origin. — Nicolaier  found  this  bacillus  in  the  pus  of  a  wound 
in  a  person  who  died  of  tetanus.     He  described  it  in  1884. 

Kitasato  was  tlie  first  to  isolate  and  cultivate  this  germ,  in 
1889.  It  is  a  delicate,  slender  rod,  which  assumes,  if  a  spore 
form,  the  characteristic  shape  of  a  drumstick.  The  spore  is  not 
always  found  in  the  pus  of  a  wound. 

By  skilful  experiments  it  has  been  proved  that  the  microbe 
alone  does  not  produce  the  disease,  but  that  the  tetanic  convul- 
sions are  caused  by  the  "  toxiue  tetanique,"  which  is  very  ad- 
herent to  the  spores. 

If  cultures  of  the  spores  of  tetanus  be  filtered  and  washed  in 
immense  quantities  of  water  in  order  to  separate  the  toxine 
from  the  spores,  and  then  these  spores  thus  cleansed  be  inocu- 
lated into  the  most  susceptii)le  animals — e.g.,  horses,  mules, 
sheep,  cows,  mice,  rabbits,  guinea-pigs — no  manifestation  of 
tetanus  takes  place  ;  but  if  the  toxine  be  injected  minus  the 
spores  it  will  suffice  to  kill  the  animal  even  in  the  minutest  dose. 

The  spores,  if  injected  alone  and  free  from  toxine,  are  at  once 
surrounded  and  digested  by  the  leucocytes,  or  phagocytes,  as  the 
beautiful  experiments  of  MetchnikufT,  Pasteur's  assistant,  have 
shown. 

Ilerbivora,   although   very  susceptible  to    the  disease  if    the 

germ  be  introduced  through  a  wound,  can  take  myriads  of  the 

'  Read  before  the  VVa.sliington  Obstetrical  and  Gynecological  Society,  De- 
cember 7th,  1894. 
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bacilli  of  tetanus  into  the  alimentary  canal  without  the  least 
injury. 

The  microbe,  being  anaerobic,  develops  beautifully  in  the 
digestive  tract,  and  is  ejected  in  the  excrementitious  matter,  thu& 
infecting  the  soil. 

A  number  of  cases  of  puerperal  tetanus  have  been  observed 
in  cows,  and  tetanus  neonatorum  is  not  a  rare  occarrence  in 
sheep,  the  umbilicus  being  invariably  the  focus  of  infection. 

Veterinarians  are  well  acquainted  with  tetanus  following  the 
operation  of  castration. 

The  course  of  tetanus  is  more  or  less  rapid.  In  the  horse  it  is 
apt  to  take  an  acute  form,  while  the  bovine  race  are  known  to 


Fig.  1.— Phagocytosis. 


Fig.  2.— Chiefly  spores. 


react  more  slowly.  Recoveries  are  more  frequent  in  animals 
than  in  the  human  species. 

In  man  tetanus  can  almost  always  be  traced  to  the  source  of 
infection.  Ordinarily  the  clinical  history  shows  that  a  wound, 
no  matter  how  small,  has  been  soiled  by  earth,  manure,  dust,  or 
by  some  foreign  body,  as  wood,  glass,  metal,  or  stone  which  has 
been  in  contact  with  the  soil.  Unfortunately  a  number  of  cases 
are  due  to  want  of  cleanliness  on  the  part  of  the  surgeons.  A 
Belgian  surgeon,  M.  Thiriar,  has  published  a  series  of  these  so- 
called  cases  of  "  operative  tetanus." 

In  man  the  first  symptom  usually  noticed  is  that  of  trismus, 
soon  to  be  followed  by  opisthotonos,  emprosthotonos,  or  pleuro- 
thotonos. 
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During  the  paroxysm  the  temperature  rises  to  4:l°-42°  C,  and 
the  patient  dies  in  asphyxia  and  hyperpyrexia,  which  latter  ad- 
vances post  mortem  to  43°-4i°  C. 

At  the  autopsy  710  characteristic  lesion  is  ever  found  outside 
the  point  of  inoculation,  which  is  sometimes  inflamed  and  puru- 
lent and  covered  with  a  membranous  exudate.  The  adjacent 
tissues  are  occasionally  the  seat  of  an  edematous  infiltration- 
These  latter  lesions,  being  constantly  found,  might  be  considered 
as  the'essential  pathogenic  condition  of  tetanus. 

Microscopic  examination  of  the  pus  taken  from  the  wound 
wilFreveal,  among  various  different  organisms  of  suppuration, 


Fia.  3.— Chiefly  rods. 

the  bacilli  of  tetanus,  mostly  in  both  forms,  namely  as  rods  and 
spores. 

Cultures  are  not  easily  obtained,  as  the  germ  is  anaerobic — 
t.tf.,  it  can  only  be  cultivated  in  vacuo  or  in  the  presence  of 
an  inert  gas  such  as  hydrogen.  Bouillon,  gelatin,  agar,  and 
coagulated  serum  are  good  culture  media,  while  potato  is  useless. 

While  the  most  skilful  manipulations  are  required  to  obtain  a 
good  culture  medium,  it  has  been  ]>roved  that  earth  filled  with 
tetanic  germs  keeps  its  virulence  fur  a  very  long  time. 

Vaillard  and  Vincent  have  shown  that  spores  of  tetanus  will 
retain  their  vitality  after  an  exposure  lasting  six  to  eight  hours 
to  a  temperature  of  80^-00°  C.  The  toxine,  however,  is  do- 
atroyed  by  a  temperature  as  low  as  65°  C. 

Exposed  to  the  sunlight  it  will  lose  its  vitality.     If  evaporated 
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dn  vacuo  the  toxic  liquid  leaves  a  brown,  amorphous  residue 
which  is  extremely  toxic.  This  residue  is  insoluble  in  alcohol 
and  dialyzes  with  a  characteristic  slowness. 

The  toxine  of  tetanus,  if  precipitated  by  calcium  phosphate  or 
alum,  adheres  very  closely  to  it,  and  this  precipitate  is  found  to 
be  very  toxic.  All  these  characteristics  prove  that  the  tetanic 
poison  has  nothing  in  common  with  ptomaines  or  alkaloids, 
■which  a/'e  not  affected  by  exposure  to  sunlight,  require  a  much 
higher  temperature  than  65°  C.  in  order  to  effect  their  neutrali- 
zation, and  are  rendered  innocuous  by  being  precipitated. 
While  it  has  nothing  in  common  with  ptomaines  or  alkaloids,  it 
does  bear  a  striking  analogy  to  diastase  and  the  venoms. 

Like  the  diastase,  the  tetanic  poison  is  destroyed  by  a  com- 
paratively low  temperature  and  by  the  rays  of  the  sun;  and, 
like  diastase  also,  it  is  precipitated  by  alcohol  and  this  precipi- 
tate retains  its  virulence. 

Like  venoms,  it  acts  in  infinitesimal  doses  and  yet  has  no  effect 
whatever  if  introduced  by  the  digestive  tract. 

Various  experiments  have  been  tried  with  the  view  of  pro- 
ducing immunity  from  tetanus. 

Kitasato  and  Brieger  were  the  Hrst  to  succeed. 

The  serum  of  the  blood  of  an  animal  affected  with  tetanus,  if 
injected  into  another  animal,  will  produce  immunity  against  the 
disease.  At  the  Pasteur  Institute  the  serum  is  mixed  with 
Gram's  liquid'  and  then  injected.  The  Gram's  liquid  strength- 
ens the  action  of  the  serum  in  procuring  immunity. 

The  first  day  three  cubic  centimetres  of  serum  and  one  cubic 
centimetre  of  Gram's  liquid  are  injected  ;  the  fifth  day  five  cubic 
centimetres  of  sernui  and  two  cubic  centimetres  of  Gram's  liquid 
are  injected  ;  the  ninth  day  twelve  cubic  centimetres  of  serum 
and  three  cubic  centimetres  of  Gram's  liquid  are  injected. 

After  this  treatment  the  animal  will  be  absolutely  immune 
from  tetanus,  even  after  the  injection  of  the  largest  dose  of  the 
toxine. 

At  the  Val  de  Grace  laboratory  there  is  a  rabbit  which  has 
been  rendered  immune  to  the  injection  of  any  amount  of  the 
toxine  ;  one-millionth  part  of  a  cubic  centimetre  of  this  rabbit's 
aerum  would  suffice  to  kill  a  horse. 

Antitoxine  is  found  in  the  milk  of  inoculated  animals.  Ex- 
periments upon  mice  have  shown  that  the  young  ones  become 
'  Iodine,  1  gramme  ;  kalium,  2  grammes;  aqua  destillata,  300  grammes. 
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absolutely  immune  from  nursing  their  mother,  if  she  has  previously 
been  inoculated  with  serum  and  herself  rendered  immune. 

If  chickens  be  inoculated  their  eggs  will  contain  the  antitoxine 
in  the  yolk  while  the  albumen  remains  perfectly  free  from  it. 

Scieiitific  and  logical  treatment  of  tetanus. — Kemove  and 
cleanse  the  focus  of  infection  and  inject  the  antitoxine. 

Four  to  six  cubic  centimetres  of  the  antitoxine  will  suffice  to 
save  the  life  of  a  human  being. 

Very  large  quantities  of  antitoxine  can  be  injected  without 
disagreeable  results ;  occasionally  a  mild  form  of  urticaria  has 
been  noticed. 

Carl  Schroder  in  his  text  book  on  gynecology  speaks  of  a  case 
of  tetanus, reported  by  Dr.  Harry  Thompson,  occurring  at  Colum- 
bia Hospital,  and  attributes  it  to  the  use  of  a  tent.' 

Winckel,  who  in  his  work  on  obstetrics  is  otherwise  so  ex- 
haustive, devotes  only  a  few  lines  to  the  subject  of  puerperal 
tetanus,  and  recognizes  as  the  cause  the  bacillus  of  Nicolaier  in- 
troduced into  a  wound  of  the  genitalia,  and  says  that  the  greater 
frequency  of  puerperal  tetanus  in  hot  climates  may  be  attributed 
to  the  want  of  cleanliness  on  the  part  of  tlie  attendants. 

Statistics  have  shown  that  it  is  more  prevalent  in  the  colored 
race  than  in  the  white,  and  more  frequent  in  hot  than  in  cold 
climates.  It  is  endemic  in  Louisiana,  some  parts  of  Bavaria, 
India,  and  South  America. 

Waring,  in  the  Indian  Medical  Journal,  reports  two  hundred 
and  thirty-two  cases  of  puerperal  tetanus  in  three  years.  This 
is  not  to  be  wondered  at  from  the  custom  of  women  beinor  de- 
livered  on  the  floor  of  mud  huts.  Hundreds  of  cases  of  tetanus 
neonatorum  can  be  directly  traced  in  India  to  the  custom  of  the 
natives  of  dressing  the  umbilical  cord  of  the  new-born  with 
earth.  Tetanus  has  never  been  found  in  virjrin  soil.  Certain 
tribes  of  South  American  Indians  are  well  aware  of  the  toxic 
properties  of  tiie  earth,  although  ignoring  the  reason  of  its  viru- 
lent properties.  Tliey  smear  their  arrow  heads  with  a  mixture 
of  saliva  and  earth,  and  await  a  fatal  result  with  assurance. 

I  thought  it  would  be  well  to  report  several  characteristic 
cases  from  the  literature  of  different  countries. 

The  first  case  on  record  dates  from  over  a  century  ago,  1792. 
It  was  reported  by  Currie  in  the  Memoirs  of  the  Medical  Society 
of  London. 

'  Columbia  Hospital  Reports,  Washington,  D.  C,  1873,  p.  102. 
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Sir  J.  Y.  Simpson'  reports  two  cases  of  puerperal  tetanus  with 
recovery.  One  was  treated  by  spirits  of  turpentine,  the  other 
by  cold  baths. 

In  1880  Banmgarte?  mentions  a  case  followinor  abortion. 

In  1881  Werner'  reports  a  case  following  normal  labor  in  an 
Xpara. 

In  1884  Arnold'  reports  a  well-marked  case  of  puerperal 
tetanus,  and  lays  stress  upon  the  fact  that  in  a  neighboring  house 
a  child  had  previously  died  of  trismus. 

In  the  same  year,  1884,"  Scheef  describes  a  case  from  the- 
Poliklinik  of  Tiibingen.  This  was  a  well-marked  case  of  puer- 
peral tetanus.  Some  weeks  before  the  death  of  this  patient  a  child 
had  died  of  tetanus  in  the  same  house  and  on  the  same  floor. 

In  1887  Boarman  reports  a  case  in  the  Journal  of  the 
American.  Medical  Association,  page  522.  This  case  followed 
embryotomy. 

FrankeF  mentions  a  case  of  puerperal  tetanus  which  followed 
the  rupture  of  varicose  veins. 

In  1889  Chautemesse  et  Vidal'  reported  that  out  of  twenty- 
one  well-authenticated  cases  since  the  discovery  of  the  microbe 
— i.e.,  in  five  years — they  had  only  succeeded  in  obtaining  the 
bacillus  in  one  case.     It  is  a  difticult  microbe  to  isolate. 

Qautier^  reports  seventy- four  cases. 

In  1890  U.  E.  Wiercinsky'  reports  a  case  of  puerperal  teta- 
nus.    The  case  was  fatal ;  no  post  mortem. 

In  189  L  Heinricius,  of  Helsingfors,"  had  a  well-marked  case 
of  puerperal  tetanus  with  a  fatal  issue.  The  etiology  of  thia 
might  prove  of  interest :  On  December  20th,  1890,  a  child  6 
days  old  died  of  tetanus  neonatorum.  There  was  a  wound  of 
one  and  a  half  centimetres  in  diameter,  purulent  and  edema- 
tous. The  midwife  who  took  care  of  the  confinement  case  in 
question  made  several  vaginal  examinations,  the  first  on  January 
let,  1891.     Symptoms  of  tetanus  supervened  on  January  7th, 

'  Edinburgh  Medical  Journal,  xix.,  p.  34. 

2  Zeitschrift  fur  Wundarzte-Geburtshiilfe,  1880,  pp.  51-53. 

*  Ibid.,  1881,  pp.  253-5. 

*  Med.  Correspondenceblatt,  Wilrtemberg  Aerzte,  188-t,  liv.,  pp.  209-213. 

*  Ibid.,  1884,  No.  24,  p.  186. 

*  Spiegelberg's  "  Lehrbuch  der  Geburtshillfe." 
'  Bulletin  medicals,  Ixxiv. 

*  Revue  med.  de  la  Suisse,  1889,  N.  12. 
«  Centralblatt  fur  Gyn.,  No.  14,  249. 

'0  Ibid.,  No.  33,  p.  678,  1891. 
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and  death  took  place  on  January  10th.  In  this  case  it  was  evi- 
dent that  the  midwife  carried  the  infection,  and  that  she  could 
not  have  effectually  washed  her  hands  from  December  20th  to 
January  1st. 

In  1809  Vinay'  found  one  hundred  and  six  cases  in  the  litera- 
ture. 

Allison  MaxwelP  read  a  paper  on  June  5th,  1894,  at  the  fifth 
annual  meeting  of  the  American  Medical  Society  at  San  Fran- 
cisco, relating  the  case  of  a  woman  in  Indianapolis  who  was  de- 
livered by  her  husband,  a  laboring  man.  She  had  well-marked 
tetanus,  of  which  she  subsequently  died.  Post-mortem  revealed 
a  small  piece  of  placenta  the  size  of  a  quarter  of  a  dollar,  to 
which  he  attributed  the  affection.  His  treatment  was  morphia 
and  chloral  hydrate  rectally. 

The  case  reported  in  the  most  scientific  way  is  that  of  Heyse.' 
This  was  a  case  with  all  the  symptoms  of  puerperal  tetanus  and 
subsequent  death. 

During  the  lifetime  of  this  patient,  while  affected  with  teta- 
nus, bacteriological  examinations  of  the  lochial  discharge  were 
made  with  negative  result.  On  the  post-mortem  examination 
the  uterus  was  removed  and  carefully  examined  for  the  exact 
focus  of  infection.  For  this  purpose  the  lochial  discharge  was 
swabbed  off,  by  means  of  sterilized  cotton,  from  various  parts  of 
the  uterine  cavity,  particularly  the  placental  site.  Cultures  and 
inoculations  of  these  scrapings  were  made,  revealing  only  the 
ordinary  bacilli  of  putrefaction.  However,  the  plug  of  sterilized 
cotton  which  had  been  put  into  the  cervix  gave  exceedingly 
satisfactory  results.  Inoculations  made,  with  the  scrapings  from 
this  area,  on  five  mice  and  one  guinea-pig  produced  characteristic 
tetanus  and  death  in  from  seventy  to  ninety  hours.  Pure  cul- 
tures obtained  from  the  wounds  of  these  inoculated  animals 
showed  the  characteristic  bacilli  and  spores. 

Although  Ileyse  had  proved  in  the  most  satisfactory  manner 
that  the  etiological  factor  in  this  particular  case  was  undoubtedly 
the  bacillus  of  tetanus,  he  did  not  stop  there,  but  went  further 
to  search  for  tlie  source  of  the  contamination. 

The  house  in  which  this  patient  was  delivered  was  carefully 
examined,  the  dust  and   dirt  being  collected   from  the   ceiling, 

'  Gazette  des  Hoplteiux.  1891,  No.  152. 

•  Jour.  Am.  Med.  Ass'n.  Chicago,  August  lllh,  1894,  p.  224. 

3  Deutsche  M«d.  Wochenschrift,  No.  14,  1894,  p.  318. 
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walls,  and  floor,  and  particularly  the  thick  masses  of  dirt  in  the 
cracks  of  the  floor,  which  had  accumulated  for  years,  in  order 
to  be  submitted  to  the  microscopical  test.  The  dust  proved  nega- 
tive, but  the  dirt  from  the  cracks,  when  inoculated  into  mice, 
produced  characteristic  tetanus  followed  by  death.  Mixed  cul- 
tures were  obtained  from  the  wounds,  from  which,  later  on,  the 
tetanus  bacillus  could  be  isolated. 

1  wish  to  acknowledge  my  indebtedness  for  most  valued 
assistance  to  Dr.  Sofie  A.  Nordhoff,  who  has  just  returned  from 
a  course  of  prolonged  study  iu  the  Pasteur  Institute,  and  who 
kindly  exhibited  to  the  Society  the  microbes  of  tetanus  isolated 
by  herself  in  Paris  at  the  Pasteur  Institute. 
1311  Connecticut  avenue. 
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The  vascular  neuroses  are  the  vasomotor  or  those  of  the  peri- 
pheral circulation.  They  may  be  general  or  local,  external  or 
internal — external,  as  in  a  morbid  blush,  or  internal,  as  in  a 
globus  hystericus. 

Vasomotor  neuroses  are  exceedingly  complex  phenomena,  the 
causes  and  results  of  which  are  often  difficult  of  elucidation.  In 
giving  them  consideration  one  should  remember  accurately  the 
anatomy  and  physiology  of  the  parts  involved  in  their  produc- 
tion. 

Among  the  more  marked  of  the  general  vascular  neuroses  is 
the  hysterical  or  nervous  fever  mentioned  below,  usually  re- 
sulting from  some  uterine  or  digestive  difficulty.  General  nerv- 
ous chill  sarea  also  vasomotor  disorder  dependent  upon  some  local 
irritation,  either  cerebral,  abdominal,  or  pelvic.  Febrile  condi- 
tions dependent  on  uterine  disease  are  very  common  at  the 
menopause  ;  they  often  simulate  malarial  fevers,  but  are  not  bene- 
fited by  quinine.     Treatment  directed  to  the  uterine  trouble 
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often  giv^es  relief.     In  some  cases  it  has  its  origin  in  abnormali- 
ties of  the  menstrual  flow. 

Amoug  the  local  vascular  neuroses  we  find  flushes,  morbid 
blushing,  extreme  redness  of  the  nose  and  malar  prominences, 
l)urnings  of  the  palms  of  the  hands,  soles  of  the  feet,  top  of  the 
head,  side  of  the  chest,  erythematous  eruptions,  hemorrhages, 
sweats — sometimes  unilateral  or  confined  to  the  hands  and  feet — 
-coldness  of  the  extremities,  dryness  of  the  body. 

I  have  seen  a  number  of  cases  of  morbid  flushing  or  blushing 
in  my  practice,  and  a  few  of  them  I  considered  of  suflicient  im- 
portance to  justify  me  in  taking  notes  of  them.  In  looking  up 
the  subject  in  medical  literature  I  could  find  but  comparatively 
little  bearing  upon  it.  Dr.  Harry  Campbell,  of  London,  pub- 
lished a  rather  extensive  monograph  upon  tliis  subject  in  August, 
1890,  and  to.it  I  am  indebted  for  much  information. 

The  ganglionic  system  through  the  vasomotor  nerves  which 
<;ontrol  the  circulation,  and  through  which  it  transmits  irrita- 
tions in  the  same  way  as  the  cerebro-spinal  system,  is  the  import- 
ant factor  in  these  neuroses.  Pallor  and  flushings  show  the  con- 
traction or  dilatation  of  the  vessels  through  this  influence.  That 
the  mind  is  a  great  factor  in  many  of  these  states,  or  that  they 
are  really  psychoses,  is  shown  by  the  condition  of  excessive  or 
morbid  blushing. 

Sometimes  the  irritation  reflected  is  general,  as  in  condi- 
tions of  neurotic  fever  or  when  nervous  chills  occur.  It  is  said 
that  in  some  cases  of  neurotic  fever  the  temperature  has  even 
risen  to  over  110°  F.  Mental  and  nervous  excitement  will  fre- 
quently run  the  temperature  up  to  101°,  and  this  temperature 
will  subside  quickly  without  any  treatment  other  than  the  re- 
moval of  the  original  cause  of  excitement.  Besides  being  re- 
flected generally,  it  is  sometimes  reflected  locally  or  partially, 
as  in  cases  of  palsy  of  the  extremities  or  of  the  face  ;  or  some- 
times the  disturbance  is  more  marked,  as  is  seen  in  cases  of 
flushings  of  the  abdomen. 

Morbid  tliishing  at  the  menopause  is  very  frequent  as  a  result 
of  genital  disease,  but  in  very  many  cases  I  am  convinced 
chronic  gastrointestinal  catarrh  is  a  still  more  important  factor 
in  lowering  the  tone  of  the  nervous  system.  In  these  cases  the 
gastro-intestinal  canal  needs  treatment  more  often  than  the  ute- 
rus. In  casesof  morbid  Hushing  salivation  is  frequently  present. 
This  is,  of  course,  a  glandular  neurosis,  and   here  shows  the 
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interdependence  and  identity  of  the  different  forms.  It  must  not 
be  confounded  with  salivation  from  the  too  free  administration 
of  mercurials.  The.  latter  naay  be  due  to  the  teeth  containing 
many  fillings  of  cheap  mercurial  amalgam  instead  of  gold  or 
silver.  Dentists  claim  that  this  is  a  not  uncommon  cause  of 
mercurial  salivation,  and  it  should  always  be  borne  in  mind 
when  this  symptom  is  observed.  A  flushed  and  congested  face 
with  a  red  and  swollen  nose  is  a  frequent  gastro-intestinal  vas- 
cular neurosis  or  dermatosis.  The  so-called  "  chronic  erysipelas  " 
of  the  face  is  a  vascular  dermatosis  and  comes  under  the  head 
of  dermal  neuroses.  Excessive  perspirations  are  glandular  neu- 
roses, but  they  are  of  vasomotor  origin.  It  is  very  difficult  to  sepa- 
rate and  classify  these  neuroses,  as  they  are  so  commonly  found 
-associated  in  the  same  patient,  and  they  are  also  so  intimately 
interconnected. 

The  red  nose  and  flushed  cheeks  due  to  reflex  vasomotor  dis- 
order are  a  source  of  great  mortification  and  mental  distress  to 
those  so  affected.  It  is  a  most  disagreeable  affliction,  especially  to 
women.  It  has  been  generally  considered  by  the  ignorant  as  a 
sign  of  alcoholic  indulgence ;  more  often  it  is  due  to  gluttony 
and  gastro-intestinal  disease  from  overfeeding  and  high  living. 
Particularly  in  small  provincial  towns  many  persons  have 
been  condemned  as  secret  drinkers  when  they  were  simply  suf- 
fering from  a  gastro-intestinal  catarrh,  secondary  possibly  to  a 
post-nasal  catarrh,  which  was  unfortunately  manifested  in  a  dis- 
ordered state  of  the  vasomotor  nerves  of  the  face.  Bad  cooking 
and  general  unhygienic  living  are  the  usual  causes  of  this  condi- 
tion in  women.  As  an  instance  of  the  way  the  ignorant  look  at 
it,  I  may  quote  a  remark  in  this  connection  which  I  overheard  a 
rough  fellow  make  :  "  If  they  don't  drink  they  should  take  in 
their  sign."  That  the  ignorance  is  not  all  confined  to  the  poorer 
classes  is  shown  by  the  dietaries  of  those  in  higher  life.  Ex- 
treme coldness  of  the  extremities  is  a  very  common  vascular 
neurosis  due  to  abdominal  or  pelvic  disease,  and  indigestion 
is  fully  as  frequent  a  factor  in  its  causation  as  uterine  con- 
gestions. 

There  are  also  patients  who  suffer  from  extreme  pallor  of  the 
face  whenever  excitement  causes  the  heart  to  beat  furiousl}'. 
Some  of  theselocal  vascular  neuroses  become  chronic  and  exist  as 
dermatoses,  like  acne  rosacea  and  chronic  urticaria.  Upon  the  dis- 
appearance of  the  local  disease  these  reflex  disorders  cease  to  exist. 
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The  flushed  appearance  is,  in  many  of  these  cases,  due  to  a  vaso- 
motor paralysis.  Some  of  these  patients  will  frequently  have 
the  upper  portion  of  the  body  in  a  constant  flush,  while  the  feet 
will  be  cold  as  ice ;  insomnia  is  here  often  present,  sometimes  of 
such  a  severe  type  as  to  lead  to  mild  forms  of  mental  aberration. 
Vasomotor  paralysis  causing  burning  sensations  at  the  vertex 
and  occiput  is  a  very  common  symptom  of  uterine  or  ovarian 
disease.  Coldness  of  the  extremities  is  not  only  present  in  dis- 
orders of  the  uterus  and  anemic  conditions,  but  is  a  common 
symptom  of  other  abdominal  diflSculties,  such  as  indigestion  and 
"  biliousness,"  Very  many  patients  with  indigestion  have  numb- 
ness and  coldness  of  the  left  side  of  the  body,  often  very  marked^ 
the  heel  and  the  tips  of  the  toes  and  fingers  on  the  left  side  being 
sometimes  excessively  cold.  Even  the  novelists  note  the  vaso- 
motor changes  dependent  upon  mental  disturbances  when  they 
speak  of  a  heroine's  face  blanching  and  of  her  "shivering  and 
becoming  cold  with  nervous  excitement." 

In  hemicrania  and  similar  vasomotor  neuroses  the  arteries 
may  undergo  spasmodic  constriction,  thus  shutting  off  the  blood 
supply  and  rendering  the  parts  pale  and  anemic  ;  or  there  may 
be  dilatation  of  the  vessels  with  hyperemia  of  the  part.  Some- 
times these  conditions  alternate :  there  is  constriction  followed 
by  dilatation,  and  a  consequent  blanching  followed  by  a  suffu- 
sion of  the  part  affected.  These  cold  sensations  and  hot  flushes 
of  the  skin  are  most  commonly  seen  at  the  menopause  when 
uterine  or  digestive  disease  is  present,  but  may  occur  at  any 
time.  Either  of  these  two  conditions  continuing  for  a  consider- 
able space  of  time  results  in  marked  nutritive  disturl)ance  of 
tile  parts  involved.  In  both  forms  the  nutrition  is  j)robably  in- 
terfered with.  In  the  anemic  type  the  parts  are  pale  and  anes- 
thesia is  present.  In  the  hyperemic  type  there  is  warmth  and 
redness  of  the  part  with  some  slight  hyperesthesia  ;  the  glands 
involved  are  stimulated  and  there  is  increased  secretion.  Pro- 
fuse perspiration  may,  however,  take  place  in  this  disorder  with- 
out any  other  symptoms  being  apparent  to  the  observer.  Irri- 
tations of  the  plexuses  and  filaments  of  the  sympathetic  and 
cerehro-spinal  systems  Jfrom  disease  in  the  abdominal  or  pelvic 
cavities  start  up  many  vasomotor  disturl)ances  in  distant  parts 
of  the  body.  The  numbness  and  tingling  present  in  the  left 
arm  in  attacks  of  angina  pectoris  is  a  good  example  of  a  reflex 
vasomotor   neurosis.      Vasomotor   neuroses   of   this   spasmodic 
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variety  may  also  depend  upon  ovarian  irritation.  If  tlie  causa- 
tive lesion  is  central,  as  in  a  case  of  endometritis,  we  may  find 
both  the  lower  extremities  affected  by  a  change  in  the  vascular 
supply  and  in  the  sensation  of  the  parts,  frequently  causing  reflex 
paraplegia. 

Case  I. — Mrs.  T.,  aet.  76,  has  had  attacks  of  angina  pectoris. 
Her  left  arm  is  considerably  weaker  than  the  right  and  at 
times  has  pain,  particularly  in  the  centre  of  the  palm  and  the 
front  of  the  elbow  joint,  with  numbness  and  tingling  of  the 
fingers ;  the  arm  is  cold,  but  its  nutrition  does  not  seem  to  be 
impaired.  Only  by  the  most  careful  examination  can  the  pulsa- 
tion be  detected  in  the  radial  artery  at  the  left  wrist,  and  it  is  im- 
possible to  count  it ;  the  pulse  in  the  right  radial  is  very  strong. 
When  she  was  very  much  younger,  she  says,  her  physician  never 
noted  any  special  difference  between  the  pulsations  of  the  two 
radials,  or,  if  he  did,  which  is  more  likely,  he  never  spoke  of  it. 
She  had  suffered  since  girlhood  with  cardiac  weakness.  In  some 
patients  this  condition  of  spasmodic  contraction  of  the  blood 
vessels  is  temporary  when  dependent  upon  abdominal  or  pelvic 
disease,  and  disappears  readily  on  removal  of  the  causative 
lesion,  the  pulse  in  both  arms,  and  probably  in  both  feet,  in 
many  cases  becoming  equal  in  strength. 

Morbid  flushing  as  a  vasomotor  disturbance  is  due  oftentimes 
to  want  of  tone  in  the  surface  vessels,  which  thus  causes  either 
great  pallor  or  flushing  of  the  part.  It  is  this  want  of  tone  also 
in  the  deeper  vessels  which  probably  causes  the  congestive  and 
anemic  types  of  neuralgic  headaches,  and  there  are,  I  believe, 
undoubtedly  extreme  states  of  pallor  or  flushing  of  the  cerebral 
tissue,  the  same  as  we  frequently  see  on  the  surface  of  the  skin. 
Areas  of  pallor  in  the  brain  may  give  rise  to  symptoms  like 
anemic  roaring,  snappings,  whistlings,  etc.  These  patients  fre- 
quently have  anemia  of  all  the  extremities,  suffering  intensely 
from  cold  hands  and  feet.  There  can  be  no  doubt  that  the 
intracranial  blood  pressure  is  to  a  degree  under  the  control  of 
the  sj'tn pathetic  nervous  system,  the  same  as  the  blood  supply  in 
other  parts  of  the  body.  In  exhibiting  the  sympathetic  system 
and  its  connections  we  need  simply  outline  the  circulatory  ap- 
paratus, as  in  this  department  it  manifests  its  greatest  changes. 
Excessive  emotion,  shown  by  morbid  blushing,  is  due  in  many 
cases  to  a  weakened  condition  of  the  sympathetic  nerves  and  to 
anemia  resulting  from  fatigue,  insufficient  sleep,  and  exhaustion. 
16 
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Morbid  bliisliing,  although  not,  strictly  speaking,  a  serious  dis- 
order, is,  to  say  the  least,  extremely  disagreeable  to  the  victim. 
It  is  simply  the  manifestation  of  a  weakness  in  the  nervous 
system.  It  is  not  the  symptom  of  blushing  whicli  needs  treat- 
ment, but  the  general  condition  which  is  at  the  basis  of  the 
disorder.  Probably  the  most  prominent  exciting  cause  is  self- 
consciousness,  either  by  introspection  (r  by  the  attention  being 
drawn  to  the  external  portions  of  the  body  while  under  examina- 
tion by  others. 

When  a  modest  individual  of  extremely  nervous  temperament 
is  in  company  with  a  number  of  persons,  if  she  imagines  that  the 
people  around  her  are  regarding  her  critically  and  are  entertain- 
ing rather  a  disparaging  opinion   of  her,  she  is  very  liable  to 
manifest  her  abnormal  self-consciousness  by  blushing,  or  even 
by  becoming  embarrassed  in  her  conversation,  and  stammering. 
Shy  and  nervous  persons  blush  readily  when  attention   or  re- 
marks are  directed  to  their  personal  appearance.     Women  are. 
said  to  suffer  more  frequently  than  men  from  this  disorder;  but 
there  are  many  men  whose  nervous  system  is  disordered,  either 
"Congenitally  or  by  exhausting  mental  or  physical  work,  who  are 
much  given  to  blushing  and   other  manifestations  of  nervous 
weakness.     The  young   blush    much    more    pronouncedly   than 
those  who  are  older,  not  only  on  account  of  the  texture  of  the 
skin  being  more  delicate  and  healthful,  but  from  inexperience 
and  on  account   of   their   condition   of   hypcrsensitiveness   not 
having   as  yet   been    blunted   by  continued    contact   with    the 
world.     Blushing  is  generally  confined  to  the  face,  on  account 
of  its  extreme  vascularity,  and  therefore,  having  greater  supply 
of    vasomotor   nerves,    emotional   disturbances    manifest   them- 
selves more  prominently  in  that  part,  the  face  being  the  portion 
of  the  body  most  exposed  to  view  and  upon  which  most  attention 
is  concentrated  in  looking  for  recognition  or  in  studying  charac- 
ter or  discerning  beauty  or  homeliness.     The  self-attention  thus 
given   the  face   makes  it  abnormally  sensitive  and   the  vessels 
extremely  prone  to  dilate,  with  blushing  as  a  result. 

It  is  said,  among  nations  where  other  parts  of  the  body  are 
exposed  to  view,  that  blusiiing  is  by  no  means  confined  to  the 
face,  but  is  much  more  widely  diffused. 

Many  people  blush  more  readily  before  strangers  than  before 
accjuaintances,  though  sometimes  the  opposite  is  the  case.  In 
some  individuals  the  blushing  takes  place  at  regular  hours,  and 
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with  many  it  is  so  severe  that  it  actually  prevents  them  from 
^oiupj  into  society.  Blushing  rarely,  if  ever,  occurs  in  solitude 
•or  in  darkness;  it  occurs  only  when  observation  is  directed 
toward  the  personal  appearance,  and  then  results  from  embar- 
rassment and  self-consciousness.  Anything  which  lowers  the 
tone  of  the  nervous  system  tends  to  the  development  of  func- 
tional nervous  disorders,  of  which  excessive  self-consciousness  is 
a  type.  Many  cultivated  and  scientitic  men  are  prone  to  blush 
inordinately  from  humility  and  diffidence,  having  a  low  opinion 
of  their  own  ability,  while  the  ignorant  egotist  is  never  known 
to  blush.  That  colored  people  blush  has  been  proven  by  scars 
•on  the  face  chano-ino:  color  under  conditions  which  would  induce 
blushing  in  those  who  are  white.  Blondes  exhibit  a  tendency  to 
blushing,  when  tlie  skin  is  healthy,  much  more  vividly  than  do 
brunettes  with  sallow  skins,  although  it  is  quite  probable  that  dark- 
haired  ladies  blush  with  fully  as  great  frequency  as  those  who  are 
light.  It  is  more  common  in  those  of  delicate  nervous  organiza- 
tions, while  those  of  coarse  natures  are  very  little  affected  by  it. 

In  attacks  of  excessive  self-attention,  where  there  is  a  difficulty 
in  concentrating  the  thoughts,  the  one  idea  becomes  unduly 
prominent  and  morbid  blushing  results.  Some  people  blush  on 
the  slightest  occasion.  A  case  is  noted  of  a  telephone  clerk  who 
blushes  even  conversing  through  the  telephone.  Some  men  can- 
not go  into  shops  where  there  are  women  witliout  blushing 
intensely.  Many  clerks  are  victims  of  blushing,  and,  as  a  result, 
suffer  much  mental  distress  while  serving  customers.  Teachers 
blush  before  their  pupils,  and  men  before  their  wives.  Lovers 
blush  frequently  and  painfully  in  the  presence  of  their  future 
partners.  Lawyers  are  about  the  only  class  to  whom  this  annoy- 
ing affection  is  unknown.  A  grizzled  old  sea  captain,  who 
passed  many  years  in  command  of  passenger  ships  crossing  the 
Atlantic,  invariably  became  much  embarrassed  and  blushed 
hotly  when  addressed  by  young  and  handsome  lady  passengers. 
Blushing  is  much  more  frequent  in  old  men  than  in  old  women. 

Predisposition  to  blushing,  like  other  peculiarities  in  indi- 
viduals, is  frequently  inherited.  Darwin  calls  attention  to  a 
case  of  inherited  blushing  which  came  under  the  observation  of 
Sir  James  Paget.  While  conversing  with  a  young  girl  "a  big 
-  splash  appeared,  first  on  one  cheek,  and  then  other  splashes  vari- 
-ously  scattered  over  the  face  and  neck.  He  subsequently  asked 
the  mother  whether  her  daughter  always  blushed  in  this  peculiar 
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way,  and  was  answered,  '  Yes ;  she  takes  after  me.'  Sir  James- 
Paget  then  perceived  that  by  asking  this  question  he  had  caused 
the  mother  to  blush,  and  she  exhibited  the  same  peculiarity  afr 
her  daughter." 

Many  of  these  inordinate  blushers  are  timid  and  melancholic, 
sometimes  to  a  degree  bordering  upon  a  mild  form  of  mental 
aberration.  They  seek  solitude  and  are  excessively  sensitive 
about  people  they  meet  who  they  may  fancy  are  criticising  their 
personal  appearance.  For  this  reason  they  are  so  shy  that  they 
dislike  meeting  friends  or  strangers  in  the  street.  Many  of  the- 
victims  of  this  disorder,  if  relating  an  incident  or  anecdote,  will 
often  lose  the  thread  of  the  story  by  their  concern  as  to  what 
their  auditors  may  be  thinking  of  them. 

The  best  cure  for  this  condition  of  excessive  self-conscious- 
ness is  a  constant  and  free  intermingling  with  others  in  the 
work  of  life.  Solitude  is  a  great  factor  in  the  production  of 
self-consciousness.  Poverty  and  worriment  are  also  elements  in, 
the  causation  of  excessive  shyness. 

The  preventive  treatment  of  this  condition  should  be  begun 
in  childhood,  by  sending  the  children  to  large  public  schools 
where  they  will  be  allowed  a  considerable  amount  of  freedom 
from  restraint  and  come  in  contact  with  a  coarser  and  rougher 
element.  This  will  tend  to  make  them  bolder  and  more  self- 
reliant.  Children  who  seem  to  be  attticted  with  shyness  and  in- 
herit a  morbidly  sensitive  nervous  disposition  should  at  a  very 
early  age  be  instructed  in  elocution  and  encouraged,  or  in  fact 
compelled,  to  frequently  give  recitations  before  their  classmates. 
It  is  also  well  to  have  them  taught  music  and  singing,  the  exhi- 
bition of  which  accomplishments  before  friends  or  classmates- 
will  materially  tend  to  remove  the  predisposition  to  shyness  when 
present.  It  is  said  that  many  coquettes  have  the  power  of  volun- 
tary blushing.  This  is  probably  true  in  some  instances,  as  the 
smaller  blood  vessels  of  the  face  may  probably  be  inHuenced 
through  the  nervous  system  to  a  certain  extent.  Blushing  often 
depends  on  certain  emotional  influences.  When  these  influ- 
ences are  but  slight  the  blushing  may  be  extremely  evanescent  j 
when  the  emotional  changes  are  very  marked  the  blushing  may 
be  very  intense.  Blushing  is  the  external  manifestation  of  the 
internal  emotional  perturbation,  and  its  extent  is  generally  in  pro- 
portion thereto.  Some  women,  instead  of  blushing  when  suffer- 
ing these  distressing  emotional  disturbances,  become  absolutely 
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pale  instead.  The  blush  maybe  preceded  by  very  little  disturb- 
ance, or  it  may  be  ushered  in  by  a  warm  glow  over  the  whole 
body.  In  severe  cases  the  mental  confusion  is  very  marked,  the 
heart  throbs  violently,  there  is  a  sensation  of  suffocation,  and  the 
l^reath  becomes  short.  There  is  a  peculiar  sensation  at  the  epi- 
gastrium, often  followed  by  the  condition  of  globus  hystericus 
•or  constriction  of  the  throat. 

Palpitation  of  the  heart  is  a  very  common  condition  immedi- 
■ately  preceding  the  act  of  blushing.  Many  blushers  experience 
a  feeling  of  dread  as  part  of  the  emotional  state.  The  dread, 
breathlessness,  speechlessness,  and  globus  hystericus  are  all  de- 
pressing emotions  and  are  often  accompaniments,  in  a  greater  or 
less  degree,  of  the  actual  blush. 

When  the  blushing  is  of  a  severe  type  there  is  always  mental 
■confusion  present.  In  a  large  number  of  cases  the  individual 
•completely  loses  the  power  of  thought  for  the  time  being.  The 
mind  is  completely  paralyzed,  and,  in  popular  language,  she  is 
^'covered  with  confusion,"  or,  in  slang  parlance,  "rattled." 
There  is  an  instinctive  desire  for  self-concealment.  The  blusher 
either  averts  the  head  or  looks  downward.  The  expression,  "  I 
wished  I  could  have  sunk  through  the  floor,"  which  we  have 
heard  used,  aptly  expresses  the  mental  condition  of  the  patient 
at  this  time.  The  overworked  cultured  classes  are,  as  a  rule, 
more  self-conscious  than  the  uneducated,  but  they  have  more 
power  to  restrain  its  manifestations.  They  very  rarely  meet 
your  gaze  directly,  and  while  conversing  habitually  look  at  some 
adjacent  object,  merely  bestowing  occasional  side  glances  on  the 
person  with  whom  they  are  conversing. 

It  is  almost  impossible  to  compel  any  of  the  lower  animals  to 
look  one  in  the  face  and  eyes  even  for  a  very  short  space  of  time. 
Especially  is  this  the  case  with  the  dog,  whose  head  yoa  cannot 
possibly  hold  still  for  a  few  seconds  while  looking  into  his  eyes. 

In  some  cases  of  very  violent  blushing  the  face  becomes 
bathed  in  perspiration.  In  some  women  it  is  so  severe  that  it  is 
followed  by  a  well-marked  rash  which  not  only  covers  the  face, 
■chest,  and  neck,  but  may  extend  to  the  hands.  The  blush  is 
often  followed  by  pallor  of  the  face ;  this  is  due  to  constriction 
•of  the  blood  vessels — a  reaction  following  their  dilatation.  Mor- 
bid blushing  occurs  most  frequently  in  women  exhausted  by 
Anxiety,  the  eating  of  improperly  cooked  foods,  bad  air,  and 
overwork.    The  blood  of  these  patients  is  usually  anemic.  When 
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a  person  has  once  suffered  from  this  disorder  he  is  liable  to  have- 
subsequent  attacks,  as  the  nervous  system  is  highly  impression* 
able,  and  the  condition  once  well  developed  is  liable  to  be  per- 
petuated by  slight  influences,  such  as  disordered  digestion. 

Irritations  arising  in  the  digestive  organs  are  probably  the 
chief  causes  of  the  nervous  depression  which  accompanies  these 
conditions.  The  impure  blood  resulting  from  the  bad  digestion 
produces  most  deleterious  influences  on  the  nervous  system,  thus 
starting  up  a  great  variety  of  functional  disturbances,  of  which 
morbid  blushing  is  a  good  type.  Many  of  these  tendencies  to^ 
weakness  of  the  digestive  and  nervous  system  are  inherited.  An 
important  factor,  therefore,  in  the  treatment  of  these  conditions 
is  the  enrichment  and  purification  of  the  blood  by  dietetic  and 
hygienic  means.  As  already  stated,  education  is  a  great  factor 
in  the  treatment  of  hereditary  nervous  weaknesses,  and  this  edu- 
cational treatment  should  be  begun  at  a  very  early  age  when  the 
first  demonstrations  of  excessive  shyness,  which  is  part  of  the 
nervous  weakness,  arj  noticed.  Otherwise  it  is  liable  to  increase 
in  severity  until  it  becomes  an  actual  disease. 

Skilful  care  and  treatment  will  do  much  toward  removing 
this  condition  of  weikness.  Habits  of  solitude  and  self-com- 
muning should  be  discouraged  and  the  child  should  be  forced  to 
mingle  freely  with  other  children,  which  has  a  very  wholesome 
influence  and  tends  greatly  to  the  modification  of  any  peculiari- 
ties of  disposition.  In  the  adult  the  treatment  is  more  difficult. 
Everything  which  contributes  to  elevate  the  tone  of  the  nervous 
system  should  be  adopted.  Nothing  is  more  important  in  these 
cases  than  the  improvement  of  the  general  nutrition.  These 
neurotics,  without  exception,  suffer  from  anemia.  Therefore 
the  diet  and  regimen  require  special  supervision.  Rest,  mental 
and  pliysicil.  with  proper  hygienic  surroundings  and  forced  sci- 
entiflc  feeding,  will  probably  cure  the  majority  of  cases.  In 
some  of  the  severer  types  massage,  tonic  baths,  and  electricity 
are  indicated.  Many  of  these  cases  begin  with  dyspepsia  re- 
sulting often  from  post-nasal  catarrh.  The  social  instincts 
should  be  cultivated  and  every  possible  effort  made  to  enjoy 
life.  In  this  state  the  nervous  centres  are  exhausted  and  must  be 
built  up  again  l)y  the  enriched  blood.  Ciiange  of  climate  to  a 
higher  altitude  is  often  useful  in  these  cases  as  a  stimulant  to 
digestion  and  nutrition.  It  is  in  this  way  that  advantage  is 
derived  from  a  trip  to   the  Adirondack  region  or  the  Rangeley 
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Lakes  in  Maine.  Out-of-door  exercise,  as  in  the  treatment  of 
all  functional  nervous  disorders,  is  of  the  greatest  utility.  It 
has  a  most  favorable  influence  on  the  general  health.  Wind  and 
sun,  having  a  tanning  influence  on  the  skin  which  will  render  the 
blushing  less  remarkable,  shDuld  be  courted  as  much  as  possible 
when  taking  outdoor  exercise.  During  attacks  of  blushing  re- 
lief is  often  obtained  by  lying  down  ;  they  then  gradually  dis- 
appear under  ths  influence  of  rest.  An  irrational  method  of 
living,  by  which  there  is  no  regularity  in  respect  of  food,  exer- 
ercise,  and  rest,  is  the  cause  of  most  of  the  weakness  of  the 
nervous  system  in  these  individuals.  This  is  more  particularly 
true  among  the  poorer  classes.  The  women,  looking  after  the 
wants  of  the  household,  see  that  the  other  members  of  the  fam- 
ily get  food,  but  neglect  to  supply  themselves  in  a  proper  man- 
ner; they  thus  soon  become  victims  of  digestive  disorders  and 
drift  into  chronic  invalidism.  Fried  meats,  pastry  and  pickles, 
strong  tea,  coffee,  and  wines,  are  all  agents  in  retarding  the  di- 
gestion and  impoverishing  the  blood.  Morbid  blushing  is  often 
caused  by  baJ  digestion.  The  irritative  action  of  wines  or  other 
alcoholic  drinks  on  the  miicDus  m3mbran3  of  the  stomach  re- 
flexly  causes  flushing  of  the  face. 

Cold  bathing  is  preventive  and  also  exercises  a  curative  in- 
fluence on  this  stats ;  but  as  in  many  cases  the  cold  bath  is  inju- 
rious and  cannot  be  tolerated,  the  patient  should  be  gradually 
trained  to  resist  its  depressing  influence.  The  bath  should  be 
first  given  tepid  and  the  temperature  gradually  lowered  in  each 
succeeding  bath.  The  im.nersion  should  be  of  very  short  dura- 
tion, and  should  be  immediately  followed  by  vigorous  friction 
with  a  coarse  towel  or  a  flesh  brush  or  bath  glove,  and  Anally 
the  application  of  the  warm  bare  hand  until  the  entire  surface 
of  the  body  glows.  Hot  baths  are  often  very  beneficial  to 
nervous  patients  and  are  best  taken  before  retiring. 

Electricity  is  of  considerable  advantage  in  these  cases  of  ner- 
vousness ;  mild  galvanism  should  be  applied  daily  for  a  short 
time  only. 

If  the  fa-je  is  heated  and  reddened  by  sitting  in  close  prox- 
imity to  the  fire  or  by  bathing  it  in  very  hot  water,  it  will  give 
immunity  from  blushing  for  a  very  considerable  time. 

Many  drugs  are  of  great  advantage  in  this  disorder,  notably 
iron,  quinine,  camphor,  and  turpentine.  Stimulants  are  very 
disadvantageous  and  should  be  avoided  as  much  as  possible. 
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Vasomotor  disorder ;  ahdominal  flushing. — Mrs.  A.  E.,  40 
years  of  age  ;  seven  years  married,  but  never  pregnant.  She  has 
been  ailing  ever  since  her  marriage.  Before  this  she  worked 
hard  at  monthly  nursing.  For  several  years  past  she  has  suffered 
from  constant  pain  in  the  lumbar  region  posteriorly.  Fre- 
quently suffers  from  severe  pain  and  a  sensation  of  burning  in 
the  vertex,  necessitating  the  use  of  local  applications  for  relief. 
Feels  constantly  fatigued  and  is  compelled  to  lie  down  fre- 
quently. Has  "  no  ambition  or  appetite."  For  years  past  she 
has  not  taken  any  breakfast,  with  the  exception  of  three  or 
four  cups  of  strong  coffee.  During  menstruation  nothing  is  re- 
tained on  the  stomach  except  the  coffee.  Now  menstruates  every 
two  weeks,  and  during  these  periods  the  abdomen  becomes 
swelled  and  assumes  a  dark  or  bluish-red  color  and  feels  very 
hard;  at  the  same  time  the  lower  extremities  are  "just  like 
death,  cold  and  clammy.''  There  is  also  severe  abdominal  pain 
and  the  face  is  exceptionally  red  and  liot.  She  feels  feverish 
and  thirsty,  and  has  "  fever  sores  "  about  the  nose  and  mouth. 
There  is  also  incontinence  of  urine,  and  the  urine  is  scanty  by 
day  but  excessive  by  night.  During  menstruation  the  bowelg 
do  not  move,  even  after  enemata.  The  tongue  is  coated  with 
a  whitish-brown  fur.  During  lier  menses  slie  is  compelled  to 
remain  in  bed,  and  during  her  last  period  was  delirious  and  tore 
her  hair  out  in  handfuls. 

Vasomotor  paresis  of  the  lower  extremities  sometimes  takes 
place  in  the  nervous  and  hysterical,  in  which  the  legs  become 
extremely  hard  and  engorged  almost  to  bursting.  This  also 
occurs  at  times  in  the  hands  or  face.  In  speaking  of  a  case  of 
this  type  wliere  the  abdomen  was  the  seat  of  the  disorder,  Dr. 
Weir  Mitcliell  says  :  "  The  last  case  of  hysterical  vasomotor  mani- 
festations which  I  shall  quote  was  so  amazing  tliat  if  1  had  not 
had  the  good  fortune  to  see  it  over  and  over,  and  to  show  it  once 
to  mv  friend  Dr.  William  \ .  lveatin<x,  I  mi;jht  reasonably  iiave 
hesitated  to  tax  the  credulity  of  my  hearers. 

"Some  twenty  years  ago  I  attended  a  young  married  woman 
whose  life  was  enil)ittered  l>y  losses  of  property  and  by  the  ill 
treatment  of  her  husband,  wiio  finally  deserted  her.  For  a  long 
period  she  exhibited,  at  times,  hysteric  disorders  in  the  form  of 
spasms,  rigors,  hemipalsios,  and  at  last,  for  a  month  or  two, 
moderate  maniacal  excitement.  With  favoring  circumstances 
she  at  last  got  well,  and  removing  to  the  West  was  lost  sight  of 
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until  about  ten  years  ago,  when  I  was  called  to  see  her  at  a 
hotel  in  Philadelphia.  At  this  time  my  patient  was  35  years 
old,  was  irregular  as  to  her  monthly  flow,  and  had,  as  I  found,  a 
womb  tilted  forward  but  not  diseased,  and  no  ovarian  tender- 
ness, or,  at  least,  no  tenderness  of  belly  which  was  not  the  same 
•everywhere.  She  was  rather  pale  and  very  thin,  and  had  a  re- 
laxed pendent  abdomen  marked  by  the  scars  of  four  pregnancies. 
I  could  find  no  disease  of  heart,  lungs,  or  kidney.  She  gave  me 
this  brief  history  :  After  some  years  of  ease  and  comfort  she 
had  been  led  to  risk  her  property  in  a  wild  speculation  which 
ruined  her,  and  now  she  was  keeping  a  boarding  house  in  New 
York  and  was  doing  well,  or  likely  to  do  well,  except  for  the 
strange  malady  for  which  she  came  to  consult  me.  After  her 
new  misfortunes  she  had  some  hysterical  troubles,  but  these 
•ceased  to  annoy  her,  and  she  began  to  observe  that  at  or  about 
the  time  of  her  menstrual  flow,  and  afterward  at  any  time,  she 
was  liable  to  have  an  enlargement  of  the  belly,  which  did  not 
seem  to  her  to  be  due  to  wind,  as  with  that  form  of  swelling 
Jier  previous  experience  had  made  her  but  too  fully  acquainted. 
The  trouble  became  by  degrees  worse,  and  at  last  was  so  extreme 
as  to  cause  certain  unpleasant  feelings  and  to  subject  her  to 
suspicions  of  being  pregnant. 

"  The  swelling  was  certainly  caused  at  times  by  emotion.  It 
began  at  any  time,  rarely  at  night.  Within  a  few  hours  the 
belly,  in  place  of  being  flaccid  and  pendent,  was  swollen  enor- 
mously. She  looked,  in  fact,  as  a  woman,  thin  as  she  was,  would 
have  looked  at  the  eighth  month  of  pregnancy.  Other  attacks 
were  less  severe,  but  always  they  lasted  for  some  hours  before 
she  could  stand  up,  and  it  was  usually  a  week  before  she  was 
well. 

"  When  I  saw  her  an  attack  was  at  its  worst.  Tlie  woman's 
pulse  was  about  165  and  was  a  mere  thread,  at  times  impercep- 
tible. Her  face  and  limbs  were  white  and  cold.  Tiie  abdomen 
was  tense  and  red  and  could  be  felt  to  throb  distinctly,  while 
all  over  it  the  vessels,  veins,  and  arteries  were  visibly  enlarged. 
On  listening  over  the  belly  I  could  hear  a  humming  noise,  a 
slight  thrill.  The  chest  itself  was  not  quite  so  pale  as  the  neck 
or  face,  but  the  breath  was  difticultand  rapid.  It  was  clear  that, 
owing  to  palsy  of  all  the  abdominal  vessels,  all  thg  available 
blood  of  the  body  of  a  too  bloodless  woman  was  for  a  time  in 
this  cavity  and  its  walls.     If  while  in  this  state  she  sat  up  she 
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instantly  fainted,  and  it  was  difficult  even  to  lift  her  head  be- 
cause of  the  symptoms  thus  caused.  She  herself  complained  of 
the  tension  of  the  belly  and  of  the  distressing  pulsation  within 
it. 

"  The  day  after,  the  abdomen  was  certainly  a  third  less,  and  it 
was  then  seen  by  Dr.  Keating,  who,  like  myself,  could  give  no 
other  explanation  of  the  condition  seen  than  the  one  I  have  just 
mentioned.  After  a  week  the  belly  became  nearly  as  flat  as  usual 
and  I  then  ceased  to  see  my  patient.  I  learned  from  her  some 
years  later  that  by  slow  degrees  she  had  become  well  of  this 
singular  malady." 

A  former  United  States  Senator  from  Rhode  Island  was  noted 
as  exhibiting  a  peculiar  phase  of  morbid  blushing  during  his 
forensic  efforts :  his  face  seemed  to  be  divided  into  thirds ;  the 
centre  of  the  face  from  forehead  to  chin  would  become  extremely 
red,  while  his  ears  and  the  sides  of  his  cheeks  would  exhibit  the 
opposite  condition  of  extreme  pallor. 

Morbid  flushing  ;  vasomotor  disorder  after  hemiplegia  /  diahe-- 
tes ,'  dietetic  treatment ;  recovery. — Mrs.  K.,  6S  years  of  age  (see 
plate.  Fig.  6).  About  twelve  3'ears  ago  she  had  an  attack  of 
hemiplegia  on  the  right  side.  She  can  see  but  very  little  with  the 
right  eye.  Whenever  she  takes  a  small  quantity  of  tea  it  sends 
the  blood  to  one  side  of  the  face,  accompanied  by  a  tingling  sen- 
sation ;  coffee  has  no  such  effect.  This  also  occurs  when  she  is- 
excited  and  when  busily  engaged  in  mental  work.  This  she 
has  learned  to  look  upon  as  a  warning  to  desist  from  excitement 
or  mental  strain.  She  is  often  kept  awake  at  night  from  ner- 
vousness excited  by  the  burning  and  tingling.  The  patient  is 
very  stout  and  suffers  from  the  fat  form  of  diabetes.  Under 
dietetic  treatment,  both  liquid  and  solid,  the  sugar  has  disap- 
peared from  her  urine  and  she  is  now  in  fair  health. 

Functional  vasomotor  disorder;  nnilateral flushing. — M.  F.,. 
aged  20,  single  (see  plate.  Fig.  4).  Seen  January  1st,  1S92. 
Strong,  tall  blonde.  Unilateral  flushing  of  right  side  of  face- 
It  came  on  first  three  months  ago,  eight  days  Itefore  menstrual 
period,  and  was  coincident  with  an  attack  of  leucorrhea.  Has 
also  occurred  from  three  to  eight  days  before  menstrual  period.. 
Her  face  is  pale  at  first,  but  gradually  gets  red  until  most  of 
right  side  ^js  extremely  so,  the  left  side  remaining  jmle.  The 
redness  disappears  as  the  menstrual  flow  comes  on. 

Nervous  unilateral  flxLshings  [and  indigestion. — Mrs.  A.  Z.^ 
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27  years  of  age ;  has  had  two  children  (see  plate,  Fig.  5).  She  is 
extremely  nervous,  especially  after  a  hearty  meal.  When  diges- 
tion is  slow,  as  it  usually  is,  it  is  generally  accompanied  by  pal- 
pitation of  the  heart.  She  had  malaria  when  in  the  country  five 
years  ago.  She  was  well  up  to  this  time.  Her  indigestion  is 
accompanied  by  flatulence  and  eructations,  but  these  are  not 
very  severe.  Two  weeks  ago  she  was  seized  with  a  very  severe 
headache.  This  was  similar  to  those  she  has  had  at  every  men- 
strual period  for  the  past  five  years.  Occasionally  a  period  is 
not  accompanied  by  this  headache,  but  if  so  the  headache  is 
much  worse  at  the  next  period.  They  are  migrainous  in  char- 
acter and  are  generally  located  in  the  right  temple.  At  times 
she  suffers  from  severe  gastralgia,  which  is  most  noticeable  when 
a  storm  is  approaching.  For  the  past  two  weeks  the  scalp  has 
been  exquisitely  tender  and  the  hair  has  come  out  freely  on 
combing  it.  At  present  her  headaches  are  mostly  occipital. 
She  is  frequently  troubled  with  unilateral  flushings  of  the  face 
(left  side),  accompanied  by  dizziness  and  vertigo. 
776  Madison  avenue. 
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In  thess  times  of  rapid  progress  in  gyne3ological  surgery, 
when  numerous  brilliant  results  from  major  operations  are  being 
achieved  on  all  sides,  it  is  often  advisable  to  pause  for  an  instant 
to  consider  some  of  the  results  of  minor  gynecological  proce- 
dures which,  though  they  may  not  require  in  their  performance 
the  technical  skill  necessary  for  a  hysterectomy  nor  add  as  much 
to  the  reputatioQ  of  the  operator,  may  frequently  be  of  even 
greater  import-ince  to  the  patient  herself,  if  not  to  the  commu- 
nity. The  removal  of  a  uterus  benefits  the  individual  and  de- 
prives her  of  her  reproductive  power,  but  the  removal  of  a  cause 
'.Read  before  the  New  York  Obstetrical  Society  April  16th,  1895. 
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of  sterility  is  far  more  widespread  in  its  results,  benefiting  not 
only  the  individual  but  the  race. 

The  means  available  for  the  restoration  of  the  reproductive 
function  in  cases  where  it  is  apparently  lost  or  held  in  abeyance 
is  a  subject  demanding  our  gravest  consideration,  and  in  this 
paper  1  desire  to  speak  particularly  of  the  benefits  derived  from 
minor  operative  procedures  intended  to  cause  the  uterus  to  per- 
form its  normal  functions. 

Nothing  is  more  distressing  to  the  average  married  woman 
•than  to  be  sterile  and  know  that  the  condition  is  due  to  some 
defect,  either  congenital  or  acquired,  in  her  anatomical  construc- 
tion. She  has  always  regarded  and  will  forever  view  this  in- 
<;apacity  as  a  reproach  upon  her  womanhood,  and  no  amount  of 
argument  can  make  her  accept  the  condition  with  resignation. 

Sterility  in  woman  implies  an  incapacity  for  conception,  and 
may  be  either  congenital,  when  it  results  from  some  faulty  de- 
velopment of  her  anatomical  structure,  or  acquired,  when  it 
arises  from  disease  occurring  before  she  has  had  an  opportunity 
to  conceive  or  from  some  condition  arising  after  an  uncertain 
period  of  fertility.  A  woman  is  not  ordinarily  considered  sterile 
until  several  years,  at  least,  have  passed  since  her  marriage  or 
since  her  last  impregnation,  provided,  of  course,  she  resorts  to 
no  means  to  prevent  conception.  If,  however,  the  conditions 
which  ordinarily  produce  sterility  are  present  in  a  woman  at  the 
time  of  her  marriage,  there  is  no  reason  why  she  should  not  be 
•considered  sterile  from  the  beginning,  although  custom  demands 
that  she  be  married  at  least  three  years  before  she  is  considered 
sterile. 

Matthews  Duncan  states  that  fifty  per  cent  of  women  become 
pregnant  during  the  first  year  of  married  life,  thirty  per  cent 
during  the  second,  eight  per  cent  during  the  tliird,  two  per  cent 
during  the  fourth,  and  about  two  per  cent  after  the  fourth  year. 
He  therefore  concludes  that  sterility  may  be  suspected  in  a 
woman  who  has  passed  her  first  year  of  married  life  without 
conceiving,  and  the  presumption  grows  stronger  with  each  suc- 
ceeding year,  and  after  the  fourth  year  the  probabilities  of  con- 
ception are  exceedingly  small. 

Of  the  numerous  causes  of  sterility  in  women,  we  are  particu- 
larly interested,  in  this  paper,  in  those  which  have  their  seat,  if 
not  their  origin,  in  the  uterus  itself  and  in  the  uterine  ends  of 
the  Fallopian  tubes,  acting — 
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1.  By  preventing  the  entrance  of  the  spermatozoa  into  the 
uterine  canal. 

2.  By  preventing  the  passage  of  the  spermatozoa  into  the 
Fallopian  tubes,  or  the  exit  of  the  impregnated  or  unimpregnated 
ovum  from  the  tube  into  the  uterine  canal. 

3.  Bj  producing  an  altered  condition  of  the  endometrium,  due 
to  the  retention  within  the  uterine  cavity  of  secretions  which 
have  a  powerful  influence  in  deranging  the  physiological  process 
of  fecundation,  and  damaging  the  products  of  conception  by  so 
altering  the  mucous  membrane  of  the  interior  of  the  uterus  that 
it  no  longer  offers  a  suitable  nidus  for  the  growth  of  the  ovum, 
should  impregnation  occur  and  the  ovum  descend  as  far  as  the 
uterine  cavity. 

Any  circumstance  tending  to  produce  imperviousness  of  the 
external  or  internal  os  uteri  must  necessarily  be  an  important 
factor  in  the  causation  of  sterility,  either  by  mechanically 
obstructing  the  passages  to  the  entrance  of  the  fecundating  ma- 
terial from  without,  or,  by  opposing  the  exit  of  the  normal 
discharges  from  within  the  uterus,  gradually  set  up  a  degene- 
rative inflammatory  action  in  the  endometrium  which  will  ter- 
minate in  the  destruction  of  its  normal  elements,  or  the  pro- 
duction of  an  hypertrophied  condition  of  the  membrane  which 
produces  a  mechanical  obstruction  both  by  its  thickening  and 
by  the  viscid  discharge  which  accompanies  the  condition.  It  is 
evident,  however,  that  this  mechanical  explanation  is  insufficient,, 
because  no  mere  contraction  short  of  absolute  occlusion  could 
prevent  the  passage  of  the  microscopic  spermatozoa,  but  the 
clinical  fact  remains  that  by  dilating  the  uterine  canal  we  place 
such  a  patient  in  a  more  favorable  condition  for  conception. 

In  most  cases  of  mechanical  obstruction  to  conception  the 
difficulty  lies  in  the  presence  of  a  plug  of  extremely  tenacious- 
cervical  mucus  from  the  diseased  endometrium  or  Nabothian 
follicles,  constriction  of  the  circular  flbres  at  the  internal  or  ex- 
ternal OS  uteri,  flexion,  or  an  inflammation  involving  one  or  both 
Fallopian  tubes  ;  and  in  all  these  conditions  the  dilatation  of  the 
uterine  canal,  so  as  to  secure  ample  drainage  from  the  interior  of 
the  uterus,  will  assist  in  causing  the  subsidence  of  the  inflamma- 
tory processes  and  ultimately  tend  to  arrest  the  progress  of  the 
disease.  Where  the  organ  can  be  divulsed,  the  diseased  endo- 
metrium removed  with  a  curette,  and  the  uterine  cavity  packed 
with  an  antiseptic  gauze,  the  course  of  treatment  will  be  shorts 
ened  to  a  very  marked  extent. 
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These  factors,  which  would  ultimately  give  rise  to  a  condition 
of  sterility  should  the  woman  marry,  may  exist  from  birth,  but 
only  make  themselves  known  to  the  patient  after  the  period  of 
puberty  by  the  numerous  subjective  symptoms  so  common  in 
these  cases ;  and  even  if  the  patient  is  married  and  has  not  be- 
come pregnant,  she  seldom  consults  the  physician  for  this  symp- 
tom alone,  but  rather  for  the  more  distressing  symptoms  of  pain, 
etc.,  caused  by  the  pathological  conditions  existing  in  the  uterus 
and  tubes. 

It  is  hardly  necessary  to  go  into  detail  as  to  the  numerous 
symptoms  accompanying  the  conditions  of  the  uterine  canal  and 
tubes  which  may  produce  sterility.  Suffice  it  to  say  that  they 
vary  in  extent  and  severity,  to  a  certain  degree,  with  the  amount 
of  pathological  change  in  the  structures  involved,  and  to  a  far 
greater  degree  with  the  resisting  ])ower  of  the  individual  patient. 
Pelvic  pain  is  the  symptom  which  usually  causes  them  to  seek 
relief  at  the  physician's  hands  ;  and,  while  this  pain  may  be  con- 
.stant,  it  is  almost  invariably  increased  before  or  during  the  men- 
strual period.  When  there  is  involvement  of  cervical  cr  cor- 
poreal endometrium  or  catarrh  of  the  Fallopian  tubes,  leucorrhea 
is  almost  invariably  present,  and  varies  in  its  consistence  and 
quantity  with  the  variety  and  extent  of  the  disease. 

Sterility  is  often  present  in  a  certain  class  of  cases  where  it  is 
the  only  condition  complained  of.  These  are  cases  of  simple 
endometritis  where  the  secretion  is  sufficient  to  destroy  the 
spermatozoa  in  their  upward  passage,  or  mechanically  prevent 
the  villi  of  the  fertilized  ovum  from  iiuding  an  attachment  in 
the  diseased  mucous  membrane.  In  some  instances  a  woman 
with  an  anteflexion  or  a  moderate  degree  of  stenosis  will  have 
little  or  no  menstrual  discomfort  prior  to  her  marriage,  but  the 
uterine  congestion  incident  to  the  marital  relation  will  cause 
such  a  thickening  of  the  endometrium  and  a  consequent  narrow- 
ing of  the  canal  that  she  will  begin  to  suffer  from  symptoms  of 
endometritis  and  stenosis  and  date  her  trouble  from  the  time 
she  was  married. 

No  treatment  should  be  attempted  for  the  relief  of  sterility 
alone  whicli  involves  danger  to  the  life  of  the  woman,  and  no 
operation  should  bo  undertaken  unless  it  should  appear  beyond  a 
reasonable  doubt  that  the  cause  of  the  sterility  rests  with  the 
woman  herself. 

The  methods  1  jjave  employed  in  increasing  the  calibre  of  the 
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uterine  canal  have  been  gradual  and  forcible  dilatation  or  divul- 
■sion.  The  former  is  accomplished  by  means  of  graduated  solid 
hard  rubber  or  steel  uterine  sounds,  and  the  instruments  devised 
for  the  purpose  by  Wylie  and  Goodell.  No  anesthetic  is  used, 
except  perhaps  the  local  application  of  cocaine  in  highly  sen- 
sitive cases.  The  dilatation  is  done  at  first  daily  or  every  other 
day,  never  carrying  the  stretching  beyond  the  patient's  power  of 
endurance.  As  the  canal  becomes  larger  and  shows  a  lessened 
tendency  to  contract,  the  interval  between  the  sittings  is  in- 
creased until  the  dilatation  is  done  but  once  or  twice  monthly, 
just  prior  to  the  menstrual  epoch.  All  intrauterine  manipula- 
tions are  done  under  the  strictest  antiseptic  precautions  as  to 
instruments,  operator,  and  patient. 

I  employ  no  intrauterine  antiseptic  or  counter-irritant  applica- 
tions after  gradual  dilatation,  as  I  believe  that  such  applications 
do  harm  unless  the  dilatation  has  been  carried  to  such  an  extent 
that  the  circular  libres  at  the  internal  os  have  been  stretched 
beyond  their  ability  to  contract.  The  uterus  is  an  erectile 
muscular  organ,  responding  readily,  by  contracting,  to  any  stimu- 
lus, and  any  foreign  irritating  substance  applied  to  its  interior, 
besides  producing  an  excessive  secretion  from  the  already  dis- 
eased endometrium,  causes  the  uterus  to  contract  forcibly  in  its 
attempt  to  expel  the  contents.  The  previously  contracted  fibres 
at  the  internal  os,  being  the  stronger,  will  contract  to  a  greater 
extent  and  close  tlie  organ  at  that  point,  and  any  further  con- 
traction of  the  organ,  if  sufficiently  powerful,  may  force  a 
portion  of  the  intrauterine  contents  into  one  or  both  the  Fallopian 
tubes,  there  to  set  up  an  acute  salpingitis  with  all  its  attendant 
dangers  and  discomforts. 

It  is  claimed  by  some  opponents  of  this  gradual  method  of 
dilatation  of  the  uterus  that  the  introduction  of  a  solid  metal  or 
bard-rubber  dilator  into  the  constricted  uterine  canal  acts  as  a 
piston  and  forces  the  liquid  contents  of  the  organ  into  the  Fallo- 
pian tubes,  thereby  exposing  the  patient  to  the  danger  of  infec- 
tion and  inflammation  of  these  structures.  The  danger  from 
this  source  is  minimized  by  the  employment  of  graduated  dila- 
tors, carefully  manipulated,  without  the  use  of  force. 

Divulsiou  or  forcible  dilatation  of  the  uterine  canal  is  done 
under  an  anesthetic,  observing  the  strictest  antiseptic  precau- 
tions, the  uterus  being  dilated  to  its  fullest  extent,  resorting  to 
partial  division  of  the  circular  fibres  at  the  internal  os  when 
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necessary,  although  when  this  is  done  great  care  should  be  exer_ 
cised  to  prevent  rupture  of  the  organ  bj  too  forcible  dilatation^ 
When  there  are  indications  of  presence  of  the  endometritis,  the 
whole  of  the  mucous  membrane  should  be  removed  from  the- 
interior  of  the  uterus  by  means  of  a  sharp  curette  and  the  cavity- 
packed  with  a  strip  of  sterilized  iodoform  gauze.  I  leave  this- 
packing  in  position  from  five  to  seven  days,  its  removal  being' 
followed  by  an  intrauterine  douche  of  sterilized  water.  When' 
possible  the  displaced  uterus  should  be  raised  and  maintained  in. 
position  by  a  vaginal  packing  of  iodoform  gauze.  I  have  found 
that  after  divulsion  and  packing  the  uterine  canal  rarely  returns 
to  its  previous  angular  or  contracted  condition. 

Among  properly  selected  cases  there  will  be  but  few  instances 
where  dilatation  or  divulsion  of  the  cervix  will  not  improve  or 
cure  the  pelvic  pain  and  the  many  distressing  menstrual  symp- 
toms complained  of  by  women  suffering  from  uterine  flexions^ 
strictures,  or  endometritis ;  and  where  the  sterility  may  be  at- 
tributed to  any  or  all  of  these  conditions,  complicated  by  an  in- 
flammation of  the  uterine  ends  of  the  Fallopian  tubes,  divulsion; 
and  curetting  will,  in  a  large  majority  of  the  cases,  render  the- 
woman  capable  of  impregnation. 

In  my  experience  more  sterile  women  have  become  pregnant 
after  gradual  dilatation  of  the  uterine  canal  than  after  divulsion 
and  curettement  under  an  anesthetic,  but  this  seems  to  me  to  be 
due  to  the  fact  that  in  the  cases  requiring  the  latter  procedure 
the  diseased  conditions  to  be  overcome  are  much  more  extensire 
than  in  the  former. 

The  methods  of  treatment  employed  in  the  cases  reported  in 
this  paper  have  varied  with  the  degree  of  flexion  and  stenosis, 
the  amount  of  endometritis,  and  the  extent  and  variety  of  tubal 
involvement.  AVhere  the  stenosis  and  endometritis  have  been 
slight,  gradual  dilatation  has  been  employed ;  but  where  the 
flexion  was  well  marked,  with  rigid  stenosis  at  the  internal  os,. 
together  with  extensive  involvement  of  the  endometrium,  divul- 
sion and  curettement  under  an  anesthetic  have  in  almost  every 
instance  been  resorted  to.  In  a  few  cases,  whicli  were  in  my 
opinion  sufficiently  serious  to  demand  a  curettement  under 
ether,  I  was  compelled,  by  reason  of  the  patients  absolutely  re- 
fusing operation  under  an  anesthetic,  to  resort  to  the  gradual 
method  of  dilatation,  with  the  most  excellent  results,  the  pa- 
tients ultimately  becoming  pregnant,  although  in   some  of  the 
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•cases  it  was  necessary  to  prolong  the  course  of  treatment  over  a 
number  of  months. 

In  some  of  my  cases  (Nos.  1,  2,  9,  and  10)  the  tubes  were  so 
■extensively  involved  in  a  catarrhal  inflammation  that,  had  they 
been  seen  several  years  ago,  oophorectomy  would  have  been 
•considered  the  only  operation  available  to  afford  a  permanent 
.relief;  but,  by  enlarging  the  uterine  canal,  drainage  from  the 
tubes  was  favored  and  the  catarrhal  condition  relieved  either 
•completely  or  to  a  sufficient  extent  to  permit  the  passage  of  the 
•ovum  into  the  uterus. 

In  doubtful  cases  of  sterility  where  ante-menstrual  dysmenor- 
rhea exists,  if  we  And  that  gradual  dilatation  of  the  cervix  re- 
lieves the  dysmenorrhea,  we  may  be  reasonably  certain  that  the 
cause  of  the  dysmenorrhea  is  also  the  cause  of  the  sterility,  and 
•that  the  relief  of  the  former  will  presumably  result  in  the  relief 
•of  the  latter. 

I  have  dilated  the  uterine  canal  in  thirty-one  cases  of  women 
who  were  married  over  three  years  and  sterile,  or  who,  although 
not  married  quite  three  years,  were  in  such  a  condition  that  I 
•considered  their  chances  of  becoming  pregnant  very  slight.  All 
of  these  cases  were,  in  my  opinion,  sterile  only  from  some  defect 
in  their  anatomical  structure,  or  from  some  pathological  change 
<iependent  upon  this  defect,  and  capable  of  impregnation  should 
this  defect  be  removed.  Nineteen  of  these  cases  were  treated 
•by  gradual  dilatation  and  twelve  by  divulsion  and  curettement. 
Five  of  the  total  number  have  disappeared  and  I  am  unable  to 
state  the  results  in  their  cases.  Of  the  twenty- six  whose  his- 
•tories  I  have  been  able  to  follow  up  to  the  present  time,  sixteen 
have  become  pregnant — eleven  after  gradual  dilatation,  or  fifty- 
■eight  per  cent  of  the  total  number  treated  by  this  method,  and 
live  after  divulsion,  or  forty-one  per  cent  of  the  number  ope- 
rated upon.  In  all  the  cases  the  usual  symptoms  accompanying 
flexion,  stenosis,  and  endometritis  were  present,  and  in  some  of 
•them.  Cases  1,  2,  9,  and  10,  there  were  unmistakable  evidences 
■of  tubal  inflammation  on  one  or  both  sides — conditions  which, 
besides  being  undoubtedly  the  cause  of  their  sterility,  were  also 
the  cause  of  a  great  deal  of  physical  suffering.  The  establish- 
ment of  free  drainage  through  the  uterus  by  dilating  its  canal 
•either  relieved  or  cured  the  subjective  symptoms  from  which 
they  were  suffering,  and  in  tifty-one  per  cent  of  the  cases  the 
restoration  of  the  uterine  canal  to  its  normal  condition  rendered 
17 
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the  patients  capable  of  performing  their  normal  reproductive- 
function. 

Case  L — Mrs.  L.  R.,  a»ed  27  years,  married  four  years, 
sterile.  Patient  a  handsome,  well- developed  woman,  who  has 
suffered  since  puberty  from  lieadache,  backache,  inguinal  pain,, 
leucorrhea,  severe  dysmenorrhea,  dyspareunia,  hysteria,  and  men- 
tal depression.  Menstruates  regularly,  but  all  her  symptoms 
are  aggravated  for  six  or  seven  days  prior  to  each  epoch,  and 
only  partially  relieved  by  the  appearance  of  the  flow,  which  is 
at  tirst  scanty,  becoming  more  profuse  on  the  second  da}',  and 
lasting  a  week  or  more.  She  has  at  times  suffered  from  hysteiia 
and  melancholia  bordering  on  mental  derangement,  and  has  been 
under  treatment  almost  continually  gince  her  marriage,  with 
little  or  no  permanent  benefit.  Her  uterus  was  enlarged,  retro- 
flexed,  stenosed  at  the  internal  os,  and  exquisitely  tender,  to- 
gether witli  indications  of  tubal  inflammation.  Curettage  and 
packing  with  iodoform  gauze  was  done  May  Sth,  1892.  For  the 
next  twenty  months  her  condition  was  very  markedly  improved, 
all  the  distressing  symptoms  from  which  she  formerly  suffered 
having  gradually  disappeared.  Pregnancy  occurred  in  January, 
1894: — twenty  months  after  operation,  and  almost  seven  years 
after  marriage. 

Case  II. — Mrs.  C.  D.,  aged  25  years,  married  four  years, 
sterile — a  well-developed,  healthy-looking  woman,  who  had  suf- 
fered since  pul)erty,  and  especially  since  her  marriage,  from 
the  most  excruciating  premenstrual  dysmenorrhea,  causing  her 
to  spend  several  days  out  of  each  month  in  bed,  and  frequently 
requiring  the  administration  of  morphine  hy|iodermically.  In 
spite  of  the  pain  and  discomfort  she  suffered,  her  princii)al  com- 
plaint was  her  inability  to  become  pregnant.  On  examination  I 
found  she  had  an  enlarged,  exquisitely  tender,  retroflexed  and 
adherent  uterus,  left  salpingitis,  with  an  enlarged,  adherent 
left  ovary.  Celiotomy  was  advised,  but  declined  except  as  a 
last  resort.  On  October  31st,  1892,  I  etherized  her  and  found 
the  uterine  adhesions  weak  and  easily  overcome.  The  uterine 
canal  was  dilated,  thoroughly  curetted,  and  packed  with  iodoform 
gauze.  The  uterus  was  raised  almost  to  its  normal  position  by 
vaginal  packing.  Convalescence  was  normal,  and  for  the  follow- 
ing year  she  suffered  little  or  no  inconvenience  at  her  menstrual 
periods.  Iler  uterus  returned  to  its  normal  size  and  was  re- 
tained in  position   by  means  of  a  pessary.     The  tubal  enlarge- 
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ment  and  tenderness  disappeared  entirely.  In  February,  1894, 
she  became  pregnant — fifteen  months  after  operation,  and  five 
and  one-half  years  after  marriage. 

Case  III. — Mrs.  A.  F.,  aged  36  years,  married  three  and  one- 
half  years,  sterile.  The  patient  was  a  large,  robnst,  healthy- 
looking  woman,  who  had  suffered  since  puberty  from  backache, 
dysmenorrhea  (before  menstruation),  leucorrhea,  headache,  and 
extreme  nervousness.  Since  her  marriage  her  condition  has 
grown  worse.  Upon  examination  there  was  found  an  enlarged, 
tender  uterus  with  stenosis  at  internal  os.  There  was  apparently 
no  tubal  or  ovarian  involvement,  but  the  endometrium  was  con- 
siderably thickened.  The  uterus  was  divulsed,  curetted,  and 
packed  May  26th,  1892,  and  for  several  months  there  was  entire 
cessation  of  all  abnormal  uterine  symptoms.  She  became  preg- 
nant in  October,  1892 — four  years  after  marriage,  and  five 
months  after  operation. 

Case  IV. — -Mrs.  A.  S.,  aged  23  years,  married  three  years, 
sterile.  When  first  examined,  in  September,  1892,  the  patient 
had  a  retroflexed  uterus,  with  stenosis  at  the  internal  os  and 
endometritis,  and  suffered  from  the  usual  symptoms  of  ante- 
menstrual  dysmenorrhea,  headache,  backache,  and  leucorrhea. 
Under  an  anesthetic  the  uterus  was  divulsed,  curetted,  and 
packed  with  iodoform  gauze  in  March,  1893,  and  five  months 
later  the  patient  becatne  pregnant — almost  four  years  after  her 
marriage. 

Ca.se  V. — Mrs.  A.  K.,  aged  18  years,  married  two  years,  never 
pregnant.  Has  always  enjoyed  excellent  health,  except  that  she 
had  dysmenorrhea  (before  menstruation),  menorrhagia,  and  pro- 
fuse leucorrhea.  Her  uterus  was  found  to  be  enlarged,  ante- 
flexed,  with  stenosis  at  the  internal  os.  September  1  1th,  1894, 
her  uterus  was  divulsed,  curetted,  and  packed  with  iodoform 
gauze.  In  less  than  a  month  after  the  operation  she  became 
pregnant — a  little  over  two  years  after  her  marriage. 

Case  VI. — Mrs.  A.  S.,  aged  36  years,  married  ten  years,  ster- 
ile. Had  been  an  invalid  for  a  number  of  years,  suffering  from 
hysteria  and  various  reflex  nervous  symptoms  afi'ecting  all  parts 
of  her  body.  Her  condition  was  such  that  at  times  it  simulated 
angina  pectoris,  for  which  a  physician  w^io  formerly  attended 
her  administered  nitrite  of  amyl  in  enormous  doses,  frequently 
as  much  as  three  drachms,  by  inhalation,  in  the  course  of  a  night. 
Her  symptoms  were  at  tirst  very  puzzling,  but  the  fact  that  they 
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were  aggravated  at  each  menstrual  epoch  led  me  to  make  a 
vaginal  and  uterine  examination,  which  revealed  a  well-marked 
stenosis  at  the  internal  os,  exquisitely  tender  at  the  point  of  con- 
striction, and  any  attempt  to  pass  a  sound  was  followed  by  an 
attack  of  hysterical  convulsions.  She  also  had  an  enlarged  and 
tender  left  tube  and  ovary.  Dilatation  under  an  anesthetic  was 
advised,  but  declined  by  the  patient.  Gradual  dilatation  under 
cocaine  was  therefore  employed  with  the  most  satisfactory  re- 
sult. As  soon  as  the  contraction  at  the  internal  os  had  been 
overcome  her  general  health  began  to  improve,  and  there  was 
almost  complete  cessation  of  the  distressing  nervous  symptoms 
to  which  she  had  been  subject  for  years.  Her  menstruation  be- 
Kjame  less  painful,  and  the  persistent  leucorrhea  from  which  she 
had  formerly  suffered  disappeared  entirely.  In  December,  1891, 
rshe  became  pregnant — twelve  years  after  her  marriage,  and  about 
ten  months  after  her  uterine  canal  had  been  dilated.  This  preg- 
nancy and  the  next  terminated  in  a  miscarriage  at  the  second 
month.  Her  third  pregnancy,  occurring  in  May,  1893,  termi- 
nated normally,  and  since  the  birth  of  her  child  her  health  has 
ibeen  excellent. 

Ca.sf.  YII. — Mrs.  K.  S.,  aged  28  years,  married  four  and  one- 
lialf  years,  sterile.  The  patient,  a  fairly  well  developed  but 
anemic  woman,  had  suffered  from  pain  in  her  left  inguinal  re- 
gion, backache,  profuse  leucorrhea,  severe  dysmenorrhea,  before 
and  during  her  menstrual  flow,  which,  though  regular,  was  some- 
what profuse,  lasting  four  to  six  days.  Her  condition  was  such 
that  she  was  obliged  to  remain  in  bed  for  one  or  two  days  during 
each  menstrual  epoch.  On  examination  in  March,  1891,  her 
uterus  was  found  to  be  enlarged,  retroverted,  with  stenosis  at  the 
internal  os.  Operation  under  an  anesthetic  was  refused,  and 
filow  dilatation  was  done  at  intervals  of  two  or  three  days  and 
the  uterus  maintained  in  position  by  means  of  a  suitable  pessary. 
The  patient  began  to  experience  relief  almost  from  the  lirst,  and 
in  the  course  of  two  or  three  months  her  distressing  symptoms 
had  ahnast  entirely  disappeared,  her  uterus  had  returned  to  its 
normal  position,  the  stenosis  had  been  entirely  overcome  and 
her  general  health  greatly  improved.  She  became  pregnant  in 
April,  1892 — almost  six  years  after  marriage,  and  a  year  after 
dilatation  was  ])egun. 

Case  VIII. — Mrs.  M.  McC,  aged  26  years,  married  four  and 
one-half  years,  sterile.     Patient  anemic;  complains  of  severe 
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dysmenorrhea  occurring  one  or  two  days  before  her  menstrual 
period,  and  relieved  by  the  occurrence  of  the  flow.  Menstrua- 
tion lasts  but  two  or  three  days,  and  the  amount  of  blood  lost  is 
less  than  normal.  Examination  revealed  an  anteflexed  uterus 
with  stenosis  at  the  internal  os.  As  the  patient  declined  opera- 
tion under  an  anesthetic,  the  uterine  canal  was  dilated  gradually, 
under  cocaine,  at  regular  intervals.  From  the  first  she  experi- 
enced considerable  relief  from  the  symptoms  from  which  she 
formerly  complained,  and  after  about  two  months'  treatment 
she  discharged  herself  as  cured.  Two  months  after  her  last 
visit  and  five  years  after  her  marriage  she  became  pregnant,  but 
miscarried  at  four  months.  A  second  pregnancy,  ten  months 
later,  resulted  in  the  delivery  of  twins  at  term.  She  has  since 
had  another  child  and  is  in  excellent  physical  condition. 

Case  IX. — Mrs.  B.  M.,  aged  23  years,  married  four  years,, 
sterile.  Since  puberty  she  has  suffered  from  dysmenorrhea^ 
backache,  inguinal  pains,  and  leucorrhea,  all  the  symptoms  being 
aggravated  before  and  during  her  menstrual  periods.  She  has 
had  several  attacks  of  severe  inflammatory  pain  in  her  pelvic 
regions  during  the  past  four  years.  When  first  seen  by  the 
writer,  in  January,  1890,  she  was  suffering  from  a  severe  attack 
of  pelviperitonitis,  evidently  originating  from  some  inflamma- 
tory disturbance  in  her  right  Fallopian  tube.  After  this  had 
subsided  under  treatment,  examination  revealed  an  enlarged^ 
tender,  and  slightly  prolapsed  uterus,  adherent  upon  the  right 
side.  The  right  tube  and  ovary  were  enlarged  and  prolapsed, 
while  the  left  appendages  were  similarly  though  not  so  exten- 
sively involved.  There  was  also  a  marked  stenosis  at  the  inter- 
nal OS.  Persistent  local  treatment  induced  a  gradual  subsidence 
of  the  tubal  and  ovarian  inflammation,  and  the  induration  in  the 
right  broad  ligament  was  absorbed.  Her  condition  was  such, 
however,  that  I  advised  an  exploratory  celiotomy  to  ascertain 
the  exact  nature  and  extent  of  the  tubal  and  ovarian  involve- 
ment, but  she  declined  operation.  Divulsion  of  the  uterus  and 
curettage  was  then  advised,  but  the  patient  refused  to  submit 
to  any  operation  involving  the  administration  of  an  anesthetic. 
Gradual  dilatation  was  resorted  to,  and  after  a  number  of  sit- 
tings her  distressing  menstrual  symptoms  began  to  subside  and 
the  function  became  more  nearly  natural.  Her  general  health 
was  greatly  improved,  the  leucorrhea  stopped,  and  she  considered 
herself  well.     Her  former  ovarian  and  tubal  inflammation  had 
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led  me  to  suppose  that  she  would  be  permauently  sterile,  but, 
greatly  to  my  surprise,  in  November,  1894,  I  found  her  to  be 
almost  three  months  pregnant.  Pregnancy  occurred  about  two 
years  after  the  last  cervical  dilatation  and  almost  eight  years 
after  her  marriage. 

Case  X. — Mrs.  K.  H.,  aged  24  years,  married  three  and  one- 
half  years,  sterile.  For  a  number  of  years,  and  especially  since 
her  marriage,  this  patient  has  suffered  almost  constantly  from 
pelvic  distress,  intense  headaches,  backache,  leucorrhea,  etc.  Her 
condition  becomes  mucli  worse  about  a  week  before  her  men- 
struation is  due,  and  by  the  time  the  How  begins  her  sufferings 
are  so  intense  that  she  is  compelled  to  go  to  bed  and  resort  to 
morphine  for  relief.  As  soon  as  the  flow  appears  her  pain  de- 
creases somewhat,  although  she  is  in  more  or  less  distress  as  long 
as  menstruation  lasts.  She  is  fairly  comfortable  for  only  about 
a  week  or  ten  days  out  of  each  month.  Examination  of  her 
pelvic  organs  (December,  1891)  revealed  an  enlarged,  tender,  and 
somewhat  immovable  uterus,  slightly  prolapsed,  with  a  well- 
marked  and  exquisitely  sensitive  stricture  at  the  internal  os. 
The  tubes  and  ovaries  were  involved  in  the  general  pelvic  in- 
flammation. Divulsion  and  curettage  under  an  anesthetic  were 
advised,  but  rejected  by  the  patient,  who  did  not  think  she  was 
strong  enough  to  undergo  an  operation.  Gradual  dilatation  was 
attempted,  without  much  success  on  account  of  the  pain  caused 
by  the  passage  of  instruments  into  the  uterus,  although  the  ap- 
plication of  a  ten  per  cent  solution  of  cocaine  rendered  the  pro- 
cedure less  painful.  Her  suffering  at  each  dilatation  was  such 
that  after  a  few  sittings  she  decided  to  wait  a  few  months  and 
then  have  the  operation  done  under  ether.  In  May,  1S92,  she 
stated  that  since  the  dilatation  her  periods  had  been  compara- 
tively painless.  She  also  stated  that  she  had  not  menstruated 
for  ten  weeks,  and  upon  examination  1  found  she  was  pregnant. 
The  event  had  occurred  about  two  months  after  I  had  ceased 
dilating  the  uterus  and  about  four  years  after  her  marriage. 
Since  the  birth  of  this  child  she  has  been  perfectly  well,  and  is 
now  pregnant  a  aecond  time. 

Case  XI. — Mrs.  A.  S.,  aged  23  years,  married  three  and  one- 
half  years,  sterile.  This  patient  had  always  enjoyed  the  best  of 
health  and  complained  of  notliing  except  her  inai)ility  to  become 
pregnant.  On  examination  in  March,  1891,  nothing  could  be 
found  at  first  to  account  for  her  sterility,  but  on  passing  a  uterine 
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fioiind  it  encountered  a  slight  obstniction  at  the  internal  08 
which  prevented  its  easy  passage  into  the  body  of  the  organ. 
Cervical  stenosis  was  diagnosed  and  operation  advised.  This 
the  patient  declined  and  vvas  lost  sight  of  for  about  two  months, 
when  she  returned  with  well-marked  symptoms  of  pregnancy, 
and  stated  that  she  had  menstruated  a  few  days  after  the  exami- 
nation during  which  the  sound  had  been  passed  into  her  uterus, 
■and  had  not  menstruated  since.  She  evidently  became  impreg- 
nated at  this  menstrual  epoch — three  and  one-half  years  after 
marriage,  and  less  than  a  week  after  her  cervical  canal  had  been 
slightly  dilated  by  the  passage  of  an  ordinary  uterine  sound. 

Case  XII. — Mrs.  K.  F.,  aged  23  years,  married  three  years, 
sterile.  When  first  seen,  in  1892,  she  complained  of  all  the  usual 
•symptoms  accompanying  anteflexion  with  stenosis.at  the  internal 
OS  and  endometritis.  The  uterine  canal  was  dilated  gradually  at 
regular  intervals  during  a  period  of  three  months.  Relief  from 
her  distressing  menstrual  symptoms  was  marked  from  the  begin- 
ning of  treatment.  Pregnancy  occurred  four  months  after  the 
last  dilatation,  and  about  three  and  one-half  years  after  marriage. 

Case  XIII. — Mrs.  N.  J.,  aged  25  years,  married  three  years, 
sterile.  The  patient  was  a  poorly  developed,  anemic  woman, 
who  since  her  marriage  had  suffered  from  all  the  distressing 
symptoms  incident  to  cervical  stenosis  and  consequent  endo- 
metritis. She  declined  operation  under  an  anesthetic,  and  during 
a  period  of  seven  months  from  June,  1892,  her  uterine  canal  was 
■dilated  at  rather  infrequent  intervals.  Almost  from  the  first  di- 
latation her  general  health  began  to  improve,  and  the  uterine 
symptoms  from  which  she  suffered  disappeared  almost  entirely. 
In  February,  1893,  she  became  pregnant — four  years  after  her 
marriage,  and  about  six  months  after  the  first  dilatation.  There 
has  been  no  return  of  her  symptoms  since  her  confinement. 

Case  X.[Y. — Mrs.  M.  C.,aged  25  years,  married  three  and  one- 
half  years,  sterile.  Menses  regular  and  painless.  Suffers  con- 
siderably from  backache,  headache,  painful  micturition,  and 
leucorrhea.  Her  uterus  was  found  enlarged  and  tender,  with  a 
very  irritable  constriction  at  the  internal  os.  As  she  declined 
•operation  under  an  anesthetic,  gradual  dilatation  under  cocaine 
was  done.  Her  symptoms  improved  slowly,  and  after  a  few 
months'  treatment  she  was  apparently  perfectly  well.  Preg. 
nancy  occurred  in  October,  1891,  three  months  after  the  last 
-dilatation,  and  over  four  years  after  her  marriage.  She  was 
delivered  at  term  of  twins,  and  since  then  has  had  another  child. 
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Case  XY. — Mrs.  E.  K.,  aged  27  years,  married  two  and  one- 
half  years,  no  children,  no  miscarriages.  Examined  September- 
27th,  1891,  when  it  was  found  that  she  had  retroversion  with 
stenosis  of  the  internal  os.  Although  she  suffered  greatly  from, 
the  usual  symptoms  incident  to  the  condition  of  her  genital  or- 
gans, her  principal  complaint  was  due  to  her  inability  to  become 
pregnant.  Gradual  dilatation  of  her  uterine  canal  was  done  and 
the  uterus  maintained  in  position  by  means  of  tampons.  After 
one  or  two  sittings  the  symptoms  of  which  she  complained  be- 
came less  severe,  and  after  a  half-dozen  dilatations  she  discharged 
herself  as  cured.  Pregnancy  occurred  in  February,  1892,  almost 
three  years  after  marriage,  and  less  than  three  months  after  the- 
last  dilatation  of  her  uterine  canal. 

Case  XVI. — Mrs.  M.  M.,  aged  22  years,  married  eighteen- 
months,  no  children,  no  miscarriages.  Her  menstruation  has 
always  been  regular,  lasting  five  or  six  days,  but  always  preceded 
by  severe  lancinating  pains,  wliich  were  relieved  by  the  fiow^ 
She  has  constant  backache,  pain  in  both  inguinal  regions,  and  a 
persistent  leucorrhea.  When  examined.  May  11th,  1894,  she- 
was  found  to  have  an  enlarged  and  prolapsed  right  ovary,  ante- 
flexion with  stenosis  at  the  internal  os,  and  endometritis.  Treated 
by  gradual  dilatation  of  the  uterine  canal,  her  symptoms  were- 
greatly  relieved,  and  pregnancy  occurred  in  September,  1894,. 
almost  two  years  after  marriage,  and  about  one  month  after  thfe 
final  dilatation. 
365  Lexington  avenue. 


VENTROFIXATION  AND   ALEXANDER'S  OPERATION 
COMPARED.' 


A.  LAPTHORN  SMITH,  B.A.,  M.D.,  M.R.S.C.S.  England,  ' 

Fellow  of  the  American  OynecoloRical  Society  ;  President  of  the  American  Electro- 
Therapeutic  Association  ;  Surf?eou-in-Chipf  of  the  Samaritan  Hospital 
for  Women,  Montreal ;  Qvnecolojfist  to  the  Western  Hospital, 
Montreal,  and  to  the  Montreal  Dispensary  ;  ex-Professor 
of  Gynecology  in  Bishop's  University, 
Montreal. 


Comparatively  limited  as  my  experience  has  been  with  these 
two  operations,  yet  it  might  ])e  of  interest  to  the  Society  to  give- 
that  experience  and  the  conclusions  which  I  have  drawn  from 
having  performed  one  or  the  otlier  of  them  forty-nine  times. 

'  Read  before  tlie  American  Gynecological  Society  at  the  meeting  in  Balti- 
more. .May  28th,  1895. 
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I  need  not  take  up  the  time  of  such  learned  men  as  these 
around  me  in  pointing  out  the  necessity  for  this  or  any  opera- 
tion for  the  cure  of  retroversion.  When  1  say  that  I  have  only 
performed  the  Alexander  operation  twenty-one  times  and  ven- 
trofixation twenty-eight  times  in  the  last  five  years,  while  during 
that  time  I  must  have  attended  many  hundred  cases  of  this  dis- 
ease, it  is  evident  that  I  only  considered  a  small  number  of  them 
as  being  subjects  for  operative  treatment.  Many  cases  have 
come  before  my  notice  in  which  the  retroversion  was  discovered 
incidentally  and  caused  no  symptoms  whatever.  Others,  suffer- 
ing from  slight  symptoms,  were  easily  cured,  simply  by  replac- 
ing the  displaced  organ  and  by  removing  the  cause  which 
brought  the  condition  about.  Others,  again,  failed  to  be  cured 
by  such  simple  measures  and  required  the  prolonged  use  of  the 
tampon,  and  others  of  the  pessary.  It  was  only  in  those  cases 
which  were  not  benefited  by  these  means  that  I  resorted  to  the 
operation.  If  there  are  those  who  doubt  the  necessity  of  treat- 
ing this  condition  at  all,  as  I  believe  there  are  a  few,  let  me  re- 
mind them  that  a  woman  with  retroversion  sometimes  suffers 
80  acutely  and  constantly  as  to  be  really  an  object  of  pity.  Not 
only  is  the  circulation  of  the  uterus  greatly  interfered  with  by 
the  kinking  of  the  vessels  in  the  broad  ligaments  and  by  the 
pressure  of  the  fundus  on  the  uterine  veins,  but  also  the  bladder 
is  frequently  irritated  by  the  pressure  of  the  cervix  on  its  neck, 
and  the  bowel  also  by  the  pressure  of  the  heavy  fundus  on  the 
rectum,  which  is  in  some  cases  sufficient  to  completely  obstruct 
all  passage  through  the  bowel,  the  patient  constantly  experienc- 
ing a  feeling  of  tenesmus  or  bearing  down,  the  obstacle  to  defeca- 
tion being  present  even  when  the  bowels  are  in  a  liquid  condi- 
tion. But  the  worst  symptoms,  perhaps,  are  the  reflex  one& 
caused  by  the  pressure  of  the  uterus  on  the  branches  of  the 
great  sympathetic  nerve,  leading  to  distention  and  sluggishness 
of  the  bowels,  dyspepsia,  palpitation  of  the  heart,  disorders  of 
vision,  and  headaches.  Neither  must  we  forget  that  the  retro- 
verted  uterus  and  ovaries  are  often  so  painful  as  to  offer  an  in- 
surmountable barrier  to  sexual  intercourse. 

Of  the  many  claims  to  our  gratitude  which  Dr.  Howard  Kelly 
has  won  I  think  this  the  greatest,  for  of  all  the  operations  which 
I  have  ever  performed  the  one  which  has  afforded  me  the  great- 
est satisfaction  is  ventrofixation  of  the  uterus.  The  satisfaction 
comes  from  three  distinct  sources  :     first,  from  its  effectiveness- 
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in  accomplishing  the  object  desired  ;  second,  in  accomplishing 
it  with  the  smallest  possible  risk  to  the  patient ;  and,  third,  in 
effecting  it  with  the  greatest  possible  ease  to  the  operator. 

I  shall  now  consider  each  of  these  points  in  detail.  First,  its 
efiiciency.  When  a  woman  consults  us  for  retroversion  of  the 
uterus,  for  prolapse,  or  even  for  procidentia — using  this  term  to 
mean  falling  of  the  womb  in  which  the  organ  projects  more  or 
less  from  the  vulva — we  may  treat  her  in  several  different  ways. 
We  ujay  advise  her  to  wear  a  tight  T  or  perineal  bandage  ;  this 
of  course  is  the  poorest  kind  of  a  makeshift  and  one  which  few 
women  would  be  content  with.  We  may  replace  it  and  keep  it 
up  by  meansof  cotton  or  woollen  pads,  which  are,  however,  very 
unsatisfactory  for  the  reason  that  the  vulva  in  many  cases  is  large 
and  relaxed;  the  tampon  will  only  remain  in  for  a  short  time, 
dropping  out  either  while  she  is  walking  or  at  the  next  effort  at 
defecation.  Even  if  the  tampon,  when  accomj)anied  by  the 
perineal  pad  which  keeps  the  tampon  in,  were  effective,  there 
would  still  be  the  great  objection  that  its  use  necessitated  the 
spending  of  much  of  the  unha()py  woman's  time  in  journeying 
to  and  fro  to  the  dispensary  or  consulting  room.  This  method 
never  cures,  and  the  patient  sooner  or  later  becomes  tired  of  it 
and  abandons  it  altogether.  The  next  best  treatment  is  the 
pessary,  but  this  has  been  abandoned  by  most  specialists,  al- 
though practised  still  by  same  general  practitioners.  The  pes- 
sary has  many  objections.  First  of  all,  if  the  ovaries  and  tubes 
are  inflamed  and  bound  down  by  adhesions  the  pessary  cannot 
be  borne,  and  as  a  rule  the  patient  returns  in  a  few  hours  or  in 
a  few  days,  stating  that  she  cannot  bear  the  pain  of  it,  and  she 
will  with  good  reason  blame  us  for  making  her  worse.  Second, 
even  if  there  were  no  inflammation  or  adhesions  and  the  uterus 
^nd  appendages  were  freely  movable,  the  vaginal  outlet,  as  a 
f ule,  is  too  large  to  prevent  the  pessary  from  coming  out,  or,  if 
not  already  so,  the  pressure  exercised  by  the  pessary  will  distend 
it  until  it  drops  out,  and  then  larger  and  larger  ones  must  be 
introduced.  Even  when  the  vulva  is  small,  as  in  virgins,  and 
the  pessary  can  be  worn  by  the  patient,  she  must  come  at  regular 
intervals  to  the  physician's  office  to  have  it  cleansed  and  reintro- 
duced; it  is  more  or  less  a  constant  source  of  irritation  and  is 
apt  to  cause  leucorrhaa,  which  in  many  cases  I  have  seen  be- 
come purulent;  in  other  cases  it  becomes  encruste<l  with  phos- 
phatic  deposits,  rendering  it  exceedingly  irritating  ;  cases   are 
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'even  on  record  in  which  the  pessary,  when  not  regularly  attended 
to,  has  ulcerated  through  the  vaginal  wall  until  malignant  dis- 
ease has  been  set  up,  and  in  other  cases  it  has  worked  its  way 
clear  through  the  vagina  to  the  abdominal  cavity,  whence  it  has 
been  removed  by  abdominal  section.  Third,  the  pessary  inter- 
feres more  or  less  with  sexual  intercourse,  while  most  women 
feel  uncomfortable  at  the  very  idea  of  having  an  instrument  in- 
side of  them  and  are  always  glad  to  dispense  with  it  as  soon  as 
possible.  To  give  the  pessary  its  due,  however,  we  must  admit 
that  a  few  cases  of  retroversion  and  prolapse  are  cured  after 
three  months' to  a  year's  use  of  it,  but  in  the  meantime,  of  course, 
the  uterus  comes  down  again  when  the  pessary  is  removed.  It 
is  most  useful  in  temporary  cases,  such  as  when  the  womb  falls 
because  it  has  become  pregnant  and  heavy  ;  in  such  cases  the 
pessary  is  useful  to  hold  the  womb  up  until  the  end  of  the 
third  month,  after  which  by  its  size  it  will  be  prevented  from 
falling  backward  or  descending.  One  of  the  objections  to  the 
pessary  can  be  remedied  by  reducing  the  size  of  the  vaginal  outlet 
by  performing  anterior  and  posterior  colporrliaphy,  or,  in  other 
words,  sewing  up  the  lacerated  perineum  and  reducing  the  area 
of  the  anterior  vaginal  wall  by  means  of  Stoltz's  operation. 
Some  have  thought  to  cure  the  prolapse  by  this  operation  alone, 
but  now  all  operators  agree,  especially  Martin  of  Berlin,  that  no 
matter  how  much  the  vagina  may  be  narrowed,  even  to  the 
•extent  of  closing  it  up  altogether,  as  by  Lefort's  operation — 
which,  of  course,  is  only  applicable  to  old  widows — the  uterus 
will  still  come  down  and  present  at  the  vulva.  By  at  the  same 
time  dilating,  curetting ,  and  repairing  a  lacerated  cervix,  or 
amputating  it  if  there  is  much  cystic  disease,  the  weight  of  the 
organ  is  reduced  so  much  that  the  weak  and  relaxed  ligaments 
are  sometimes  able  to  hold  it  up,  but  more  often  it  drops  again 
in  spite  of  everything. 

There  remain  three  other  procedures  which  are  effective  and 
which  I  shall  mention  in  the  order  of  their  gravity — iirst,  re- 
moval of  the  uterus  l)y  the  abdomen  or  by  the  vagina  ;  second, 
Alexander's  operation  ;  and,  third,  ventrofixation. 

Although  the  removal  of  the  retroverted  or  prolapsed  uterus 
by  the  vagina  is  a  much  safer  operation  than  when  it  is  per- 
formed for  a  cancer  or  fibroids,  owing  to  the  facility  with  which 
it  may  be  brought  down  and  all  bleeding  points  seen  and  secured, 
and  also  to  the  greater  certainty  of  accomplishing  asepsis,  yet  we 
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are  hardly  justified  in  resorting  to  it  or  to  any  operation  in  which 
the  danger  is  so  much  greater  than  is  the  simple  fastening  of  the 
uterus  to  the  abdominal  wall ;  while,  when  the  appendages  are 
diseased  and  the  uterus  is  firmly  attached  with  them  to  the  sacrum 
or  rectum,  I  have  no  hesitation  in  saying  that  the  abdominal  route 
is  much  more  rational  than  the  vaginal  one.  Even  the  authors- 
of  the  latter  method — Segond,  Kichelot,  and  Pean — admit  that 
they  are  frequently  obliged  to  leave  portions  of  the  diseased 
structures  adherent  to  the  intestines.  But  even  when  there  are 
no  adhesions,  is  removal  of  the  uterus  and  appendages  always 
effective  for  curing  prolapse  of  the  pelvic  contents?  True,  the 
uterus  when  removed  can  no  longer  prolapse,  but  the  uterus  is- 
not  the  onlj'  organ  there  ;  even  after  its  removal  the  won)an  may 
have  prolapse  of  the  pelvic  floor,  unless  care  is  taken  to  sew  the 
broad  ligaments  together,  which  is  seldom  done,  although  for 
my  own  part  I  make  a  practice  of  doing  so  when  I  remove  the 
entire  uterus  by  the  vagina.  But  with  ventrofixation  not  only 
is  the  entire  uterus  preserved  and  held  up,  but  also  the  bladder, 
vagina,  and  small  intestines  are  equally  supported. 

When  we  compare  ventrofixation  with  Alexander's  operation 
as  regards  efticiency,  ventrofixation  has  one  great  advantage. 
Alexander's  operation  is  a  complete  failure  in  all  cases  in  which 
the  uterus,  or  even  the  ovaries  and  tubes,  are  adherent.  True, 
Alexander's  operation  was  never  meant  for  such  cases,  and  no 
one  would  knowingly  do  it  when  the  uterus  is  fixed.  But  some- 
times the  uterus  appears  movable  and  yet  the  mobility  is  very 
limited,  and  when  we  attempt  to  draw  the  fundus  up  to  the 
abdominal  wall  by  means  of  the  round  ligaments  the  latter  will 
break  sooner  than  tlie  adhesions  will.  These  adhesions  which 
anchor  the  uterus  explain  some  of  the  frequent  failures  of  Alex- 
ander's operation  ;  when  there  were  no  adhesions  I  have  found 
Alexander's  operation  very  effective  in  holding  up  the  uterus. 
I  have  never  had  hernia  after  it,  and  J  have  only  known  of  one 
relapse  out  of  twenty-one  cases. 

One  objection  to  Alexander's  operation  is  that  the  round  mus- 
cles, wlien  they  have  not  contracted  for  a  long  time,  become 
fatty  and  break  when  pulled  upctn.  There  is  another  objection 
to  Alexander's  operation  which  does  not  apply  to  ventrofixation, 
and  that  is  the  pain  and  numbness  of  the  groins  and  labia  due  to 
the  severing  of  the  nerve  running  along  the  round  ligaments,  of 
which  several  of  my  patients  have  comj>lained. 
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Now,  if  we  look  at  the  two  operations  of  ventrofixation  and 
Alexanders  from  the  standpoint  of  the  risk  to  the  patient,  one 
might  think  at  first  sight  that  in  this  one  respect,  at  least,  the 
odds  were  in  favor  of  Alexander's  operation.  But  this  is  not  the 
case.  If  there  are  no  adhesions  of  the  uterus,  and  the  ovaries 
and  tubes  are  not  attached,  the  mere  opening  of  the  abdomen 
and  fixation  of  the  uterus  under  the  rigorous  aseptic  precautions 
which  we  now  employ  is  absolutely  devoid  of  danger;  while  if 
there  are  adhesions  it  is  ever  so  much  safer  to  detach  them  with 
the  fingers  in  the  abdomen  than  to  replace  the  uterus  with  the 
sound.  At  least  one  case  has  come  to  my  knowledge  of  death 
from  this  procedure.  Neither  is  Alexander's  operation  entirely 
devoid  of  risk,  if  not  to  the  patient's  life,  at  least  to  her  comfort. 
A  number  of  cases  have  come'to  my  knowledge  in  which  single 
or  double  inguinal  hernia  has  followed — this,  of  course,  should 
never  happen,  but  the  fact  remains  that  it  has  happened  ;  and  a 
great  many  cases  have  been  followed  by  suppuration,  this  having 
occurred  in  one  of  my  own  cases,  while  in  a  case  under  the  care 
of  a  colleague  the  suppuration  spread  down  between  the  folds  of 
the  broad  ligaments,  causing  a  true  pelvic  abscess.  A  few  cases 
of  death  even  have  been  recorded  as  having  followed  Alexander's 
operation ;  but  it  is  only  fair  to  say  that  since  writing  this  paper 
I  have  heard  of  a  case  of  death  in  Baltimore  following  ventro- 
fixation from  bleeding  from  the  needleholes  into  the  uterus, 
although  1  cannot  understand  how  that  accident  could  have 
happened.  It  must  be  distinctly  understood  that  when  ventro- 
fixation is  performed  for  removal  of  pus  tubes  or  tearing  away 
of  adherent  ovaries,  it  then  assumes  the  mortality  of  the  larger 
operation,  which  is  greater  or  less  according  to  who  the  ope- 
rator is. 

When  we  compare  the  operation  from  the  point  of  view  of 
the  ease  with  which  it  can  be  performed,  Alexander's  operation 
is  hors  de  comhat.  I  was  so  fortunate  at  first  in  quickly  finding 
the  round  ligaments  and  drawing  them  out  that  I  could  hardly 
believe  that  any  skilled  operator  could  have  any  difiiculty  in 
doing  so ;  but  after  coming  across  two  or  tliree  cases  in  succes- 
sion in  which  the  ligament  broke  on  the  slightest  traction,  I  was 
compelled  to  open  the  abdomen  and  complete  the  Alexander 
operation  by  doing  ventrofixation.  I  have  also  spent  as  much 
as  one  hour  in  finding  the  two  ligaments,  and  I  have  seen  other 
operators  spend  even  more  time  and  yet  fail  to  get  the  uterus 
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forward,  the  incision  huving  to  be  closed  without  curing  the  re- 
troversion. I  have,  indeed,  heard  one  quite  well-known  snrgeon 
say,  after  searching  for  the  ligaments  for  one  hour  and  a  half  in 
vain,  that  he  had  tried  it  for  the  last  time. 

If  the  uterus  were  always  free  from  adhesions  when  it  appears 
so,  and  the  round  muscles  always  healthy,  red,  fleshy,  and  fairly 
strong  bodies,  there  would  be  no  difficulty  in  tinding  them  and 
drawing  them  out.  But,  as  a  rule,  in  chronic  cases  of  retrover- 
sion the  muscle  has  not  contracted  for  weeks,  months,  or  years; 
the  inevitable  result  is,  of  course,  fatty  degeneration.  Ventro- 
tixation,  on  the  contrary,  I  have  always  found  extremely  easy. 
It  can  frequently  be  performed  in  from  ten  to  fifteen  minutes 
with  an  expenditure  of  less  than  an  ounce  of  A.  C.  E.  mixture. 
There  is  never  any  doubt  about  finding  the  uterus,  and,  when 
found,  never  any  difficulty  about  drawing  it  up  ;  when  performed 
in  the  Trendelenburg  posture  it  affords  us  an  opportunity  of 
examining  the  tubes  and  ovaries  and  of  repairing  them  when 
necessary. 

I  cannot  reconcile  myself  to  the  belief  that  so  serious  a  muti- 
lation as  total  extirpation  for  retroversion  or  prolapse  is  justi- 
fiable when  such  serious  results  ma}'  be  avoided  by  the  operation 
which  I  have  just  pointed  out.  My  own  course  has  been,  when 
the  case  requires  it,  to  perform,  first,  rapid  dilatation  ;  second, 
curetting,  with  the  application  of  pure  carbolic  acid  and  tincture 
of  i©dine  to  every  part  of  the  endometrium  ;  third,  repair  of  the 
lacerated  cervix;  fourth,  closure  or  narrowing  of  the  anterior 
and  posterior  vaginal  wall ;  fifth,  opening  the  abdomen  and  libe- 
rating the  uterus  from  its  adhesion,  and  at  tiie  same  time  remov- 
ing the  appendages  or  as  much  of  them  as  are  diseased;  and, 
sixth,  fastening  the  uterus  to  the  abdominal  wall  —  all  of  which 
can  be  <li>ne  in  a  little  over  an  hour.  My  results  in  such  cases, 
as  I  sfated  at  the  outset,  have  been  mo?t  gratifying. 

The  ol>jection  is  sometimes  made  that  the  uterus  is  a  movable 
organ  and  should  not  be  fixed  in  an  immovable  position.  While 
this  may  be  admitted,  I  am  in  a  position  to  state  that  ventrofixa- 
.  tion  does  not  put  the  uterus  in  an  immovable  position,  for  in  the 
one  and  only  case  of  failure,  which  a  year  later  necessitated  my 
reopening  the  abdomen,  I  had  an  opportunity  to  see  that  the 
uterus  was  hanging  by  a  cord  as  thick  as  a  lead  pencil,  extending 
exactly  from  the  place  where  I  had  fastened  it  behind  the  pubis 
to  the  anterior  surface  of  the  uterus.      In  many  cases,  on  exam- 
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ining  the  patient  with  the  Sims  speculum  I  could  see  the  nor- 
mal amount  of  to  and  fro  movement  of  the  organ  taking  place. 
The  union  allows  free  movement  to  the  uterus  and  in  uo  way 
interferes  with  pregnancy. 

Just  a  few  words  now  as  to  the  method  of  operating.  After 
the  usual  aseptic  precautions  a  small  opening  is  made  in  the 
abdomen,  about  one  and  a  half  or  two  inches  being  sufficient  to 
admit  two  fingers,  with  which  tiie  uterus  is  lifted  up,  the  adhe- 
sions torn  away,  if  there  are  any.  and  the  ovaries  and  tubes  ex- 
amined. While  held  up  by  the  fingers  the  fundus  is  caught  by 
the  bullet  forceps  jnst  in  the  centre  and  held  in  the  incision, _ 
while  a  space  of  a  square  inch  is  scarified  with  the  point  of  the 
scalpel.  It  is  then  lowered  for  a  moment  while  the  correspond- 
ing surface  of  the  abdominal  peritoneum  is  treated  in  the  same 
manner,  thus  insuring  broad  and  strong  adhering  surfaces.  It  is 
then  drawn  up  again,  while  two  well-sterilized  silk  ligatures  are 
passed  through  the  fascia,  then  through  the  anterior  wall  of  the 
uterus,  and  then  through  the  fascia  of  the  other  side,  tied  and 
cut  short  to  be  left  in  permanently.  In  two  cases  I  used  silk- 
worm gut  for  this  purpose,  but  this  caused  trouble  and  I  aban- 
doned it ;  in  more  than  half  the  cases  I  did  not  leave  any  perma- 
nent ligatures  in,  and  it  was  in  one  of  these  that  the  failure 
occurred.  The  abdominal  wall  is  then  closed  according:  to  the 
taste  of  the  operator,  ray  preference  being  given  to  the  through- 
and-through  silkworm-gut  sutures,  which  I  invariably  leave  in 
one  month,  by  which  time  the  exudation  tissue  has  formed  and 
has  become  thoroughly  organized  and  strong. 


TREATMENT  OF  DIPHTHERIA.  UPON  ANTISEPTIC  PRINCIPLES.' 


CHARLES  G.   AM  ENDE,   M.D., 
New  York. 


It  is  somewhat  singular  that,  after  the  achievements  of  external 
antisepsis  within  the  last  twenty  years,  application  of  the  simple 
,  principle — no  infectious  organisms,  no  disease — to  internal  dh- 

'  Read  before  the  Medical  Association  of  New  York  City,  December  17th,. 
1894.     AVith  some  additional  notes. 
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eases  has  made  so  little  progress,  in  spite  of  the  fact  that,  if 
properly  carried  out,  the  results  are  no  less  satisfactory/ 

At  the  time  when  the  first  article''  on  the  use  of  horacic  acid 
for  local,  and  quinine  for  internal,  antisepsis  was  published,  the 
results  for  two  years  had  been  uniform  and  reliable.  They 
have  been  conhrnied  by  the  experiences  of  nearly  two  years 
more,  and  it  would  seem  that  recent  bacteriological  and  physio- 
logical researches  also  sustain  them. 

Very  extensive  experiments  made  in  the  seventies  gave 
among  other  results  the  following :  That  while  the  solid — that 
is,  the  non-volatile — acids,  boracic,  oxalic,  and  others,  do  prevent 
the  growth  of  bacteria,  including  coccobacteria  and  the  bacilli 
of  putrefaction,  and  further  that  of  infusoria  and  other  lower 
animalculae,  they  do  not  prevent  the  growth  of  fungi,  such  as 
oidium,  torula,  peniciliium,  aspergilliis,  the  mucors,  etc.;  that 
the  effect  of  a  chemical  upon  these  fungi  supplies  no  criterion 
as  to  its  effect  upon  bacteria;  that  in  their  chemical  reaction 
bacteria  differ  essentially  from  fungi  and  are  not  therefore 
schizomycetse.  They  confirmed  the  statement  of  Delondre'  that 
all  acids  and  acidulated  liquids  antagonize  the  life  of  bacteria 
and  lower  animalculje,  and  are  therefore  all  antiseptics,  while 
neutral  or  slightly  alkaline  media  favor  their  development.  Vol- 
atile acids  arc  inimical  to  both  fungoid  and  animal  life. 

I  have  been  unable  to  experiment  upon  pathogenic  bacilli, 
but  numerous  statements  by  others  show  that  their  reaction  is 
similar  to  that  of  other  bacteria,  and  that  their  development  and 
destruction  depend  upon  similar  conditions.  According  to 
Tyndall,  however,  pathogenic  germs  possess  a  higher  resist- 
ance. 

These  facts  show  that  boracic  acid  is  an  antiseptic* — weak, 
to  be  sure,  yet  the  results  are  practically  the  same  whetlier  we 
use  weaker  antiseptics  in  more  concentrated  solutions  or  the 
stronger  greatly  diluted.  In  addition,  the  conditions  within  the 
living  body,  and  probably,  too,  the  lesser  resistance  of  freshly  de- 
veloping germs,  seem  to  aid  materially  the  antiseptics.     Boracic 

>  For  the  result  of  thorough  internal  antisepsis  in  a  case  of  typhoid  fever  see 
Medical  Record,  April  2!)th,  1893.  p.  540. 

^  Medical  Record,  February  25th,  1893,  p.  251. 

'  Seances  de  rAcademie  dea  Sciences,  1863,  II.  semestre. 

*  Turbidity  of  solutions  of  boracic  acid  in  common  water,  due  cliiefly  to  the 
presence  of  lime  salts,  is  overcome  b}'  the  addition  of  from  one-eighth  to  one 
grain  of  alum  to  each  pint  of  solution. 
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acid  has  also  these  advantages,  that  even  in  the  most  concentrated 
solutions  it  has  no  injurious  effect  upon  the  most  delicate  mem- 
branes of  higher  animals,  but  destroys  the  microbe.  It  dis- 
solves some  fatty  materials,  though  less  than  its  sodium  salt. 
-  The  destructive  action  of  quinine  upon  lower  organisms, 
proven  beyond  doubt  by  the  earlier  observers,'  has  been  denied 
in  the  case  of  pathogenic  bacteria  upon  culture  experiments. 
This  error,  like  that  concerning  iodoform,  can  only  have  arisen 
from  overlooking  the  insolubility  of  quinine  in  culture  gelatin. 
However  finely  divided,  the  gelatin  envelops  these  substances 
and  thus  prevents  their  action  upon  the  micro-organisms.  Modi- 
fication of  the  experiment  by  the  use  of  blood  instead  of  gelatin 
would  have  shown  that  these  drugs  readily  sterilize  this  physio- 
logical fluid,  especially  at  the  temperature  of  the  body. 

But  why  shall  we  use  in  diphtheria  these  drugs  and  internal 
antisepsis,  when  the  cause  of  all  the  systemic  disturbances  and 
eventual  death  are  the  ptomaines  evolved  by  the  bacilli  harbor- 
ing upon  and  within  the  tonsil  and  adjacent  structures  ? 

The  first  step  in  the  diphtheritic  drama  is  the  specific  bacillar 
infection.  The  disease  begins  with  iJiat^  not  with  the  appear- 
ance of  the  false  membrane.  Preceding  the  latter  we  have  the 
stage  of  incubation,  or,  as  I  should  for  practical  reasons  prefer 
to  call  it,  the  premembranous  stage. 

It  will  often  be  observed  in  all  stages  of  progress  upon  exami- 
nation of  the  throats  of  all  children  in  a  family  where  one  is 
encountered  with  patches. 

In  the  earliest  stage  we  see,  in  many  cases,  but  one  tonsil 
somewhat  acuminated,  just  beginning  to  enlarge.  A  little  later 
one  tonsil,  more  enlarged  than  its  mate,  begins  to  look  angry ; 
there  is  a  slight  rise  of  temperature  above  99°,  and  occasionally 
slight  gastric  trouble.  Ultimately  one  or  both  tonsils  become 
very  large,  highly  inflamed,  covered  with  a  glairy  mucus ;  tem- 
perature now  above  100° ;  pulse  about  120 ;  head  drooping, 
often  toward  one  side ;  eyes  listless  ;  the  appetite  lost  entirely 
within  the  last  six  to  twelve  hours  of  the  premembranous  stage. 
The  bacilli  should  already  be  easily  detected. 

This  premembranous  stage  derives  its  special  importance  from 
the  ease  with  which  it  yields  to  treatment,  so  that  a  second  mem- 
branous case  in  the  same  family  may  either  be  entirely  pre- 
vented, or  if  at  all  developed  be  quickly  cured.     Even  without 

'  Nothnagel,  "  Arzneimittellehre,"  p.  347. 
18 
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a  full-fledged  case  in  a  family  these  symptoms  often  alarm  pa- 
rents sufficiently  to  make  them  send  at  once  for  the  family  phy- 
sician, who  then  can  easily  abort  a  case  of  threatened  diphtheria 
in  from  thirty-six  to  forty-eight  hours. 

Observation  of  the  succession  of  cases  in  the  same  family  fur- 
thermore suggests  that  considerable  propagation  of  the  disease 
emanates  from  or  during  this  early  stage. 

The  gastric  disturbances  of  the  earlier  stage,  slight  at  first, 
deserve  attention  on  acconnt  of  their  prol)able  origin.  It  will 
generally  be  agreed  that  ptomaine  intoxication  can  hardly  at 
this  time  originate  from  the  tonsil,  but  the  infection  could,  as 
stated,  not  have  occurred  without  the  presence  of  bacilli  in  the 
mouth,  and,  actually,  bacilli  floating  free  in  the  mouths  of 
healthy  children  have  already  been  noted  by  Loffler.  Our  ima- 
gination is  much  less  taxed  by  the  assumption  that  these  de- 
rangements are  caused  by  passing  food  carrying  some  such  free 
floating  bacilli  into  the  stomach,  where  the  freed  toxic  products 
could  directly  give  rise  to  the  gastric  symptoms,  rather  than  by 
ascribing  to  them  a  reflex  or  other  complicated  origin. 

Protected,  for  instance,  by  milk  coagnla,  both  the  bacilli  and 
the  toxalbumin  could  easily  escape  the  influence  of  the  first 
heavy  influx  of  acid  gastric  juice;  and,  besides,  it  has  been  dem- 
onstrated by  Gilbert '  by  actual  experiment  that  the  hydrochloric 
acid  of  the  stomach,  either  free  or  combined, is  unable  to  sterilize 
food  completely.  After  development  of  the  membrane  with  the 
simultaneous  enormous  numerical  increase  of  the  bacilli,  which 
in  usual  microbe  fashion  aggregate  in  the  layers  nearer  the  air, 
hardly  a  swallow  can  fail  to  carry  some  into  the  stomach,  which 
by  this  time  is  thoroughly  disordered. 

The  commonly  administered  acid  chloride  of  iron  seems  to 
destroy  the  bacilli  and  their  products  in  some  of  these  cases,  in 
others  it  does  not.  The  use  then  of  an  antiseptic  which,  unlike 
the  iron  salt,  does  not  decompose  in  the  stomach,  and  whicli, 
additionally,  is  capable  of  resorption  into  the  pf»rtal  system  and 
the  general  circulati(m,  may  have  the  desired  effect  and  account 
for  the  usual  clinical  result  of  the  administration  of  quinine  iu 
sufficient  quantity  and  for  sufficient  length  of  time. 

But  for  some  curious  observations  this  cliajitcr  might  well 
close  here. 

These  are  that  Oertel,  Welch,  Flexner,  and  Abbott — from  the 

'  Tribuue  mcdicale,  1894.  p.  917. 
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latter  of  whom  some  sentences  will  be  borrowed — observed  in 
various  parts,  notably  the  glandular  system  and  the  liver,  of 
■bodies  of  individuals  who  had  died  of  diphtheria,  necrotic  foci 
with  intensely  stained  dots  arranged  sometimes  in  clusters  of 
various  forms,  sometimes  in  fine  just  discernible  lines,  or  granu- 
lar, strewn  dust-like  through  the  field  of  hyaline  necrotic  tissue. 
If  it  were  possible  to  connect  these  with  the  equally  intensely 
.stainable  dots  in  the  bulbar  ends  of  the  Klebs-Lofiler  bacilli, 
precious  revelation  would  result. 

Similar  granular  and  dotted  matter  occurs  in  coccobacteria. 
In  the  study  of  the  microbe  of  the  horse  epidemic  of  1873  there 
were  observed  by  myself  dots  of  all  sizes,  from  the  most  minute 
to  those  of  the  parent  organisms,  the  largest  of  which,  one- 
fiftieth  of  a  millimetre  in  diameter,  contained  these  dots  mostly 
in  daughter  cells  impacted  within  the  parent,  and  some  of  these 
parents  could  be  seen  with  a  resorbing,  bursting  cell  membrane, 
allowing  the  daughter  cells  with  their  various  sized  dots  to  float 
out. 

The  pathogenic  bacilli,  usually  believed  to  multiply  by  cell 
division  only,  are  assigned  the  anomalous  position  that,  unlike 
every  other  living  organism,  they  should  produce  no  spores.  In 
contradistinction,  if  these  highly  stainable  dots  in  the  microbic 
foci  should  be  derived  spore- like  from  the  equally  stainable  dots 
in  the  expansions  of  the  Klebs-Lofiler  bacilli,  this  would  explain  : 

How,  in  spite  of  only  sporadic  occurrence  of  bacilli  in  the 
system,  others,  disintegrated,  may  leave  behind  them  these 
traces  of  their  previous  existence  and  their  especial  accumulation 
in  the  lymphatics  and  liver; 

Why  complete  sterilization  deprives  bacilli  of  their  micro- 
biotic  power ; 

Why  antiseptics  diminish  and  eventually  destroy  the  virulence 
of  bacterial  extract ; 

Why  coagulating  albumen  or  a  freshly  forming  insoluble  salt 
precipitates  from  this  extract  the  necrotic  or  toxic  element  (an 
analogous  process  to  those  used  for  the  precipitation  of  germs 
in  fermentable  and  putrescible  liquids,  such  as  wines,  etc.,  by 
rapid  or  slow  coagulation  of  albumen  or  by  certain  salts); 

Why,  furthermore,  some  bacilli  are  more  virulent  than  others, 
the  former  being  the  older  and  further  developed  ; 

Why  the  virulence  of  cultures  diminishes  with  repetitions, 
like  the  fruit-bearing  quality  of  a  tropical  tree  in  a  hot-house. 
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It  might  further  raise  the  question,  AVliat  would  be  the  effect 
of  similar  necrotic  processes  in  the  brain  ? 

Most  important  of  all,  it  would  urge  with  emphasis  suppres- 
sion of  the  disease  at  the  earliest  possible  opportunity,  or,  if 
this  be  impossible,  by  ethcient  antisepsis  sufficiently  prolonged. 
Still,  all  this  must  reniiin  hypothetical  with  the  present  devel- 
opment of  our  microscopes,  and  can  only  be  considered,  and  is- 
only  presented,  as  a  suggestion/ 

Now  as  to  the  antiseptics  used.  The  boracic  acid  is  used  in 
the  form  of  boroglyceride.  The  boroglyceride  and  alum  solu- 
tion, after  Wylie's  formula,  was  first  resorted  to  in  a  case  where 
previous  application  of  mercuric  chloride  and  then  of  hydro- 
gen peroxide  (both  of  which  decompose  upon  application)  had 
thoroughly  hardened  the  tonsils,  which  then  softened.  The  crea- 
sote  was  added  later  for  stronger  antisepsis.  It  is  rational  to  sup- 
pose that  the  boroglyceride,  a  stronger  hydragogue  than  plain  con- 
centrated glycerin,  abstracts  from  the  mucosa  and  submucosa, 
with  the  fluid  a  number  of  bacilli  then  subjected  to  the  antiseptics. 

The  formula  for  the  comi)ound  is:  Add  to  four  drachms  of 
fifty  per  cent  boroglyceride  a  solution  of  two  drachms  of  alum- 
in  nine  drachms  of  pure  concentrated  glycerin,  made  by  boiling,, 
then  add  Ave  drops  of  creasote.  Of  this  I  always  carry  a 
two-drachra  vial  and  a  camel's-hair  brush  four  inches  long.  Only 
two  or  three  drops  are  used  for  each  application  ;  and  parents 
can  be  instructed  in  the  proper  mode  of  application,  which  is  a 
gentle  touch.  The  brush  should  be  well  cleaned  after  using, 
at   least    by    running  water    from    a  hydrant    with    subsequent 

'  Thai  nmcli  of  the  alleguii  i)toiii;iiiiic  action  of  the  Klebs  LotHer  biicilli 
should  really  be  functional  disturbances  depending  upon  tissue  changes  by 
other  microbic  action  would  not  be  a  novel  supposition.  The  idea  tiiat  the  ill 
effects  and  inllannnatory  antitoxic  8((|Uela\  cutaneous,  pneumonic,  and  ncjihri- 
tic,  depend  upon  germs  introduced  with  the  serum,  has  been  exacllj'  paralleled 
by  Czerny  and  Moser's  demonstration  of  the  effects  of  bacilli,  coli  communis  and 
streptococcus,  entering  the  circulation  from  the  intestinal  tract  in  gastro  en- 
teritis. That  germs,  whatever  their  origin  may  be,  can  be  scattered  and  re- 
main in  the  system  of  higher  animals,  even  in  the  capsular  joints,  is  shown 
by  fetid  decomposition  upon  their  development  after  death,  their  immediate 
penetration  being  impossible  after  cessation  of  the  life  currents.  That  bac- 
terial duvelopnu'Qt  does  not  always  imjily  generations  of  toxalbumins  is 
proved  by  the  harndess  consumption  of  carne  secca,  strong  game,  living 
cheese,  etc.  Incomplete  sterilization  has  in  ca.ses  led  to  incorrect  ideas  concern- 
ing bacterial  toxincs.  Roux  and  Ycrsin  destroyed  the  toxicity  of  diphtheritic 
bacillar  extract  by  acidulation  with  lactic  and  tartaric  acids. 
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•flushing  of  the  basin,  or  better  yet  by  a  five  per  cent  carbolic 

acid  solution.     It  should  then  be  well  dried  to  avoid  decomposi- 

•tion  of  the  boro^lyceride  by  water. 

These  applications  are  usually   made  once  every  hour  until 

complete  disappearance  of  the  false  membrane  ;  after  that,  four 
or  five  times  a  day  until  the  tonsil  decreases  perceptibly  in  size. 
Usually  two   such  two-drachm  vials  suffice  for  a  membranous 

-and  one  for  a  premembranous  case.  In  the  latter,  applications 
once   every  two   hours  are  usually  snfiicient.     In  a  few   very 

threatening  cases  the  applications  were  made  once  every  half- 
hour  for  a  number  of  times.  The  second  or  third  application  is 
usually  followed  by  dissolution  of  a  large  part  of  the  membrane, 
bat  a  few  small  specks  or  a  whitish  infiltration  persist  for  several 
<iays.' 

Slight  laryngeal  complications  require  no  other  treatment; 
for  more  serious,  sprays  were  used  of  a  solution  of  chlorate  of 
potash  and  boracic  acid ''  in  the  intervals  between  the  pencilling; 
once  also  hot  wet  packs  to  the  throat,  at  first  frequently  re- 
peated. 

The  quinine  is  administered  best  in  solution  with  hydrochloric 
acid  after  this  formula  : 

5   Quininge  sulphatis 3  i. 

Solutionis  acidi  muriatici q.  s.  for  solution. 

Syrupi 3  i.  or  §  ij. 

Water q.  s.  for  §  iij. 

Dose  :  A  teaspoonful  every  three  hours. 

Occasionally  the  quinine  will  have  to  be  given  in  pill  form  or 
suppository. 

In  severer  membranous  cases  a  few  doses  are  given  during  the 
first  one  or  two  nights,  in  addition  to  those  during  the  day,  until 
the  temperature  falls  to  below  102°,  but  the  full  day  dosage  is 
continued  until  it  is  near  99°  ;  after  that,  for  a  few  days,  a 
teaspoonful  three  to  two  to  one  times  a  day.  This  dosage  may 
seem  large  for  children  under  5  years  of  age,  but  it  is  well 
borne,  and  in  only  a  few  cases  did  it  become  necessary  to  coun- 
teract symptoms  of  depression  by  the  addition  of  a  few  drops  of 
sweet  spirit  of  nitre  to  each  dose  of  the  quinine.     Premembra- 

*  A  further  valuable  property  of  this  preparation  is  that,  unlike  the  iron 
salts,  it  leaves  the  tissues  and  their  morbid  changes  or  productions  of  a  natural 
color. 

^  Spraying  with  this  or  the  boroglyceride  diluted  with  twice  its  volume  of 
water  cleans  the  nose. 
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nous  cases  receive,  according  to  their  gravity,  from  one-half  to- 
two-thirds  of  the  regular  dose  of  the  quinine,  with  the  result,  afr 
already  stated,  of  recovery  in  from  thirty-six  to  forty-eight  hours» 

Membranous  cases  recover  usually  in  from  five  to  six  days. 
In  only  one  instance  did  a  membranous  case  last  longer  than  six 
days.  It  was  a  little  girl  of  strumous  diathesis,  who  when  the 
primary  diphtheria  had  nearly  subsided  developed  suddenly  a 
suspicious  parotitis,  first  of  the  right  and  a  few  days  later  of 
the  left  side,  with  persisting  reappearance  of  small  membra- 
nous foci.  Daring  nearly  the  entire  course  of  thirteen  days  the 
quinine  was  continued  in  full  dosage,  but  nitre  had  to  be  given 
additionally. 

As  to  results,  during  nearly  four  years  of  this  treatment  there 
were  lost,  out  of  a  few  over  one  hundred  cases,  four,  under  the 
following  interesting  circumstances : 

The  first  was  a  bo}',  aged  9,  who  so  firmly  closed  his  teeth 
that  medical  treatment  was  absolutely  prevented  for  four  days 
up  to  within  two  and  one-half  hours  before  death.  The  result 
had  been  predicted. 

In  the  second  case  I  was,  after  tlie  first  inspection  at  a  dis- 
pensary, not  allowed  to  see  the  boy,  a  3-year-old,  for  nine  days. 
An  improvement  had  occurred,  then  a  relapse  after  this  disobe- 
dience of  instructions,  and  the  child  died. 

The.third  was  an  infant  13  months  old.  There  were  in  this 
family  five  more  children  from  5  years  up,  all  born  in  Eu- 
rope. Three  more  children  born  here  Jiad  died — 2  to  7  months 
old — from  cachexia.  The  infant,  nourished  artificially,  lived 
under  nearly  continuous  medication,  but  ultimately  developed 
a  capillary  bronchitis.  On  the  fourth  day  of  this  an  elder 
brotlier  developed  diphtheria.  The  infant  followed  a  few  days 
later  in  spite  of  isolation,  and  then,  devcloj)ing  severe  apnea, 
died.  Three  more  children  in  the  family  developed  diphtheria, 
but  all  made  good  recoveries. 

The  fourth  case,  aged  3,  had  been  previoush-  treated  by  an- 
other physician  with  apparently  pure  tincture  of  iron.  Every- 
thing in  the  mouth  was  swollen  and  partially  abraded,  so  that  the 
application  of  the  boroglyceride  was  rendered  exceedingly  pain- 
ful and  it  had  to  be  replaced  by  a  milder  agent.  The  quinine, 
as  well  a.s  food,  could  be  administere<l  only  by  the  rectum.  In- 
tubation was  out  of  the  question,  tracheotomy  was  refused,  and 
death  supervened. 
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It  would  seem  that  the  first  two  cases  cast  no  blame  on  the 
method,  nor  probably  also  the  third,  while  in  the  fourth  case 
tracheotomy  might  have  been  successful. 

Of  other  complications  a  few  occurred  with  scarlatina.  These 
gave  the  impression  that  when  the  patient  was  already  under  the 
influence  of  quinine  for  diphtiieria  the  eruption  was  exceedingly 
evanescent  and  localized,  with  very  rapid  recovery,  but  if  scar- 
latina preceded  the  diphtheria  the  cases  would  last  nearly  four- 
teen days. 

Of  sequelae  none  have  ever  been  noticed. 

The  usual  course  of  the  disease  and  the  rapid  and  prompt  re- 
covery under  this  treatment  will  best  be  demonstrated  by  the 
histories  of  a  few  cases,  about  whose  imtL-ome  apprehensions 
would  ordinarily  be  felt  by  the  practitioner  taking  them  in 
charge. 

A.  G.,  aet.  -i,  when  first  seen  on  December  2d,  1892,  showed 
diphtheritic  membranes  covering  the  right  tonsil  completely, 
the  uvula  partially,  the  left  tonsil  partially,  and  extending 
downward  behind  the  posterior  pillars  into  the  pharynx.  Pulse 
14:6,  temperature  103.8^.  Treatment,  pencilling  with  the  bo- 
roglyceride  compound  every  hour,  twice  during  night ;  a  tea- 
spoonful  of  the  quinine  solution  every  three  hours  during  the 
day  and  twice  during  night.  December  3d  :  Pulse  124:,  tem- 
perature 102. 2"^  ;  night  treatment  discontinued.  December  ith  : 
Pulse  111,  temperature  99.6";  hard  to  keep  the  boy  in  bed. 
December  5th:  Pulse  lOi,  temperature  99.1^;  all  parts  free  from 
membrane,  but  tonsils  yet  enlarged  ;  appetite  good.  A  3-year-old 
sister  had,  on  the  3d,  premembranous  symptoms  which  under 
milder  treatment  disappeared  on  the  5th. 

L.  K.,  aet.  6,  diphtheritic  croup.  Bacteriological  examination 
"mixed."  First  seen  on  January  5th,  1895,  Previous  throat 
troubles.  The  three  rooms  occupied  by  the  family  heated  by 
one  small  cookingr  stove  ;  strong;  cold  drauo^hts  at  three  feet 
from  the  window  on  the  blizzard  days ;  water  pipes  frozen 
throughout  the  house.  Februarv  9th  :  Found  with  scarlet  fe- 
ver,  complicated  on  February  11th  by  a  very  severe  croupous 
laryngitis,  persisting  till  the  15th.  On  the  13th  diphtheritic 
membranes,  receding  till  the  17th  to  a  whitish  induration  which 
disappearing  on  the  19th  left  a  circular  erosion  with  sharp,  par- 
tially pointed  edge.  Desquamation  began  on  the  20th.  Faint 
albuminuria.     Treatment  as  before. 
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J.  L.,  male,  aet.  17;  first  seen  on  January  31st;  greatly  swol- 
len tongue,  covered  with  thick,  firmly  adliering  fur;  throat 
filled  with  a  glairy  and  flaky  mucus ;  tonsils  hidden.  Febru- 
ary 3d  :  Tonsils  now  visible,  with  membranes  of  true  diphtheria. 
February  7th  :  Tongue  free  from  fur,  with  thick,  broad  longi- 
tudinal ridges.  The  temperature  had  l)ecome  normal  on  the 
6th  ;  last  visit  on  the  9th. 

While  the  boroglyceride  compound  can  perhaps  be  replaced 
by  some  other  preparation,  a  substitute  for  the  quinine  in  doses 
suflicientlj  large  will  hardly  be  obtainable.  With,  as  stated, 
never  any  sequelae,  their  use  overcomes  the  deficiencies  of  anti- 
toxine.  With  prompt  success  in  every  case,  barring  such  excep- 
tional and  uncontrollable  occurrences  as  in  the  four  described, 
the  writer  would  attribute  a  fatal  result  in  a  case  thus  treated 
from  the  beginning  to  some  serious  neglect,  and  thus  may  well 
be  pardoned  the  repeated  recommendation  to  the  profession  of 
this  simple,  gentle,  and  inexpensive  treatment. 
266  West  42d  street. 


A  LIGAMENT-CARRIER  FOR  ALEXANDER'S  OPERATION. 


J.  FRANK,  M.D., 

Surgeon  to  the  St.  Elizabeth  and  Cook  County  Hospitals, 

ChicaRO,  III. 


(With  two  illustrations.) 


Although  the  amount  of  time  required  to  complete  most 
operations  does  not  form  an  essential  feature  of  the  same,  the 
idea  of  shortening  and  simplifying  whenever  it  is  possible  should 
be  favored,  especially  when  the  operation  takes  a  considerable 
length  of  time,  as  in  Alexander's,  it  really  being  a  double  affair. 
Taking  the  factor  tisne  and  several  other  drawbacks  of  the 
old  method  into  consideration  has  led  me  to  devise  a  new  liga- 
ment-carrier which  may  be  used  in  the  performance  of  the 
direct  method  of  shortening  the  round  ligaments,  which  I  first 
demonstrated  at  the  St.  Elizabeth  Hosi)ital  in  the  year  1889, 
Drs.  II.  P.  Newman,  M.  II.  Luken.  E.  McCullom,  and  several 
other  medical  gentlemen  being  present. 

Formerly  to  buttonhole  tiic  ligament  in  the  fascia  an  ordinary 
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needle  (double-threaded)  was  used  to  carry  the  silk  which 
threaded  the  ligament,  this  being  the  first  step  of  the  anchoring 
of  the  cord.  JSTow,  it  will  be  readily  perceived  that  an  ordinary- 
needle  will  not  effect  much  of  an  opening  through  as  dense  a 
fascia  as  is  met  with  in  this  locality,  hence  quite  an  amount  of 
force  was  necessary  to  drag  the  delicate  ligament  through.  This 
pulling  on  the  ligament  to  bring  it  through  the  fascia  caused  a 
great  deal  of  laceration,  and  the  constriction  of  the  fascia  around 
the  ligament  sotnetimes  produced  a  sloughing. 

For  the  benefit  of  those  who  are  not  familiar  with  the  various 
steps  of  the  operation  a  brief  outline  of  the  same  will  follow : 

An  incision  an  inch  or  an  inch  and  a  half  in  length  is  made 
midway  between  the  anterior  superior  spine  of  the  ilium  and  the 
spine  of  the  pubes,  a  trifle  above  Poupart's  ligament,  down  to 
the  fascia;  this  is  now  incised  for  the  distance  of  half  an  inch 
in  the  direction  of  the  fibres  ;  the  transversalis  muscle,  which 
presents  itself,  is  pushed  back  from  Poupart's  ligament,  and  a 


Frank's  round-ligament  needle. 

blunt  hook  the  size  of  an  ordinary  buttonhook  is  introduced 
into  the  preperitoneal  fat  and  the  ligament  hooked  out;  as  a 
rule  this  can  be  done  at  the  first  trial,  if  the  incision  is  made  in 
the  proper  place.  The  ligament  being  found,  it  is  loosened  and 
made  to  run  until  the  uterus  can  be  brought  to  a  satisfactory 
position.  Instead  of  anchoring  the  ligament  as  described  above, 
I  now  use  my  needle  in  the  following  manner:  it  is  made  to 
pierce  the  fascia  from  one-quarter  to  one-half  inch  from  the 
lower  angle  of  fascial  incision,  the  loop  of  the  needle  is  raised 
{a),  the  ligament  slipped  into  the  eye,  the  spring  loop  drops 
back  into  position,  forming  a  perfectly  smooth  eye,  and  the 
needle  is  pulled  through  the  fascia,  easily  carrying  the  ligament 
with  it  and  leaving  a  sufficiently  large  opening  to  obviate  the 
danger  of  strangulation. 

The  ligament  is  unthreaded  from  the  needle  and  is  drawn 
through  the  opening  made  until  it  becomes  taut,  when  it  is 
carried  back  to  be  anchored  at  the  upper  end  of  the  incision 
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between  the  skin  and  the  fascia ;  the  parts  are  brought  together 
in  the  usual  manner,  and,  if  deemed  necessary,  small  drainage  i& 
provided  for  in  the  most  dependent  part. 

The  needle  was  made  for  me  by  Messrs.  Sharp  &  Smithy 
the  cut  representing  its  natural  size,  which  may  be  varied  ac- 
cording to  the  different  fancies  of  the  operator. 

17  Lincoln  avenue. 

TRA.N3 AMOTIONS  OF    THE    CHICAGO 
G-YNEOOLOG-ICAL   SOCIETY. 


Meeting  of  May  24?5A,  1895. 
Tke  President,  Franklin  H.  Martin,  M.D.,  in  the  Chair. 

EXHIBITION    OF    SPECIMENS. 
I.    PAPILLOMATOUS    CYSTOMA. 

Dr.  IIknrv  T.  B^ford, — This  ])retty  specimen  I  exhibit,  to 
describe  the  particular  method  by  which  it  was  removed. 

Tlie  tumor,  altliougli  it  made  an  enlargement  above  the  pubes, 
was  removed  tlirouij^h  the  vao;ina  and  without  removal  of  the  ute- 
rus.  It  was  tirmly  adherent.  I  opened  the  cul-de-sac  of  Douglas 
and  tried  to  enter  the  abdominal  cavity,  but  I  could  not  do  so 
on  account  of  extensive  adhesions,  so  I  thrust  a  pair  of  scissors 
into  the  cyst  and  evacuated  over  a  pint  of  pus.  I  then  suc- 
ceeded with  considerable  difficulty  in  enucleating  it.  The  bed 
bled  quite  freely  before  it  could  he  tamponed  with  iodoform 
gauze,  when  the  hemorrhage  stopped.  The  recovery  was  unin- 
terrupted. 

ir.  utp:rus  and  tumor  removed  through  thk  vagina. 

Th3  oth3r  cas'j  was  in  jra  complicated.  The  specimen  consists 
of  the  uteru-i,  a  portion  of  t'le  tumor  that  was  in  the  cul-de  sac, 
and  a  mass  of  tr.ibcculated  tumor  which  shows  its  papillomatous 
structure.  The  microscope  shows  the  structures  of  ovarian 
cystoma,  iibro-myoma,  and  malignant  papilloma,  or  carcinoma. 
The  fibro-myomatous  character  of  the  mass  in  the  cul-de-sac  led 
mii  to  consider  the  tumor  a  uterine  Hbroid  or  sarcoma.  The 
uterus  and  this  tumor  seemed  to  form  one  mass — in  fact,  I  was 
surprised,  even  after  going  far  enough  to  remove  the  uterus,  to 
find  the  tumor  unattached.  The  mass  in  the  cul-de-sac  extend- 
ed across  the  cervix  backward,  and  a  mass  in  the  pelvis  tilled 
bith  broad  ligaments  and  was  infiltrated  with  pipillomatous 
tissue,  [n  cutting  into  the  cul-de-sac  I  found  I  could  not  enu- 
cleite  the  tu  nor  very  eisily,  a*?  it  was  a<lherent  to  the  rectum, 
and  I  was  afraid  I  would  tear  the  rectum.     I  therefore  removed 
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the  litems  and  then  found  that  I  still  had  insuflScient  room,  as 
the  tnmor  extended  high  up,  so  I  made  a  suprapubic  incision. 
The  broad  hgaments  were  e.ftensively  infiltrated  and  trabecu- 
lar tissue  extended  high  up  on  the  right  side.  I  found  it  in- 
admissible to  enucleate  the  universally  adherent  tumor,  on  ac- 
count of  profuse  hemorrhage  tliat  followed  every  attempt  at 
removal.  1  therefore  pushed  my  broad-ligament  forceps  up 
from  below  on  either  side  of  the  pelvis,  and  on  the  left  side 
managed  to  get  one  of  them  over  the  infiltrated  infundibulo- 
pelvic  ligament.  On  the  right  side  I  tore  the  tumor  loose  from 
its  connections  and  then  clamped  the  ligament.  After  taking 
out  the  cyst  I  had  to  take  out  similar  masses  from  the  cul- de- 
sac  I  packed  the  pelvis  from  above,  and  put  the  end  of  the 
gauze  down  to  the  vagina  and  pushed  it  all  down  into  the  pelvis 
so  that  it  would  not  extend  up  among  the  intestines  and  yet 
would  control  the  bleeding  art-a  from  below.  The  patient  did 
nicely  until  the  end  of  the  fifth  day,  when  she  began  to  pass  feces 
through  the  vagina.  That  was  three  weeks  ago.  Four  days 
ago  that  stopped  until  to-day,  when  I  believe  there  was  a  slight 
passage  of  feces  through  the  v^agina.  In  other  words,  the  adhe- 
sions were  such  that  I  undoubtedly  ruptured  the  walls  of  the 
rectum.  But  this  was  supported  by  the  iodoform  packing  until 
that  was  removed,  when  the  feces  escaped  into  the  vagina.  The 
patient  did  not  show  any  bad  efifects  from  the  temporary  fecal 
fistula, 

TUBO-OVARIAN     ABSCESS. 

Dk.  T.  J.  Watkins. — This  specimen  is  exliibited  for  the  pur- 
pose of  describing  the  method  I  employ  for  removal  of  these 
abscesses  when  the  disease  involves  the  uterine  portion  of  the 
tube.  The  specimen  consists  of  the  entire  Fallopian  tube,  the 
ovary,  and  a  portion  of  the  uterine  wall.  After  separating  the 
adhesions  of  the  tube  and  ovary  the  ovarian  artery  is  ligated 
external  to  the  tube  and  ovary.  The  tube  and  ovary  are  now 
excised  by  division  of  the  broad  ligament  from  a  point  just 
external  to  the  tube  and  ovary  to  the  uterus,  and  the  dissection 
is  carried  into  the  uterus  to  a  point  beyond  the  disease.  All 
bleeding  points  are  caught  in  artery  forceps.  Very  little  hemor- 
rhage occurs  except  from  the  uterine  artery,  which  1  sometimes 
ligate  before  severing.  Ligatures  are  now  placed,  the  forceps 
removed,  and  the  wound  closed  with  a  continuous  suture. 

Advantages  of  the  operation  : 

1.  All  diseased  tissue  is  removed. 

2.  Large  masses  of  tissue  are  not  ligated. 

3.  No  raw  surface  remains  to  form  adhesions. 

4.  The  use  of  large  sutures  and  ligatures  is  unnecessary. 

Dr.  T.  J.  Watkins. — The  Society  is  under  obligations  to  Dr. 
Byford  for  exhibiting  these  very  interesting  specimens,  and  he 
deserves  the  congratulations  of  the  Society  for  the  very  unique 
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methods  employed  and  for  the  results  obtained.  There  is 
probably  no  doubt  that  the  method  used  bj  Dr.  Byford  is  far 
preferable  to  abdominal  section*  because  of  perfect  drainage 
which  is  obtained.  Dr.  Byford,  we  all  know,  has  been  doing 
for  a  long  time  much  pelvic  surgery  through  the  vagina,  and  a 
good  many  of  us  probably  thought  he  was  in  error,  but  of  late 
many  operations  are  being  done  through  the  vagina. 

Dr.  II.  P.  Xewman. — Undoubtedly  the  method  of  dealing 
with  this  growth  was  the  best  that  could  be  done  under  the 
circumstances. 

Very  often  the  pelvis  may  be  opened  with  perfect  impunity 
and  with  advantage  to  the  patient  when  the  abdcnninal  cavity  is 
under  operation,  and  certainly  in  this  case  it  was  the  only  method 
that  eould  have  been  pursued  with  safety. 

Dr.  Watkins'  case  suggests  the  subject  of  vaginal  section,  not 
alone  for  pelvic  abscess,  but  for  the  removal  of  the  appendages 
And  the  uterus. 

In  his  case  the  infection  must  have  been  present  in  the  uterus 
also,  and  the  question  of  entire  extirpation  of  that  organ  would 
be  one  to  consider.  It  is  certainly  an  interesting  case,  and  I  am 
glad  that  it  has  been  presented  here. 

Dr.  T.  J.  Watkins. — Hysterectomy  was  not  performed  be- 
•cause  intestines  were  adherent  to  the  other  broad  ligament  con- 
sequent upon  removal  of  the  appendage  on  that  side  some  six 
months  previously. 

Dr.  T.  J.  Watkins  read  a  paper  entitled 

vaginal  section  and  drainage  for  pelvic  abscess.' 

Dr.  Henrv  T.  Bvford. — Dr.  Watkins  has  covered  the  ground 
quite  completely  and  his  conclusions  are  just. 

There  are  two  or  three  points  of  great  interest  that  have  been 
brought  out.  The  first  is  that  these  abscesses  that  follow  labor 
or  abortion  are  not  all  diseases  of  the  tubes  or  ovaries. 

Another  interesting  point  brought  out  was  the  fact  that  intes- 
tinal adhesions  are  not  always  troublesome  and  do  not  always 
seriously  inconvenience  the  patient. 

Still  another  interesting  point  is  that  the  intrapelvic  pus  may, 
before  it  is  taken  out,  become  practically  sterilized  and  really 
may  not  require  enucleation  of  the  sac.  I  remember  a  case  in 
which  I  opened  the  abdomen  and  found  an  abscess  containing 
an  ounce  and  a  half  of  pus  in  one  of  the  tubes,  but  the  ute- 
rus, appendages,  broad  ligament,  and  intestines  were  matted  to- 
gether. After  aspirating  the  tube  and  putting  a  catgut  stitch 
over  the  peritoneum  to  prevent  leakage,  I  examined  carefully, 

Eutting  one  finger  into  the  vagina  and  the  fingers  of  the  other 
and  into  the  cul-de-sac  of  Douglas  by  way  of  the  abdominal 
cavity,  so  I  might  know  whether  there  would  be  a  chance  to 

*  See  original  article,  p.  207, 


CHICAGO    GYNECOLOGICAL    SOCIETY.  285* 

drain  at  another  time  from  below.  She  got  well  from  this  pro- 
cednre,  whicli  was  not  much  of  an  operation,  and  two  weeks 
afterward  1  had  her  anesthetized,  took  a  curved  trocar  about 
one-eiglith  of  an  inch  in  diameter,  and,  after  pressing  the  parts 
down  from  the  abdominal  walls,  I  passed  it  up  from  below 
deeply  into  the  mass.  I  moved  it  about  some,  but  nothing  came- 
but  a  little  blood.  It  has  not  jet,  after  several  months,  re- 
turned. 

1  had  another  case  recently  in  which  I  came  down  upon  simi- 
lar tissue.  I  did  not  like  to  put  the  patient  to  very  great  danger, 
so  instead  of  tearing  loose  all  these  adhesions  I  removed  the 
other  ovary,  which  was  diseased  and  adherent,  then  stitched  the 
pus  sac  to  the  abdominal  w^all  without  opening  it  except  ta 
aspirate  and  remove  two  ounces  of  pus.  A  week  later  I  opened 
with  a  knife  and  got  but  three  drachms.  The  cavity  contracted 
60  that  it  was  scarcely  large  enough  to  allow  the  finger  to  move 
in  it  loosely.  That  was  three  weeks  ago,  and  it  is  all  healed 
except  a  little  sinus  from  the  top  less  than  an  inch  deep.  In 
other  words,  the  abscess  proved  to  be  very  small  after  it  was 
evacuated,  and  contracted  immediately.  In  complicated  cases 
it  is  sometimes  better  to  first  evacuate  the  pus  from  below,  and, 
if  necessary,  maintain  an  opening  until  suppuration  ceases.  We 
can  more  safely  remove  them  afterward,  if  the  symptoms  still 
require  it. 

Dr.  a.  J.  Lyons. — I  have  had  only  one  case  of  pelvic  abscess 
which  I  have  operated  through  the  vagina,  but  1  have  had  a 
great  many  such  cases  which  could  have  been  cured  by  vaginal 
section  just  as  well  as  I  cured  them  by  abdominal  section,  and 
without  subjecting  them  to  the  major  operation.  I  know  two 
cases  that  died  which,  I  believe,  could  have  been  cured  by  such 
an  operation  as  Dr.  Watkins  has  described.  Dr.  Byford  saw 
one  of  them  with  me,  but  her  condition  was  then  so  bad  that  it 
would  have  been  useless  to  operate.  I  think  if  I  had  had  the- 
courage,  or  had  our  masters  been  teaching  us  at  that  time  to 
do  simple  vaginal  section,  I  would  have  probably  saved  the 
patients. 

The  operation  Dr.  Watkins  advocates  is  in  the  line  of  conser- 
vative surgery,  and  I  think  it  will  entirely  take  the  place  of 
vaginal  puncture.  I  do  not  believe  conservative  operators  will 
feel  as  safe  in  introducing  the  trocar  and  canula  as  they  will  in 
doing  vaginal  section,  because  in  the  latter  operation  not  much 
cutting  is  required  to  make  a  slight  opening  through  the  vaginal 
wall  and  then,  as  Dr.  Watkins  says,  divide  all  the  tissues  above 
that  with,  the  fingers  until  the  abscess  is  reached.  I  have  had 
the  pleasure  of  seeing  one  of  the  two  cases  the  doctor  reports  a& 
having  a  sinus  now  remaining,  and  I  do  not  see  how  he  could 
have  operated  in  any  other  way.  The  adhesions  were  certainly 
extensive,  and  I  think  if  he  had  done  an  abdominal  section  the 
patient  would  not  have  recovered.     I  feel  much  gratified  at 
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having  heard  the  paper,  and  am  sure  we  ought  to  advocate  fre- 
quently and  employ  this  operation. 

Dk.  S.  L.  Webkr. — [  have  done  both  vaginal  section  and 
vaginal  puncture  for  pelvic  abscess,  although  vaginal  puncture 
has  been  tabooed  this  evening.  I  have  done  vaginal  puncture 
for  years,  and  in  fact  I  did  it  this  evening  before  coming  here. 

I  do  not  think  that  vaginal  puncture  for  pelvic  abscess  is  so 
dangerous  as  indicated  in  the  paper.  I  have  seen  a  large  num- 
ber of  puncture  operations,  and  I  have  done  a  large  number  for 
post-puerperal  hematomata  and  have  never  had  any  accidents. 
The  ureters  may,  however,  be  punctured,  or  a  large  blood  vessel 
may  be  injured^  but  I  do  not  think  there  is  much  danger  if  in 
puncturing  a  curved  director  be  used  and  left  in  place  until  the 
opening  is  dilated  and  a  drainage  tube  inserted.  If  the  abscess 
is  large  I  do  not  think  there  is  danger  from  puncturing;  if  it 
is  small,  however,  great  care  is  necessary.  Puncture  is  a  cer- 
tainly safer  and  easier  operation  than  vaginal  section. 

Dr.  H.  p.  Newman. — This  is  an  extremely  interesting  and 
important  subject.  The  essayist  has  covered  the  ground  so 
thoroughly  that  there  is  little  left  to  be  said  except  to  verify  his 
statements  and  to  encourage  work  in  this  direction.  It  is  a  con- 
servative method  of  dealing  with  a  class  of  abscesses  which  have 
not  infrequently  resulted  fatally  or  left  the  patient  in  a  maimed 
and  mutilated  condition  for  years.  It  atfords  a  means  of  j)re- 
serving  life,  and  in  a  very  large  percentage  of  cases  promotes 
complete  recovery.  Any  retnaining  disease  of  the  appendages 
can  be  removed  by  subsequent  operation.  I  was  glad  to  hear 
Dr.  Byford  speak  of  cellulitis  developing  in  puerperal  patients, 
a  class  of  cases  that  ought  to  be  treated  in  this  way  and  no 
other — that  is,  either  opening  from  the  vagina  or  possibly  sub- 
peritoneally  in  the  groin,  preferably  through  the  vagina,  I 
have  had  a  considerable  number  of  these  cases  which  have  been 
treated  successfully ;  all  have  recovered,  and  most  of  them 
without  any  unpleasant  symptom  or  any  sequelae.  In  regard  to 
the  advantages.  Dr.  Watkins  has  omitted  tt>  mention  one  of  im- 
portance— that  is,  that  in  operating  through  the  vagina  he  avoide 
the  alxloniinal  scar  and  the  subsecpient  (langer  of  hernia.  This 
is  a  point  that  has  been  made  a  good  deal  of,  and  rightly,  as  an 
advantage  of  the  vaginal  over  the  abdominal  method.  Not  only 
this,  but  the  danger  from  shock  is  materially  lessened  by  tlie 
vaginal  operation.  It  is,  comparatively  sj)caking,  a  minor  pro- 
cedure, for  when  the  peritcmeal  cavity  is  not  opened  there  should 
be  little  or  no  danger.  Speaking  of  adhesions,  some  are  not  of 
serious  moment,  and  this  leads  me  to  refer  to  a  case  I  operated 
upon  last  Monday  where  adhesions  were  made  use  of  as  a 
permanent  support  to  the  uterus.  It  was  a  case  of  tubo-ovarian 
disease,  and  the  adhesions  were  so  well  organized  and  so  favor- 
ably located,  extending  to  the  anterior  abdominal  wall,  that  I 
preserved  them  as  a  means  of  uterine  support.     The  drainage 
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.flpoken  of  is  evidently  the  best  in  this  class  of  cases  where  there 
are  large  quantities  of  pus,  but  in  cases  of  simple  hematoma 
which  the  doctor  mentioned  a  Mikulicz  drain  or  simply  packing 
with  gauze  might  have  been  sufficient. 

Dr.  F.  H.  Martin. — I  have  a  specimen  to  present  which  il- 
lustrates one  point  I  would  like  to  empliasize  in  discussing  the 
paper.  It  was  removed  from  a  case  of  pelvic  abscess.  Monday 
morning  I  was  called  to  see  the  case  by  Dr.  Froom,  and  was 
asked  to  bring  my  instruments  to  operate  on  a  pelvic  abscess.  I 
did  not  take  my  instruments,  but  M'ent  to  see  the  patient.  The 
woman  had  not  borne  children,  there  was  no  history  of  gonor- 
rhea, but  there  had  been  a  history  of  endometritis  and  long 
years  of  tinkering  treatment.  Sounds  had  been  passed  and  ap- 
plications had  been  applied  to  the  endometrium.  After  one  of 
these  treatments  she  developed  considerable  temperature  and 
pain  in  the  side,  followed  by  pain  in  both  sides,  and  had  what 
she  called  inflammation  of  the  bowels.  About  two  weeks  ago, 
during  menstruation,  she  sat  on  a  stone  and  caught  cold  ;  this  was 
followed  by  pain  and  temperature,  and  she  went  to  bed.  Dr. 
Froom  was  called,  examined  the  pelvis,  and  found  what  he  con- 
sidered a  pelvic  abscess.  He  called  me  in  consultation,  with  the 
idea  of  puncture.  I  examined  the  pelvis,  and  posterior  to  the 
uterus  foHnd  a  well-defined  fluctuating  abscess  in  the  vagina.  I 
told  the  doctor  that  in  all  probability  there  were  two  abscesses, 
that  the  tubes  were  probably  infected,  and  that  if  they  were  in- 
fected to  a  degree  to  give  rise  to  inflammation  and  suppuration, 
to  that  extent  in  all  probability  they  were  infected  by  gonor- 
rheal poison.  In  that  case  both  tubes  would  be  infected.  The 
only  thing  to  do,  if  we  went  into  the  vagina  at  all,  would  be  to 
enucleate  everything  there  was — uterus,  tubes,  and  ovaries. 
With  some  reluctance  the  doctor  decided  to  accept  my  opinion, 
and  I  advised  abdominal  section.  We  put  her  into  the  hospital 
immediately,  and  Tuesday  morning  did  the  operation  at  the 
Woman's  Hospital.  On  opening  the  abdomen  I  found  well 
down  in  the  cul-de-sac  a  suppurating  tube  which  was  as  large  as 
a  tumbler  and  was  adherent  in  every  direction.  It  was  covered 
with  adherent  intestines  to  such  an  extent  that  I  could  not  make 
out  the  uterus,  tubes,  or  anything  when  I  opened  the  abdomen 
— one  of  those  cases  we  all  see  so  many  of.  The  local  perito- 
nitis had  been  recent.  In  about  a  minute  I  succeeded  in  enu- 
cleating perfectly  this  abscess  and  brought  it  up  to  the  mouth  of 
the  abdomen,  after  packing  in  gauze  to  prevent  infection  of  the 
intestines.  The  broad  ligament  was  tied  externally  to  the  abscess 
with  catgut,  then  the  tube  was  taken  off,  next  the  uterus,  and 
the  opening  whipped  over  with  catgut.  Then  turning  to  the 
other  side  1  found  an  exact  duplicate. 

I  believe  cases  like  this  should  be  handled  through  an  ab- 
<3ominal  incision,  because  the  mortality  is  less  by  going  in  from 
•above — in  other  words,  abdominal  incision  and  enucleation  of 
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this  abscess,  the  thorough  cleaning  out  of  the  cavity,  sewings 
with  an  absorbable  stitch  so  that  if  it  should  become  infected 
it  will  be  absorbed.  Every  portion  of  diseased  tissue  is  re- 
moved, the  tubes  are  enucleated  down  into  the  horn  of  the  ute- 
rus, the  part  whipped  over  so  that  it  is  completely  isolated  from 
the  uterus,  and  the  uterus  is  thoroughly  curetted.  The  drainage 
tube  in  this  case  was  taken  out  in  twenty-four  hours.  The  pa- 
tient, who  before  had  a  temperature  of  102°,  has  had  none  since, 
and  she  probably  will  be  well  in  a  couple  of  weeks  and  able  to 
walk.  The  lesson  to  draw  from  this  specimen  in  connection 
with  Dr.  Watkins'  paper  is  obvious.  The  radical  statement 
made  by  some  of  the  rampant  gynecologists  in  the  East,  to  the- 
effect  that  all  pelvic  abscesses  may  be  enucleated,  is  not  sustained 
by  facts.  It  is  now  recognized  by  all  except  a  very  few  that 
subperitoneal  abscesses  in  the  broad  ligament  occur  as  a  direct 
result  of  puerperal  septicemia.  They  usually  point  in  the  pelvis 
as  distinct  fluctuating  masses,  and  the  patients  are  usually  in  a 
low  state  physically.  These  cases  may  be  treated  by  vaginal  in- 
cisions with  advantage.  They  are  usually  unilocular,  and  may 
therefore  be  perfectly  drained  through  one  incision.  But  we- 
must  remember  that  the  tubes  may  be  infected  at  the  same  time 
as  the  cellular  tissue,  even  in  puerperal  cases,  so  even  here  we 
are  not  sure  we  are  getting  all  of  the  suppurating  tissue.  The 
tubes  may  still  be  infected,  and  we  may  have  an  o])eration  to  do- 
elsewhere  within  a  year. 

If  the  paper  of  the  evening  is  carefully  read  and  followed  it 
will  do  good.  The  doctor  has  hedged  on  every  point  and  has 
made  clear  his  position.  His  position  is  all  right,  but  the  sub- 
ject of  the  paper  will  lead  the  careless  to  misinterj)ret  its  con- 
tents; many  who  read  this  paper  will  simpl}'  think  of  Dr.  Wat- 
kins  as  advocating  vaginal  incision  for  pelvic  al)scess,  and  some 
will  forget  the  points  he  has  warned  us  upon.  The  consequence 
will  be  that,  every  time  a  pelvic  al)scess  is  found  anywhere, 
one  of  these  men  who  is  afraid  to  do  abdominal  section  and 
therefore  not  fit  to  do  vaginal  incision  will  ])lunge  a  trocar  or 
some  needle  into  the  abscess  and  in  ninety-five  cases  out  of  a 
hundred  disaster  will  result.  Therefore  I  believe  the  paper  will 
do  harm  in  the  fact  that  it  will  not  be  interpreted  properly. 
It  seems  to  me  the  abscesses  that  can  be  opened  from  the  va- 
gina in  preference  to  the  abdominal  rf)Ute,  where  enucleation 
should  be  done,  would  be  limited  to  about  ten  ])er  cent  of  all 
cases. 

Dr.  Newman  says  the  vaginal  operation  can  be  done  by  almost 
any  one.  That  is  the  whole  gist  of  the  argument  against  the 
paper.  If  the  paper  will  be  taken  as  presented  and  all  the  points 
read  carefully  line  by  line  and  the  precepts  well  digested,  no  one- 
can  go  astray.  Men  who  are  not  cajiable  of  doing  goo<l  abdom- 
inal surgery  have  no  right  to  do  vaginal  section.  Now,  I  believe 
vaginal  sections  for  pelvic  abscesses  may  be  done   in  about  the 
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following  conditions  :  1.  The  only  cases  that  should  be  operated 
on  in  this  way  are  those  which  cannot  be  removed  from  above. 
2.  Those  cases  in  which  the  tubes,  ovaries,  and  uterus  can  be 
removed  per  vaginara,  as  an  operation  of  election.  3.  A  puer- 
peral abscess  of  large  size  in  the  broad  ligament.  4,  Suppurating 
broad-ligament  cyst,  hematoma,  or  extrauterine  pregnancy. 

Dr.  T.  J.  Watkins,  in  closing  the  discussion,  said  :  I  have 
not  much  to  say  except  to  thank  you  for  the  kind  manner  in 
which  you  have  received  the  paper  and  for  the  thorough  discus- 
sion which  you  have  given  it,  I  probably  did  not  describe  the 
pathological  findings  with  sufficient  clearness  in  the  case  referred 
to  by  Dr.  Newman  where  he  thought  gauze  drainage  would  have 
been  preferable  to  rubber-tube  drainage,  or  he  would  not  have 
criticised  the  method  of  drainage.  The  lining  of  sac  wall  in  this 
case  was  covered  with  necrotic  tissue,  wliich  sloughed  and  passed 
through  the  drainage  tubes,  which  could  not  have  occurred 
through  gauze  drainage. 

The  substitution  of  vaginal  section  for  vaginal  puncture  is  an 
exceedingly  important  one,  for  the  dangers  of  puncture  which  I 
mentioned  are  given  in  all  text  books  on  gynecology,  and  if 
these  dangers  were  not  important  they  would  not  be  so  generally 
recognized.  1  have  personal  knowledge  of  two  cases  where  the 
uterine  arteries  were  injured  by  puncture  with  fatal  results. 
I  also  know  of  cases  where  the  bladder  has  been  punctured,  and 
others  where  the  rectum  has  been  punctured.  I  see  absolutely 
no  advantage  in  puncture  over  section,  but  many  disadvantages^ 
which  were  mentioned  in  my  paper.  I  cannot  appreciate  how 
the  case  reported  by  Dr.  Martin  affects  the  position  I  occupy  in 
my  paper.  If  vaginal  section  should  have  been  done  in  his  case 
the  abscess  low  down  could  have  been  drained,  made  as  thor- 
oughly clean  as  possible,  and  thoroughly  packed  with  gauze,, 
the  other  abscess  could  have  been  treated  by  vaginal  section,  by 
abdominal  section,  or  by  vaginal  hysterectomy,  and  in  either 
event  the  vaginal  incision  would  afford  an  excellent  avenue  for 
drainage. 

The  point  made  with  reference  to  the  harm  that  may  result 
from  advocating  this  operation  applies  with  equal  force  to  all 
operations.  I  have  heard  Dr.  Emmet  say  time  and  again  that 
his  operation  on  the  cervix  has  done  more  harm  than  good,  on 
account  of  its  abuse,  and  yet  no  one  of  us  regrets  that  he  devised 
that  operation.  The  same  may  be  said  of  operations  upon  the- 
vermiform  appendix,  of  Tait's  operation  for  the  removal  of  dis- 
eased tubes,  and  of  all  operations.  The  abuse  of  operations  doe& 
•not  make  them  useless.  I  have  employed  vaginal  section  in 
about  fifteen  per  cent  of  the  pelvic  abscesses  upon  which  I  have- 
operated. 

Official  Transactions.  T.  J.  Watkins, 

Editor. 
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Meeting  of  May  \Uh,  1895. 
Charles  B.  Penrose,  M.D.,  in  the  Chair. 
Dr.  George  E.  Shoemaker  reported 

A    CASE    OF    UTERUS    CORDIFORMI8  ;    OTHER    ANOMALIES.' 

Dr.  Shoemaker. — I  removed  the  buried  worm-gut  suture  a 
few  days  ago  from  a  case  of  recurrent  umbilical  hernia  in  the 
person  of  a  very  obese  woman  upon  whom  I  operated  two  years 
a^o.  The  silkworm  gut  was  absolutely  unchanged.  The  ring 
formed  by  the  suture  hung  loose  in  the  tissues,  giving  absolutely 
no  support.  The  tilament  of  gut  was  encapsulated  in  a  tubular 
capsule  not  more  than  one  line  in  thickness.  It  was  producing 
no  irritation  whatever,  but  doing  absolutely  no  good.  I  have 
continued  using  the  buried  worm  suture,  but  wish  to  make  this 
point  as  to  the  absence  of  support  after  the  period  of  a  few  weeks. 

THE    LIGATURE    IN    OOPHORECTOMY." 

Dr.  Pi:>iR")SK  read  a  piper  on  this  subject,  giving  diagram  of 
method  of  procedure. 

Dr.  Shokmakkr. — [  wish  to  ask  Dr.  Penrose  whether  he  uses 
blunt  or  sharp  needle,  whether  he  sews  or  hooks. 

Dr.  Penrose. — Blunt  needle. 

Dr.  Laink. — Does  the  broad  ligament  retract — that  is  to  say, 
between  the  two  ligatures?  I  would  like  to  ask  whether  it  is 
ever  necessary  to  whip  the  edges  together. 

Dr.  Penrose. — It  is  necessary  in  some  cases,  as  in  some  cases 
of  abdominal  hysterectomy. 

Dr.  B.  C.  IIirst  read  a  paper  on 


DERMOID   CYSTS   AND    PREGNANCY 


and  called  attention  to  the  way  in  which  the  cyst  was  prepared 
— stutfed  with  cotton  and  covered  with  shellac.  On  removing 
from  the  alcohol,  thoroughly  dry  and  shellac  it,  and  it  will  re- 
main indefinitely  preserved. 

'  See  original  article,  p.  215.  *  See  original  article,  p.  221. 
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Dr.  E.  p.  Davis  read  a  paper  entitled 

DRAINAGE    IN    PUERPERAL    SEPSIS,    WITH    A    REPORT    OF   CASES.' 

Dr.  Penrose  presented  specimens  of 

.1.    HEMATOSALPINX     AND    BROAD-LIGAMENT     HEMATOMA;     PROBABLE 
TUBAL   PREGNANCY. 

Mrs.  O.,  Ilpara  ;  last  child  three  years  ago.  Since  the  birth 
of  this  child  she  has  suffered  with  more  or  less  donble  ovarian 
.pain  and  with  monorrhagia.  Two  months  before  operation  she 
had  what  she  supposed  to  be  a  miscarriage.  She  was  coniined 
to  bed  for  three  weeks  on  account  of  bleeding  and  left-sided 
pain.  She  had  been  bleeding  from  the  uterus  continuously  since 
then.  Vaginal  examination  showed  cystic  mass  tilling  uterus 
posteriorly  and  to  the  left. 

Operation  was  performed  one  week  ago.  The  ovarian  artery 
was  tied  upon  the  left  side,  the  anterior  face  of  the  broad  liga- 
ment was  stripped  from  the  tumor,  and  the  tumor  and  uterus 
removed  entire  without  rupture.  Convalescence  has  been  re- 
markably easy. 

II.  PROBABLE  RUPTURED  EXTRAUTERINE  PREGNANCY. 

Pathological  examination. — The  specimens  consist  of  the 
"Uterus,  a  large  hematoma  distending  the  left  tube,  the  right 
tube,  and  both  ovaries. 

Macroscopic  examination. — The  uterus,  amputated  at  the  in- 
ternal OS,  is  considerably  larger  than  normal,  measuring  7.5 
by  7.5  by  5  centimetres  in  its  various  diameters.  It  is  other- 
wise normal.  The  left  tube  is  dilated  into  a  large  sac  measuring 
12.5  by  7.5  by  5.3  centimetres  in  its  various  diameters.  It  con- 
tains on  section  a  large  mass  of  clotted  blood,  and,  in  relation 
with  proximal  end  of  the  tube,  a  circular  area  of  tissue  much  re- 
sembling placenta.  There  are  no  signs  of  chorion  villi.  The 
right  tube  measures  7.5  centimetres  in  length  and  5  centimetres 
in  the  proximal  third  and  1  centimetre  in  the  distal  two-thirds  in 
diameter.  The  abdominal  ostium  is  closed.  The  outer  two- 
thirds  of  the  tube  is  irregularly  distended  and  contains  consid- 
erable blood.  The  left  ovary  is  adherent  to  the  hematoma  wall, 
is  very  large,  measuring  5.3  by  5  centimetres  in  diameter,  and 
the  greater  part  is  dilated  into  a  cyst  containing  blood.  The 
right  ovary  measures  2.7  by  2.2  by  1  centimetre  in  diameter, 
and,  except  for  a  few  adhesions  covering  its  surface,  is  normal. 

Microscopic  examination. — Sections  made  from  the  tissue 
resembling  placenta  showed  it  to  be  composed  of  disintegrated 
blood  clot.-  Sections  made  from  the  hematoma  wall  showed  no 
chorion  villi  and  that  it  was  composed  of  muscle  fibres.  Sec- 
tion through  the  endometrium  showed  slight  hypertrophy,  the 

*  See  original  article,  p.  218. 
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smallest  amount  of  small  round-cell  infiltration,  but  no  charac- 
teristic embryonal  cells. 

III.    SUBMUCOUS    FIBROID    OF    THE    UTERUS. 

This  specimen  was  removed  from  a  middle-aged  woman  who. 
had  suffered  for  many  months  with  very  profuse  metrorrhagia. 
The  operation  was  very  easy,  the  stump  being  treated  intra  peri- 
toneally,  and  convalescence  has  been  uneventful. 

Pathological  examination. — The  specimens  consist  of  a  uterua 
the  size  of  an  adult  head,  and  the  tubes  and  ovaries  from  both 
sides.  The  uterus,  on  section,  is  found  to  contain  a  large  sub- 
mucous fibroid  tumor  filling  up  the  entire  uterine  cavity  and 
showing  signs  of  beginning  fatty  degeneration.  The  uterine 
wall  is  very  edematous  and  hypertrophied,  measuring  3  centi- 
metres in  diameter.  The  tumor  measures  22.5  by  20  by  17.5 
centimetres  in  its  various  diameters.  The  tubes  and  ovaries  are 
macroscopically  normal. 

IV.    BILATERAL    ABSCESS    OF    THE    UTERINE    WALLS. 

The  patient  from  whom  this  specimen  was  removed  gave  the- 
following  history  : 

Mrs.  F.,  22  years  of  age  ;  tailoress  ;  Russian  ;  multipara.  Iler 
present  trouble  followed  the  birth  of  her  child  eight  weeks 
ago.  The  labor  was  difficult,  requiring  a  forceps  operation. 
She  began  to  have  pain,  three  days  after  the  birth,  in  the  lower 
abdomen,  and  since  has  had  fever,  ])articularly  at  night.  On 
admission  to  the  hospital  she  has  complained  of  pain  in  the  left 
iliac  fossa.  During  the  first  three  days  she  was  in  the  hospitat 
her  temperature  ranged  between  102.3°  and  100°  F.,  the  pulse 
between  130  and  100.  During  the  seven  days  prior  to  operation 
the  temperature  remained  at  about  99°,  pulse  86. 

Vaginal  examination. — Vagina  negative;  cervix  lacerated  j. 
the  left  ovarian  region  was  filled  with  a  firm  mass. 

Operation.— ^oWoioxwy.  The  intestines  were  found  generally 
adherent  to  the  fundus  uteri  and  to  the  anterior  and  posterior 
faces  of  the  left  broad  ligament.  They  were  separated  with  dif- 
ficulty, and  it  was  necessary  to  suture  a  rent  in  a  loop  of  small 
intestine.  An  abscess  was  discovered  on  the  right  side  of  the 
uterus  in  the  uterine  wall  immediately  below  the  cornua,  con- 
taining about  one  draohm  of  pus.  A  smaller  al>scess  was  found 
on  the  left  side  of  the  uterus,  communicating  with  an  abscess- 
cavity  of  the  left  broad  ligament.  The  ai)scess  cavity  of  the  left 
broad  ligament  in  turn  communicated  by  an  opening  in  the 
sheath  of  the  left  psoas  muscle  with  the  psoas  muscle.  The 
FalU»])ian  tubes  were  apparently  normal  and  were  in  no  way 
involved  in  the  abscess.  After  the  ut(  rns  and  appendages  had 
been  removed  and  the  greater  portion  of  the  left  broad  ligament 
excised,  it  was  seen  that  pus  was  escaping  from  an  opening  in 
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the  sheath  of  the  left  psoas  muscle.  Pressure  from  above  down- 
ward on  the  psoas  muscle  caused  pus  to  escape  from  this  opening 
in  the  sheath.  About  an  ounce  and  a  half  of  pus  was  pressed 
out  in  this  way.  The  pelvis  was  thoroughly  washed  with  a  solu- 
tion of  1 :  2000  bichloride,  drainage  tube  introduced,  and  the 
abdomen  closed.  The  patient  had  a  very  easy,  uneventful  con- 
valescence. It  is  now  two  weeks  since  the  day  of  operation  ;  the 
incision  is  firmly  closed  and  there  is  no  discharge  whatever  of 
pus  from  the  drainage-tube  tract.  Before  operating  upon  this 
woman  I  had  determined  to  adopt  the  following  procedure :  to 
open  the  abdomen  in  order  to  determine  the  origin  of  the  puru- 
lent collection  in  the  pelvis.  In  case  the  Fallopian  tube  had 
formed  the  focus  of  the  suppuration  I  had  intended  to  remove 
the  tube  and  abscess  cavity  as  completely  as  possible  by  the 
abdomen.  In  case,  however,  I  found  that  the  tubes  were  not 
involved  and  that  the  collection  of  pus  had  originated  in  the 
cellular  tissue  of  the  broad  ligament  and  was  confined  to  this 
structure,  I  had  expected  to  close  the  abdomen  and  to  incise  and 
to  drain  by  the  vagina.  Before  operating  I  had  not  suspected 
the  existence  of  uterine  abscess.  Ilaving,  however,  found  this 
condition,  it  seemed  most  advisable  to  adopt  the  form  of  opera- 
tion which  I  have  described. 

Pathological  examination. — The  specimens  consisted  of  the 
uterus  and  tubes  and  ovaries  from  both  sides.  The  uterus 
measures  8.1  by  7.3  by  3  centimetres  in  its  various  diameters.  The 
mucous  membrane  is  of  normal  thickness,  the  muscular  wall  yel- 
low in  color,  apparently  fatty  degenerated.  On  each  lateral 
wall  below  each  cornu  and  subperitoneal  there  is  part  of  an  ab- 
scess wall  covered  with  a  pseudo-membrane ;  that  of  the  left 
«ide  is  much  larger  and  the  uterine  tissue  is  partially  destroyed. 
The  peritoneal  covering  on  the  anterior  and  posterior  surfaces 
'of  the  uterus  is  normal.  The  left  tube  measures  8  centimetres 
in  length  and  1.3  and  1  centimetre  in  diameter.  The  abdomi- 
nal ostium  is  patent,  the  tube  wall  soft  in  consistence,  the  mus- 
cular wall  considerably  thickened  in  its  proximal  two-thirds  and 
•almost  normal  in  the  distal  third,  and  the  peritoneal  covering  is 
normal ;  the  mesosalpinx  is  of  about  normal  length  but  some- 
what thickened.  The  right  tube  measures  8  centimetres  in 
ilength  and  O.T  and  1  centimetre  in  diameter;  the  tube  wall  is 
not  so  much  hypsrtrophied  as  that  of  the  opposite  side,  the  peri- 
toneal covering  is  normal,  and  the  abdominal  ostium  is  patent; 
the  mesosalpinx  is  very  much  shortened,  thickened,  torn,  and 
covered  with  adhesions  toward  the  uterus.  The  ovaries  measure 
•3.2  by  2  by  1  centimetres  in  their  various  diameters.  They  con- 
-tain  a  few  small  follicular  cysts,  but  are  otherwise  normal.  Dia- 
.gnosis:  chronic  metritis;  bilateral  subperitoneal  abscess  of  the 
uterine  wall  with  pseudo-membrane  formation  ;  subacute  bilate- 
ral salpingitis  with  hypertrophy  of  the  tube  wall  and  without 
«3losure  of    the  abdominal  ostium — evidently  not  the   primary 
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seat  of  infection  ;  and  chronic  follicular  oophoritis.  From  this 
examination  it  appears  evident  that  the  subperitoneal  or  intra- 
ligamentous infection  must  have  taken  place  tlirough  the  uterine 
wall. 

Dr.  Hikst. — I  am  much  interested  in  the  statement  by  Dr. 
Penrose  in  reference  to  pus  running  up  the  psoas  muscle.  This, 
I  think,  is  a  very  rare  occurrence.  1  have  seen  but  one  such 
case  in  which  it  was  possible  to  do  what  Dr.  Penrose  had  in 
mind  to  do — namely,  to  open  the  abdomen  tirst  in  the  median 
line  and  to  examine  the  pelvic  organs  thoroughly;  then,  if  pos- 
sible, to  open  the  abscess  extraperitoneally.  This  was  not  pos- 
sible in  Dr.  Penrose's  case,  and  it  rarely  is  possible.  In  my  case 
I  found  on  opening  the  abdomen  that  the  womb  was  perfectly 
normal,  that  the  tubes  and  ovaries  were  perfectly  healthy,  that 
there  were  no  peritoneal  adhesions  of  any  kind,  but  in  the  right 
broad  ligament  there  was  a  large  collection  of  pus  separating 
the  layers  of  the  ligament,  as  if  it  contained  a  large  intraliga- 
mentary  cyst. 

I  made  an  incision  over  Poupart's  ligament  and  introduced 
ray  finger  up  along  the  psoas  muscle  as  far  as  it  would  reach, 
following  sinuous  tracts  from  which  pus  oozed  as  I  opened  thera 
up,  washed  out  thoroughly,  and  then  examined  the  pelvic  floor 
without  result.  The  abscess  was  high  in  the  pelvis,  mainly  in 
the  false  pelvis.  The  woman  had  had  fever  for  four  months 
after  an  abortion,  and  was  under  the  charge  of  a  homeopath.  I 
was  called  in  one  night  and  operated  the  next  morning. 
Within  twenty-four  hours  she  had  a  normal  temperature,  for  the 
first  time  in  four  months.  The  temperature  has  continued  nor- 
mal for  the  last  two  weeks;  the  cavity  is  discharging  less  and 
less  pus  each  day,  and  I  think  will  soon  close  uj>. 

Tins  case  is  an  illustration  of  the  impossibility,  in  some  in- 
stances, of  evacuating  a  pelvic  abscess  through  a  vaginal  inci- 
sion. I  could  not  have  reached  the  whole  collection  of  pus, 
although  I  might  possibly  have  tapped  the  lower  portion  of 
the  al)scess  through  the  vagina.  Vaginal  incision,  therefore, 
would  have  been  (juite  useless.  The  proper  rule  of  practice  in 
these  cases  is  to  do  what  Dr.  Penrose  did — investigate  the  con- 
dition of  the  abdominal  cavity  thoronghly  through  a  median 
incision,  and  be  guided  as  to  what  is  to  be  done  subsefjuently  by 
what  is  found  in  the  intra-abdominal  investigation. 

I  made  one  little  error  in  technirpie  to  which  I  wish  to  call 
your  attention.  I  made  an  incision  above  Poupart's  ligament 
before  closing  up  the  central  abdominal  incision.  I  felt  ])rctty 
certain  I  was  pursuing  the  right  course,  but  1  had  not  sufficiently 
the  courage  of  my  convictions  to  shut  up  the  median  abdominal 
wound  and  to  seal  it  with  collodion  before  incising  the  abscess. 
I  simj)ly  jiaoked  the  median  wound  with  gauze  and  |)rotected  it 
with  j)ad8,  then  made  an  ojK'tiing  over  Poupart's  ligament  with 
the  idea  of  using  the  central  abdominal  wound  to  evacuate  tha- 
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abscess  cavity  if  I  failed  to  reach  it  through  the  extraperitoneal 
incision.  This  was  not  necessary.  I  burrowed  about  with  my 
fingers  in  tlie  abscess  cavity,  and  although  I  cleansed  my  hands, 
as  I  thought,  thoroughly,  1  infected  the  median  wound  in  sewing 
it  up  afterward.  This  is  the  first  time  since  I  have  been  using 
the  method  introduced  in  this  city  by  Dr.  Penrose  that  I  have 
had  trouble  with  an  infection  of  the  wound.  Although  this 
was  not  a  serious  accident,  resulting  merely  in  some  suppuration 
and  a  little  gaping  of  the  skin  wound,  I  call  your  attention  to  it, 
because  it  is  one  which  can  readily  be  avoided. 

I  should  have  shut  up  the  first  wound,  sealed  it  up,  and  then 
proceeded  to  evacuate  the  pus  cavity;  or,  in  case  it  would  be 
advisable  to  leave  the  first  wound  open,  I  should  on  another  oc- 
casion have  some  one  who  had  not  put  his  fingers  in  the  pus 
cavity  sew  up  the  median  abdominal  wound. 

Dr.  Shoemaker. — These  cases  are  interesting  as  showing  that 
the  psoas  muscle  can  be  infected  from  within  the  abdominal 
cavity.  I  have  seen  one  case  in  which  this  occurred  and  in 
which  removal  of  the  pus  focus  and  thorough  drainage  was  suf- 
ficient to  cure  the  case  ;  but  of  course  it  is  a  method  of  proce- 
dure in  the  treatment  of  psoas  abscess  which  would  require 
great  caution,  and  it  is  worth  while  to  call  attention  to  the  fact 
that  psoas  abscess  ordinarily  has  a  focus  of  bone  erosion  along 
the  spinal  column,  and  that  the  drainage  of  such  an  abscess 
would  be  likely  to  be  disastrous  if  conducted  through  the  abdo- 
men. Of  course  in  a  case  of  that  kind  it  would  be  better  to 
make  posterior  incision  in  the  groin  and  drain  from  the  groin  to 
back  of  the  trunk. 

CONGENITAL   DEFOKMITT    OF    THE    FALLOPIAN    TUBE. 

Dr.  Penrose. — The  specimen  which  I  present,  with  an  illus- 
tration made  for  me  by  Dr.  Beyea,  shows  what  I  think  to  be  a 
congenital  deformity  of  the  Fallopian  tube.  I  found  this  con- 
dition in  a  woman  upon  whom  I  performed  the  operation  of  ab- 
dominal hysterectomy  for  malignant  disease  of  the  fundus  uteri. 
It  was  discovered  after  the  uterus  had  been  removed.  There 
were  no  inflammatory  adhesions  and  no  sign  whatever  of  any 
periuterine  trouble. 

The  specimen  consisted  of  the  uterus  and  Fallopian  tubes  and 
ovaries  from  both  sides. 

MacToscoyical  examination.  Left  side. — The  tube  measures 
10  centimetres  in  length  and  0.6  and  0.8  centimetre  in  its  various 
diameters.  The  abdominal  ostium  is  patent,  the  peritoneal 
covering  appears  perfectly  normal,  and  no  sign  of  salpingitis  or 
perisalpingitis  can  be  detected  macroscopically.  At  a  distance 
of  5  centimetres  from  the  abdominal  ostium  and  3.8  centimetres 
from  the  uterus  ostium  the  tube  ends  abruptly  and  the  interven- 
ing space  is  composed  of  what  seems  to  be  apparently  normal 
peritoneum.     A  straw  introduced  from  the  abdominal   ostium 
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at  uterus  shows  the  tube  canal  patent  but  ending  at  the  defor- 
mity. There  is  a  hydatid  of  Morgagni  attached  to  the  fimbri- 
ated extremity.  Between  the  peritoneal  layers,  at  the  deformity 
in  relation  with  the  distal  end  of  the  tube,  there  is  the  slightest 
effusion  of  blood.  There  are  no  signs  of  traumatism.  The 
mesosalpinx  is  perfectly  normal  in  length  and  thickness  and 
shows  a  normal  parovarium.  Right  side. — The  tube  measures 
11  centimetres  in  length  and  O.G  and  0.8  centimetre  in  its  various 
diameters.  The  abdominal  ostium  is  patent  and  it  appears  nor- 
mal in  every  respect.  The  mesosalpinx  is  normal.  The  ovaries 
are  the  seat  of  a  marked  hydrops  folliculi,  the  result  of  chronic 
congestion,  as  there  are  no  signs  of  perioophoritis.  They  are  of 
about  normal  size,  measuring  3.6  by  2.5  by  1.1  centimetres  in 
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their  Various  dia;n  iters.  The  uterus  is  8.S  centimetres  in  lenjjth, 
7.5  centimetres  in  width  at  the  fnndus,  and  5  centimetres  in 
thickness.  It  was  removed  complete  because  of  the  suspicion  of 
carcinoma.  The  cervix  was  very  hard  butn  )t  nodular.  Tiie  en- 
dometrium is  inirkedly  hyp3rtrophied,  measuring  0.6  centime- 
tre in  tliickness;  its  surface  is  somewliat  more  nodular  than  nor- 
mal. There  is  a  slight  effusion  of  blood  over  its  surface.  The 
muscuhir  wall  is  yellow  in  color  and  appears  to  be  fatty  degene- 
rated. 

Diagnons. — Congenital  malformation  of  the  left  Fallopian 
tube;  normil  right  tube;  hydrops  folliculi  of  both  ovaries;  and 
enlarged  uterus,  apparently  normal  except  that  the  endome- 
trium  is   very  much  hypertrophied.     The  fact  that  both  tubes 
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were  of  approximately  the  same  diameter  and  length,  that  there 
were  no  signs  or  the  least  suspicion  of  inflammatW  change  in 
uterus  with  either  tube,  seems  sufficient  evidence  that  the  de- 
scribed condition  of  the  left  tube  is  a  congenital  malformation. 
Dr.  Edwa.rd  p.  Davis  presented 

A    UTERUS    AND    A    FIBROID    POLYP 

from  a  case  whose  history  is  as  follows :  The  patient,  aged  48 
years,  had  suffered  for  several  years  with  irregular  hemorrhage, 
bhe  had  been   under  the  treatment  of  a  homeopathist,  who  in- 
lormed  her  that  her  case  was  beyond  medicine.    She  had  also  been 
■treated  by  the   administration,  probably,  of  ergot.     Although 
she  had  visited  several  clinics,  there  is  no  history  that  a  positive 
diagnosis  had  been  made  or  that  an  attempt  at  removal  had  been 
suggested.     During  the  month  of  March  last  she  was  seized 
with  sudden  hemorrhage  and  pain  during  the  night.     She  sum- 
moned a  physician  in  the  neighborhood,  who  found  her  exsan- 
guinated, the   polyp  expelled  from  the  uterus  and  protruding 
Irom   the   patient's  vulva.     After  unsuccessful  attempts  to  re- 
place the  polyp  the  attending  physician  sought  counsel  in  the 
.case.     I  instructed  him  to  take   the  patient  to  the  Polvclinic 
where   I   saw    her   a   few   hours   later.     She   was   exceedingly 
blanched,  conscious,  but  profoundly  anemic  and  shocked.     The 
stalk  of  the  polyp  was  as  large  as  a  finger  and   verv  readily 
ligated    and   severed.     The    uterus   was    thoroughly  "douched 
packed   with  iodoform  gauze,  and  carried  up  into  the  pelvis' 
Under  vigorous  stimulation  and  transfusion  the  patient  survived 
lor  several  hours,  perishing  of  heart  failure  in  the  early  evening 
On  examining  the  uterus  the  site  of  attachment  of  the  stalk 
ot  the  polyp  will  be  observed  at  an  area  where  the  endometrium 
IS  in  a  condition   of  granular  degeneration   or  necrosis      The 
hemorrhages  had  come  from   this  site,  as  several  sinuses  in  the 
uterus  communicate  directly  with  this  area.     The  case  is  an  in- 
teresting illustration  of  the  fact  that  a  patient  having  a  curable 
disease  may  go  for  several  years  without  accurate  diagnosis  or 
-treatment  and  ultimately  perish  from  the  disorder 
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Meeting  of  Ajpril  \Uh,  1895  {continued). 
Dr.  W.  Travis  Gibb  read  a  paper  entitled 

UTERINE   DILATATION    FOR    STERILITY,    WITH    REPORT   OF    CASES.' 

^•w^:-"^'  ^'  ^^KK^Y  -^aid  that  for  a  long  time  he  had  practised 

dilatation  and  curettage  for  the   relief   of  sterility,  and   with 

'  See  original  article,  p.  251, 
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success.  Caution  must  be  observed,  where  there  was  tenderness 
and  enlargement  of  the  tubes,  to  hold  the  uterus  steady,  lest  the 
tubes  should  break  and  pus  infect  the  peritoneum.  He  had 
found  the  curettage  fully  as  well  done  with  the  blunt  as  with 
the  sharp  curette.  In  the  majority  of  cases  he  had  not  packed 
the  uterus  at  all,  but  allowed  it  to  drain  without  any  gauze. 
Indeed,  he  had  seen  the  best  results  follow  this  course.  Very 
frequently  the  menstrual  period  following  the  curettage  was 
irregular  in  its  oncome,  and  there  might  be  some  tenderness  at 
the  side  of  the  uterus  with  no  rise  of  temperature  or  sepsis. 

Within  the  last  three  or  four  years  Dr.  Murray  had  had  a  good 
deal  of  success  in  treating  cases  of  sterility  of  the  kind  under 
discussion  without  the  curette,  but  by  the  introduction  of  the 
electrode  into  the  uterus,  tirst  the  positive,  later  the  negative 
pole.  This  enabled  him  to  pass  the  sound  without  cocaine  and 
without  causing  pain.  He  could  recall  five  patients  whom  he 
had  confined  within  three  years  after  having  undergone  treat- 
ment by  the  electro-sound  for  sterility,  judging  that  there  was- 
real  sterility  because  no  child  had  been  born  for  three  or  four 
years. 

Dr.  Cleveland  said  the  paper  gave  him  opportunity  to  again 
refer  to  packing  the  uterus  with  gauze.  Formerly  he  had  been 
in  the  habit  of  using  divulsion  of  the  uterus  in  the  way  described 
by  Dr.  Gibb  for  the  cure  of  sterility,  and  also  for  the  cure  of 
dysmenorrhea,  but  he  had  later  discontinued  it  for  a  number  of 
reasons.  One  reason  was  that  there  was  in  almost  every  case  an 
elevation  of  temperature,  101°  to  101.5  +  °,  and  excessive  pain 
for  twenty-four  or  forty-eight  hours,  which  gave  him  some 
anxiety.  In  a  number  of  cases  he  had  allowed  the  gauze  pack- 
ing to  remain  in,  following  the  teaching  of  men  of  exj)erience  at 
that  time,  and  quieted  the  pain  with  an  anodyne.  But  he  after- 
ward gave  up  this  practice  and  resorted  to  the  operation  whicli 
bore  the  name  of  Dudley  of  Chicago.  He  liad  found  this  suffi- 
cient for  the  cure  of  these  patients.  As  claimed  for  it  by  Dr. 
Dudley,  it  certainly  did  straighten  the  uterine  canal,  although 
there  might  be  some  question  whether  it  really  relieved  the  ante- 
flexion. The  advantage  over  divulsion  was  that  there  was  no 
danger  of  recurrence  of  stenosis.  He  had  performed  the  Dudley 
operation  prol)ably  seventy  times  at  least,  and  the  majority  of 
the  cases  had  done  well.  Relief  of  dysmenorrhea  had  been 
marked,  and  in  quite  a  number  of  cases  where  sterility  liad  ex- 
isted conception  had  followed  the  operation. 

Dr.  J.  Riddle  Goffe  thought  the  paper  was  extremely  valu- 
able, especially  in  that  it  again  called  attention  to  the  fact  that 
dysmenorrhea  and  sterility  in  this  class  of  cases  were  due  to  lack 
of  development — to  what  is  called  an  infantile  uterus.  The 
more  he  had  studied  this  class  of  cases  the  more  strongly  had  he 
become  convinced  that  the  solution  of  the  difficulty  lay  in  a 
correct  appreciation  of  its  etiology,  and  that  the  treatment,  in 
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order  to  be  at  all  efficient,  must  extend  over  a  considerable 
period  of  time  and  must  be  directed  along  the  lines  that  stimulate 
the  development  of  the  uterus.-  He  did  not  think  one  should 
tear  the  cervix  open  by  violent  dilatation.  The  treatment  should 
rather  be  gradual,  and  it  was  his  custom,  when  such  patients- 
presented  themselves,  to  tell  them  that  there  was  no  use  com- 
mencing treatment  unless  they  were  willing  to  have  it  continued 
at  least  three  months.  He  then  began  with  gradual  dilatation,, 
not  with  the  sound,  but  with  the  steel  expanders.  He  first  used 
Wylie's,  carrying  the  dilatation  out  in  his  office  to  the  extent 
which  the  patient  could  stand  without  much  discomfort.  This- 
was  done  once  a  week,  the  patient  returning  again  the  same  week 
for  the  insertion  of  a  cotton  tampon.  In  some  cases  in  which 
the  disease  had  existed  a  long  time  and  the  endometrium  was 
markedly  involved  he  advised  thorough  curettage.  In  such 
cases  he  carried  out  the  treatment  which  had  been  described  by 
Dr.  Polk,  of  dilatation,  thorough  curettage,  and  packing  with 
gauze.  He  might  add  that  he  was  still  a  believer  in  the  gauze 
drain.  Cases  packed  with  gauze  gave  drainage  sufficient  not 
alone  to  moisten  and  saturate  the  gauze  within  the  vagina,  but 
also  the  external  dressings,  making  it  necessary  to  change  them 
usually  within  twenty-four  hours.  In  order  to  secure  sufficient 
drainage  the  gauze,  in  its  course  through  the  cervical  canal, 
should  be  of  one  continuous  strip,  and  the  pnclcing  should  be 
done  in  the  uterus,  not  in  the  cervix.  He  had  seen  cases  in 
which  the  drainage  had  been  entirely  checked  by  tightly  packing 
the  cervix.  The  packing  was  not  only  in  the  body  of  the  ute- 
rus, but  also  in  the  cervix,  and  was  placed  so  tightly  in  the  latter 
locality  that  nothing  could  get  through.  He  believed  that  under 
these  circumstances  the  gauze  in  the  uterus  became  thoroughly 
saturated,  the  uterus  underwent  a  certain  amount  of  relaxation 
and  dilatation,  and  when  the  gauze  was  removed  several  drachms 
of  fluid  escaped  which  had  been  dammed  back  in  the  uterus. 

In  addition  to  securing  drainage,  gauze  was  useful,  he  thought, 
as  a  stimulant,  producing  growth  in  and  tending  to  straighten 
the  uterus.  In  other  words,  the  gymnastics  which  the  uterus 
got  in  trying  to  empty  itself  of  the  gauze  was  a  large  factor  in 
the  treatment.  He  wanted  his  patients  to  have  some  pains,  some 
uterine  cramps.  He  wanted  the  uterus  to  be  stimulated  and  to 
contract.  He  told  his  patients  this  in  advance,  for  he  believed 
that  a  large  part  of  the  beneficial  effect  derived  from  the  treat- 
ment came  from  the  gymnastic  exercises,  which  tended  to  im- 
prove the  circulation  and  to  strengthen  the  muscular  structure 
of  the  organ. 

Dr.  H.  L.  Collyek  said  the  subject  was  of  great  interest  to 
him  because  it  had  led  him  to  make  a  number  of  experiments. 
Among  the  Hebrews,  especially  among  Polish  Jewesses,  there 
was  frequently  more  or  less  lack  of  development  of  the  uterus.. 
But  there  was  also  an  element  which  must  be  taken  into  consid- 
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oration  in  the  cause  of  sterility  in  some  cases — namely,  impotence 
on  the  part  of  the  husband.  He  had  found  about  ten  per  cent 
of  the  husbands  of  women  who  were  sterile  either  totally  impo- 
tent or  partially  so.  Where  the  impotency  was  not  complete 
on  the  part  of  the  husband  he  might  impregnate  his  wife  after 
a  period  of  rest  secured  by  a  visit  of  the  one  or  the  other 
abroad. 

Dr.  Collyer  thought  that  dilatation,  when  done  carelessly,  was 
more  likely  to  result  in  harm  than  in  good.  For  instance,  when 
performed  in  the  doctor's  office  or  at  the  clinic  it  was  attended 
with  a  great  deal  of  danger,  especially  in  cases  where  there  M^as 
a  tendency  to  granular  indammation.  Moreover,  in  clinics 
instruments  were  not  always  sterile  and  were  likely  to  carry 
infection. 

There  were  many  cases  in  which  the  simple  passage  of  a  sound 
was  sufficient  to  set  up  a  salpingitis  which  it  would  take  the 
patient  months  to  recover  from. 

Regarding  the  introduction  of  iodoform  gauze  after  dilatation 
or  divulsion,  he  believed  Dr.  Polk  was  the  tirst  to  read  a  paper 
on  the  subject,  and  had  recommended  leaving  it  in  a  week  until 
it  was  expelled.  These  cases  frequently  had  rise  of  temperature 
to  about  101°  F.,  which  was  due,  in  Dr.  Collyer's  opinion,  to 
absorption.  He  therefore  thought  it  was  a  great  deal  better 
to  remove  the  gauze  twenty-four  or  thirty-six  hours  after  its 
insertion,  for  during  that  time  one  had  obtained  all  that  he  de- 
sired from  it  as  to  drainage,  and  by  removing  it  he  avoided 
decomposition,  absorption,  and  rise  of  temperature.  He  ap- 
proved of  divulsion  for  the  cure  of  sterility  and  dysmenorrhea, 
but  he  believed  a  great  many  women  were  subjected  to  this 
operation  when  there  was  little  or  no  necessity  for  it.  Dilata- 
tion would  relieve  dysmenorrhea,  but  it  would  not  always  relieve 
sterility.  Only  a  few  days  ago  he  had  again  seen  a  woman  who 
had  visited  ditferent  clinics  in  this  country  and  in  Europe,  and 
had  been  told  that  she  could  never  bear  children  and  would 
have  to  have  the  tubes  and  ovaries  removed.  There  was  a 
retrod isplacement  and  cervical  contraction.  He  did  not  ope- 
rate, yet  the  woman  was  now  several  weeks  pregnant.  Dr, 
Collyer  believed  that  in  many  cases  of  sterility  apparently  cured 
by  operation  the  cure  was  really  due  to  the  rest  given  the  hus- 
band, enabling  his  generative  organs  to  secrete  spermatozoa  with 
which  to  impregnate  liis  wife  after  the  period  of  enforced  con- 
tinence. 

Dk.  Egbert  H.  Grandin  said  he  would  be  inclined  to  look  at 
this  sul)ject  from  a  somewhat  different  stan(i])uint  from  that  of 
some  of  the  gentlemen  who  had  spoken.  In  the  tirst  place,  he 
did  not  think  sterility  was  often  due  to  imperfect  development 
of  the  uterus,  as  one  of  the  previous  speakers  had  seemed  to 
consider  it,  for  the  reason  that  women  who  had  come  under  his 
•observation  complaining  of  absolute  sterility  as  a  rule  menstru- 
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ated  regularly.  That  was  to  say,  they  had  well-developed  tubes- 
and  ovaries,  and  in  such  cases  it  would  be  rather  exceptional  to 
lind  the  uterus  undeveloped.  Neither  did  he  think  that  flexion 
of  the  uterus  had  anything  to  do  with  sterility.  It  was  some- 
thing which  lay  behind  flexion  which  caused  the  woman  to  be- 
sterile.  We  knew  how  readily  spermatozoa  would  get  through 
the  minutest  orifice  when  women  did  not  want  spermatozoa  to- 
get  there,  and  it  was  hardly  likely  that  these  little  bodies  would 
fail  to  get  by  a  flexion  unless  the  flexion  was  associated  with  a 
pathological  factor  at  the  internal  os  or  above  it.  Id  other- 
words,  in  his  opinion  sterility  was  dependent  upon  defective 
drainage  and  its  sequel,  endometritis,  and  nothing  else,  when  the 
tubes  and  ovaries  were  in  a  healthy  state.  Therefore,  again  in^ 
his  opinion,  gradual  dilatation  was  not  apt  to  prove  effective  ex- 
cept in  cases  where  there  existed  a  very  light  grade  of  endome- 
tritis, or  rather  a  pent-up  secretion  instead  of  an  endometritis.- 
As  a  rule  thorough  dilatation  associated  with  thorough  curet- 
ting, followed  by  renewal  of  a  healthy  endometrium,  was  a  sine- 
qua  non  to  the  securing  of  conception  in  these  cases. 

Dr.  Grandin  said  he  believed  that  many  women  did  not  con- 
ceive because  they  miscarried.  Paradoxical  as  this  might  seemy. 
it  was  in  a  sense  true.  Many  women  did  conceive,  but,  the  endo- 
metrium being  in  an  unhealthy  state,  the  ovum  was  shed  at  the 
next  menstrual  period.  It  did  not  have  the  proper  place  in 
which  to  develop. 

The  treatment,  then,  which  he  set  for  himself  in  these  cases 
was,  under  anesthesia,  thorough  divnlsion,  thorough  paralyzing 
of  the  muscles  at  the  level  of  the  internal  os,  thorough  removal' 
of  the  diseased  endometrium — such  steps  as  would  allow  a- 
healthy  endometrium  to  form.  He  did  like  the  gauze  packing,, 
not  because  it  was  a  good  drain,  for  he  was  inclined  to  think  that 
after  the  lapse  of  thirty- six  hours  it  ceased  to  be  a  drain.  He 
believed  that  during  the  first  thirty-six  hours  it  did  drain,  for- 
the  simple  reason  that  he  must  believe  the  evidence  of  his  senses  .- 
he  saw  it  drain.  But  after  that  time  it  ceased  to  drain,  and 
one  was  apt  to  get  temperature  which  was  due  to  absorption.. 
He  used  the  packing,  then,  not  as  a  drain,  but  in  order  to  main- 
tain the  paralysis  of  the  muscle  at  the  internal  os,  in  order  to 
keep  the  os  open  a  certain  length  of  time;  he  took  it  out  at  the 
end  of  thirty-six  or  forty-eight  hours  and  put  it  in  again,  re- 
peating it  as  often  as  necessary.  The  point  was  to  keep  the  ute- 
rine canal  widely  open  during  the  intermenstrual  period.  At 
the  same  time  new  membrane  was  forming,  and  if  the  ovum 
became  impregnated  it  had  a  proper  soil  in  which  to  develop. 

Dr.  Grandin  said  he  would  not  use  stems,  whether  hollow  op 
grooved.  They  became  blocked  and  ceased  to  drain  ;  they  acted 
as  irritants  and  set  up  endometritis.  They  caused  the  very  con- 
dition which  we  were  aiming  to  cure. 

Dr.  Geo.  T.  Harrison  had  arrived  too  late  to  hear  the  reading 
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of  tlie  paper,  but  he  had  been  much  interested  in  the  discussion, 
especially  in  Dr.  Cleveland's  success  with  the  Dudley  operation. 
He  must  confess  that  he  had  not  looked  for  any  ijreat  results 
from  that  procedure  when  Dr.  Dudley  first  read  his  paper,  for 
the  simple  reason  that  he  regarded  anteflexion  as  a  normal  con- 
dition. It  was  only  when  the  angle  of  flexion  had  become  flxed 
by  an  inflammation — whether  by  parametritis,  metritis,  or  peri- 
metritis did  not  matter — that  the  condition  became  pathological 
and  caused  symptoms.  He  agreed  heartily  with  Dr.  Grandin 
that  it  was  the  associated  inflammation  which  produced  dysmen- 
orrhea. 

But  he  would  extend  the  cause  not  only  to  inflammation  in 
the  endometrium,  but  also  in  the  surrounding  tissue.  But,  as 
modern  therapeutists  had  shown,  the  surrounding  inflammation 
could  be  modi  fled  by  treatment  directed  alone  to  the  endo- 
metrium, and  he  had,  therefore,  practised  the  method  described 
by  Dr.  (xrandin.  In  dilating  he  did  not  use  instruments  with 
blades,  since  the  force  came  only  upon  two  points,  but  preferred 
uniform  dilatation  with  steel  bougies  which  touched  the  entire 
perimeter.  He  still  adhered  to  the  belief  of  the  advantage  of 
gauze  packing,  although  he  had  previously  obtained  as  good 
results  by  irrigation  of  the  uterus  every  day  with  carbolic  acid 
solution. 

Dk.  a.  H.  Goklet  disagreed  with  Dr.  Grandin  with  regard  to 
the  use  of  the  stem.  He  thought  it  particularly  useful  in  retro- 
flexion as  well  as  in  anteflexion,  and  served  a  double  purpose — 
namely,  as  a  drain  and  also  as  a  spiint  to  keep  the  uterine  body 
straight — and  if  used  properly  as  a  drain,  or  as  one  would  use 
gauze,  while  the  patient  remained  in  bed,  and  it  was  removed, 
cleansed,  and  replaced  every  day  and  the  cavity  irrigated,  drain- 
age would,  in  his  opinion,  be  better  than  from  gauze.  The 
ditRculty  experienced  by  most  men  in  the  use  of  the  stem  had 
probably  been  due  to  introducing  it  and  leaving  it  without  any 
support.  By  introducing  gauze  packing  into  the  vagina  the 
stem  was  supported  and  drainage  by  cajMllary  action  was  favored. 
He  regarded  gauze  packing  as  very  im[)ortant  in  the  treatment 
of  endometritis,  which,  with  salpingitis,  was  to  be  regarded  as 
one  of  the  most  proliflc  causes  of  sterility.  But  gauze  packing 
employed  in  the  ordinary  manner  frequently  did  more  harm 
than  good.  It  ought  to  be  changed  every  twenty-four  hours, 
and  the  cavity  ought  to  be  irrigated  before  replacing  it  (the 
gauze).  He  believed  the  usual  custom  was  to  let  the  patient 
alone  after  ceasing  the  use  of  the  gauze,  or  after  al)out  a  week, 
with  the  idea  that  the  uterine  canal  would  remain  sutflciently 
patulous  for  continued  drainage.  This  was  a  mistake,  for  on 
examining  the  uterine  cavity  after  a  week  one  would  find  that 
it  contained  considerable  mucous  secretion,  which  was  retained 
and  gave  rise  to  irritation.  The??e  patients  freijuently  complain 
of  soreness  for  weeks  or  months  afterward.  He  thought  the 
operation  and  subsequent  gauze  packing  should  be  looked  upon 


NEW    YOKK    OBSTETRICAL    SOCIETY.  303 

as  only  a  preliminary  step  in  the  treatment.  The  uterine  canal 
should  be  kept  patulous  and  the  cavity  clean  afterward,  following 
out  the  ordinary  principles  of  surgery.  Frequently  patients  had 
come  to  his  ofiice  after  the  operation  complaining  of  bearing- 
down  pain  and  soreness,  which  were  produced  by  retained  secre- 
tions within  the  uterus.  The  soreness  and  pain  would  be  relieved 
in  every  instance  by  washing  out  the  uterine  cavity. 

The  President,  Dr.  Bache  Emmet,  said  he  had  not  employed 
the  severer  methods  which  had  been  described  for  the  cure  of 
sterility,  and  he  had  used  the  dilator  simply  to  overcome  the 
"  pinhole  "  os.  Sterility  had  disappeared  in  his  experience  under 
different  modes  of  treatment,  including  simply  keeping  the 
uterine  cavity  clean  until  the  patient  had  passed"  her  menstrual 
period,  and  also  the  passage  of  a  galvanic  current  of  moderate 
intensity  by  means  of  the  negative  electrode  within  the  cervical 
canal.  In  former  years  he  had  also  depended  upon  the  posterior 
section  of  Sims  and  had  obtained  good  results,  but  the  milder 
rational  means  generally  sufficed. 

Dr.  Gibb  made  some  concluding  remarks.  With  regard  to 
Dr.  Murray's  statement  about  tenderness  after  operation,  it  had 
not  been  his  own  experience  that  there  had  been  much  tender- 
ness. As  to  operating  when  salpingitis  was  present,  he  had 
never  operated  when  he  thought  the  tubes  were  filled  with  any 
kind  of  material.  He  had  had  excellent  success  with  the  gauze 
drain,  and  had  not  seen  any  rise  of  temperature  except  in  one 
or  two  instances.  To  renew  the  gauze  drain  as  often  as  some 
of  the  speakers  had  advocated  would  only  serve  to  increase  the 
chances  of  infection.  He  had  done  Dudley's  operation  several 
times,  but  it  seemed  to  him  only  to  add  a  laceration  while  it 
did  not  fulfil  the  conditions  as  well  as  divulsion.  He  had  not 
found  the  use  of  instruments  in  his  office  produce  any  bad  ef- 
fects, for  the  reason  that  he  had  always  taken  great  precautions 
with  antisepsis.  He  did  not  do  dilatation  at  all  in  dispensary 
work,  for  it  was  hardly  possible  to  keep  instruments  sterile  at 
such  places. 

,    A  paper  on 

VAGINAL  DRAINAGE  IN  ABDOMINAL  SECTION,' 

presented  by  Dr.  George  H.  Mallett,  was  read  by  title  and 
referred  to  the  Transactions. 


Stated  Meeting,  May  1th,  1895. 

The  President,  Bache  McE.  Emmet,  M.D.,  in  the  Chair. 

Dr.  Egbert  H.  Grandin  presented  specimens  from  a  case  of 

general  purulent  peritonitis 

which  he  had  seen  in  consultation  forty-eight  hours  after  a  col- 

'  See  original  article,  p.  184. 
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league  bad  curetted  for  dysmenorrhea.  The  source  of  the  peri- 
tonitis would  seem  to  have  been  the  rupture  of  an  ovarian  ab- 
scess. At  any  rate,  on  abdominal  section,  after  the  cavity  had 
been  washed  clear  of  pus,  he  had  found  a  hole  in  the  left  ovary 
exuding  pus,  and  the  tubes  intact,  although  the  left,  as  could 
still  be  seen,  contained  pus.  He  was  informed  that  the  opera- 
tion of  curetting  had  been  performed  under  absolute  aseptic 
precautions  and  for  the  twenty-four  hours  following  there  had 
been  no  untoward  symptoms.  Thereafter,  however,  the  pulse 
had  increased  in  frequency  and  the  patient  complained  of  con- 
siderable abdominal  pain.  He  had  carefully  explored  the  ute- 
rus and  had  found  it  clean,  there  was  no  evidence  of  trouble 
in  the  lesser  pelvis,  and  on  seeing  the  patient  again  and  linding 
the  pulse  rate  high,  130,  and  the  temperature  low^,  101°,  and  ab- 
solute paresis  of  the  intestinal  tract  with  beginning  tympanites,, 
he  had  counselled  immediate  abdominal  section.  Dr.  R.  A. 
Murray  had  concurred  in  this  opinion  and  an  immediate  section 
was  resorted  to.  On  opening  the  cavity  the  pus  welled  out 
from  every  portion  ;  the  intestines  were  coated  with  Hakes  of 
lymph.  After  washing  out  the  cavity  the  appendages  were 
tied  off,  and,  as  the  woman's  condition  was  exceedingly  critical, 
hot  salt  water  was  poured  in  and  the  cavity  was  closed  after 
gauze  had  been  packed  behind  the  uterus.  The  woman  lived 
for  fourteen  hours  and  then  succumbed  to  the  effects  of  the  gen- 
eral sepsis. 

This  was  the  most  rapidly  fatal  case  of  sepsis  following  ope- 
rative manipulations  of  a  minor  type  which  Dr.  Grandin  had 
ever  seen.  He  questioned  if  the  operation  j9<?r  se  had  anything 
to  do  with  the  result,  but  rather  believed  that  this  abscess  rup- 
tured spontaneously,  since  there  were  no  untoward  symptoms 
until  twenty-four  hours  after  the  curetting.  The  case  proved 
the  exceeding  virulence  of  the  pus  from  an  ovarian  abscess,  and 
it  also  proved  what  he  had  often  contended,  that  cases  of  general 
purulent  peritonitis  died  no  matter  what  the  remedial  measure 
resorted  to.  It  would  have  been  an  absolute  impossibility  for 
this  woman  to  have  recovered  under  the  o})ium  treatment  or  the 
saline  treatment,  and  the  abdominal-section  treatment  simply 
resulted  in  enabling  him  to  clear  the  peritoneal  cavity  of  pus  as 
far  as  tliis  was  at  all  possible.  Nevertheless  he  still  contended, 
as  he  had  repeatedly  done  in  the  past,  for  early  abdominal  sec- 
tion in  cases  of  peritonitis  of  a  septic  tyi)e,  for  the  reason,  as  he 
had  often  maintained  in  the  past,  tliat  wliilst  the  symptoms  might 
be  most  aggravated,  the  condition  on  suction  might  be  found 
localized  and  the  woman  would  have  a  great  chance  of  recovery. 
This  was  the  sixth  case  of  general  ])urulent  peritonitis  on  which 
he  had  operated  and  they  had  all  died,  whilst  <»f  his  numerous 
cases  where  he  had  opened  and  found  local  peritoniti.»  all  had 
recovered. 

A  point  about  this  case  and  similar  ones  on  which  he  desired 
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to  dwell,  and  the  point  which  he  found  it  most  difficult  to  im- 
press on  those  whom  he  taught  and  met  in  consultation,  was  the 
^rave  condition  present  in  the  absence  of  specially  urgent  symp- 
toms. But  the  rapidity  of  the  pulse,  the  low  temperature,  the 
practically  tiat  belly  meant  deep  septic  infection  and  called  for 
operative  interference  more  urgently  than  the  high  temperature 
^nd  the  relatively  low  pulse  rate.  He  had  noted  the  same  fact 
•in  the  most  grave  cases  of  appendicitis  he  had  operated  upon, 
and  yet  usually  found  it  very  difficult  to  convince  the  family 
physician  of  the  gravity  of  the  case  owing  to  practical  absence 
of  temperature.  In  septic  cases  it  is  the  pulse  which  teaches 
'the  lesson,  and  not  the  temperature.  In  these  cases  it  would  be 
well  for  the  woman  if  the  temperature  were  not  taken,  for  then 
the  fears  of  many  would  not  be  quieted  by  absence  of  fever  and 
operation  would  be  resorted  to  earlier — the  most  important  thing 
•of  all  in  order  to  save  these  cases,  if  they  could  be  saved  at  all. 

Dr.  H,  L,  Collyer  said  he  did  not  doubt  the  diagnostic 
ability  of  the  first  operator  in  this  case,  but  the  case  showed  how 
■careful  even  the  specialist,  much  more  the  general  practitioner, 
should  be  to  arrive  at  an  accurate  diagnosis  regarding  complica- 
tions affecting  the  tubes  and  ovaries.  He  thought  careful  pal- 
pation under  anesthesia  would  have  revealed  the  enlargement 
present  in  this  case  probably  to  the  size  of  an  egg,  and  thus  the 
•fatal  end  might  possibly  have  been  av^oided.  He  believed  that 
curettage  and  minor  operations  were  often  done  where  the  opera- 
tor had  little  idea  of  the  exact  condition  of  things,  and  the  case 
related  showed  how  careful  a  man  should  be  in  arriving  at  a 
-diagnosis  before  carrying  out  even  as  simple  a  procedure  as  cu- 
rettage. 

Dr.  a.  F.  Currier  thought  that  all  must  agree  with  Dr. 
'Orandin  that  most  of  these  unfortunate  cases  died  in  which  sep- 
sis was  pronounced  and  peritonitis  diffuse,  and  it  had  been  a 
'question  with  him  for  some  time  whether  they  should  be  con- 
sidered operable.  Dr.  Grandin  had  said  that  to  save  a  patient 
Ijy  operation  it  would  be  necessary  to  operate  early.  It  was  dif- 
ficult to  decide,  however,  when  early  enough  is.  The  apparent 
■lesions  were  certainly  not  extensive  enough  in  the  beginning  to 
determine  that  so  serious  a  condition  existed,  and  it  made  little 
difference  what  was  done  by  the  time  the  case  was  seen,  as  a 
■rule,  by  the  specialist,  for  the  result  would  almost  certainly  be 
fatal.  He  supposed  that  in  the  case  reported  sepsis  and  perito- 
'uitis  were  present  before  curettage  had  been  performed  by  the 
physician,  but  they  had  not  been  detected. 

Dr.  Ralph  Waldo  said  he  had  positive  views  on  this  sub- 
ject. He  believed  that  if  one  operated  in  every  case  as  soon  as 
he  felt  the  amount  of  tumefaction  or  enlargement  which  prob- 
ably was  present  in  this  case,  and  removed  the  adnexa  alone,  or 
adnexa  and  uterus,  either  by  opening  the  abdomen  or  through  the 
■vagina,  there  would  be  a  much  gi-eater  mortality  than  there  had 
20 
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been  in  the  past  when  we  had  not  been  in  the  habit  of  operating: 
upon  the  tirst  indication.  Every  one  who  had  seen  much  of  ob- 
stetrics or  of  sepsis,  whether  in  hospital  or  in  private  practice^ 
must  admit  tliat  in  many  instances  where  tumors  were  present 
it  was  impossible  to  say  whether  they  contained  fluid  or  not^ 
Such  tumors  might  be  the  size  of  alien's  egg;  they  might  be 
very  large ;  and  if  the  infection  were  of  a  serious  nature  the  pa- 
tient died  whether  we  operated  or  did  not  operate.  He  believed 
that  if  we  removed  septic  material  from  within  the  uterus  and 
vagina,  and  then  waited,  watching  the  case  to  meet  any  indica- 
tion which  might  arise,  we  would  be  giving  the  patient  the  best 
chances  which  our  art  up  to  date  could  ofler.  To  operate  in  all. 
cases  which  had  passed  under  such  terms  as  perimetritis,  celluli- 
tis, etc.,  and  which  in  the  past  were  very  common  in  materni- 
ties, he  believed  would  greatly  incieafe  the  mortality.  Jf  there 
were  general  sepsis  and  one  operated,  he  would  be  no  more  likely 
to  cure  the  patient  than  would  the  general  surgeon  who  should 
cut  off  the  arm  of  a  patient  infected  by  general  sepsis  starting 
in  the  hand. 

Dk.  Grandin  said  that  while  Dr.  Waldo's  remarks  were  emi- 
nently proper,  they  did  not  fit  the  case  which  he  had  reported. 
He  had  spoken  of  early  operation  in  cases  of  beginning  septic 
peritonitis,  where  one  had  the  initial  symptoms,  or  rather  cer- 
tain negative  evidence,  of  that  condition  ;  tor,  after  all,  the  rapid 
pulse,  low  temperature,  and  flat  belly  constituted  symptoms 
which  were  liable  to  deceive  even  the  expert.  Evidence  of  be- 
ginning septic  peritonitis  being  present,  the  point  was  to  ope- 
rate early,  and  we  would  never  be  able  to  do  that  until  the  gene- 
ral practitioner  learned  to  recognize  the  value  of  the  symptoms 
mentioned.  He  had  not  said  that  if  he  had  opened  this  woman's 
abdomen  when  he  flrst  saw  her,  which  was  twelve  hours  before 
he  did  ojierate,  she  would  have  gotten  well,  for  he  l)elieved  that 
even  then  there  was  some  general  infection  ;  but  he  did  be- 
lieve that  her  chances  would  have  been  better.  He  wished  to 
have  it  distinctly  understood  that  in  this  case  he  did  nut  find 
localized  pus  ;  the  pus  was  everywhere — up  under  the  spleen, 
under  tlie  liver,  and  throughout  the  abdomen.  Early  operation 
in  the  presence  of  tlie  suggestive  symptoms  befoie  named  was 
what  we  must  urge,  he  thought,  if  we  wished  to  save  these  pa- 
tients at  all, 

I)k.  E.  a.  Tucker  presented  the  following  : 

PLACENTA    PREVIA    MARGINALIS  ;     TRANSVERSE     POSITION  ;     PODALIO 
VERSION    AND    EXTRACTION. 

L.  K.,  a  German  woman  aged  20,  was  brought  by  ambulance 
to  the  Sloane  Maternity  this  morning  (May  7th,  1805)  with  a 
history  of  having  had  a  small  liemorrhage  two  weeks  ago  and 
another  last   night.     This  was   her  flfth   pregnancy.     The  four 
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former  births  were  easy  and  normal.  Examination  showed  cer- 
vix soft,  thick,  admitting  one  finger  easily  to  the  membranes. 
Finger  was  tinged  with  blood,  but  there  was  no  active  hemor- 
rhage. Posteriorly  and  to  left  the  thick  edge  of  placenta  was 
distinctly  felt.  Diagnosis  of  placenta  previa  marginalis  was 
made.  Patient  was  at  the  end  of  eightli  month  of  pregnancy. 
Child  was  in  a  transverse  position,  head  to  left,  dorso-posterior, 
so  that  only  the  small  parts  presented  with  the  placenta. 

Cervix  was  d  lated  easily  till  list  could  be  inserted.  Intention 
was  to  do  a  bimanual  version,  but  the  small  parts  receded,  so  it 
was  necessary  to  carry  whole  hand  into  uterus,  after  rupture  of 
membranes,  in  order  to  seize  a  foot.  Version  was  done  and  the 
child  extracted  alive.  As  hemorrhage  began  just  after  birth  of 
child,  placenta  was  expressed. 

Length  of  stages  of  labor  was  for  first  stage  six  minutes,  for 
second  stage  five  minutes,  for  third  stage  one  minute  ;  total, 
twelve  minutes. 

Placenta  shows  the  torn  edge  which  presented.  This  was 
torn  partly  in  effort  to  rupture  membranes  and  partly  in  reaching 
for  the  receding  foot.  Upon  fetal  surface  is  a  hematoma,  nine 
by  six  centimetres,  just  at  insertion  of  cord.  Placenta  is  unusu-^ 
ally  thick,  viz.,  four  centimetres  at  the  thickest  part,  and  is  full 
of  fibrinous  and  fibrous  nodules. 

Patient  lost  twenty-six  ounces  of  blood  altogether,  but  rallied 
soon,  so  that  at  end  of  an  hour  after  delivery  her  pulse  was  only 
104.     Stimulants  and  saline  enemata  were  freely  given. 

Dr.  Grandin  thought  there  was  no  question  but  what,  had 
Dr.  Tucker  resorted  to  the  old-time  methods  of  temporizing 
with  placenta  previa,  he  would  have  had  a  woman  very  much 
exhausted,  if  not  a  dead  one,  to  say  nothing  of  that  other  dan- 
ger, the  danger  of  infection  from  the  use  of  tampons.  It 
seemed  to  the  speaker  that  the  method  which  Dr.  Tucker  had 
adopted  in  this  case  was  the  method  for  the  present  and  future, 
associated,  if  necessary,  with  deep  incisions  in  cases  in  which 
there  was  great  rigidity  of  the  cervix.  His  own  cases  which 
had  been  treated  by  this  method  were  already  on  record. 
While  he  could  not  remember  the  exact  figures,  he  had  suc- 
ceeded, in  from  thirty  to  forty  five  minutes,  in  emptying  the  ute- 
rus in  cases  of  placenta  previa,  and  in  every  instance  except  one 
he  had  brought  forth  a  living  child,  and  in  all  had  saved  the 
mother.  Prior  to  adopting  this  method  cases  of  placenta  previa 
which  he  had  seen  treated  by  older  methods  gave  a  maternal 
mortality  rate  of  fifty  per  cent,  while  the  fetal  death  rate  was 
nearer  eighty.  This  was  why  he  had  repeatedly  advocated 
elective  accouchement. 

Dr.  Simon  Makx  thought  the  hematoma  at  the  base  of  the  cord 
was  due  to  traumatism  which  had  probably  occurred  during  ver- 
sion. He  was  of  the  opinion,  after  a  considerable  experience 
with  elective  accouchement,  that  combined  version  was  not  the 
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proper  method,  but  a  true  internal  version  was  far  more  pre- 
ferable. The  lower  uterine  zone  was  likely  to  be  rigid  and 
friable,  and  by  rapid  manipulation  one  was  apt  to  tear  the  cer- 
vix. In  his  first  case,  one  of  central  placenta  previa,  there 
was  a  frightful  tear  of  the  lower  uterine  zone,  due  not  so  much 
to  the  technique  of  the  operation  as  to  the  necessity  for  rapid 
delivery,  for  by  the  time  the  os  was  fully  dilated  he  found  the 
placenta  in  the  vagina,  and  it  was  in  extracting  the  baby  hastily 
:to  save  its  life  that  the  tear  occurred.  Although  the  case  was  in 
a  tenement,  occurred  at  midnight,  and  he  had  but  one  assistant, 
chloroform  was  given,  the  tear  was  closed,  and  the  patient  made 
a  good  recovery.  Dr.  Marx  also  mentioned  some  of  the  indica- 
tions for  deep  incisions.  Diihrssen's  method,  and  concluded  by 
saying  that  he  believed  Dr.  Tucker  <tnce  opposed  manual  dila- 
tation, and  he  congratulated  him  on  his  more  recent  recognition 
of  its  value. 

Dr.  Tucker  wished  to  make  a  correction.  He  had  never 
opposed  manual  dilatation  of  the  cervix.  On  the  contrary,  he 
had  resorted  to  it  for  fully  five  years  in  all  cases  in  which  it  had 
seemed  to  iiim  appropriate.  He  was,  however,  opposed  to  it  in 
cases  to  which  it  was  not  adapted.  Where  there  was  a  rigid 
cervix  he  thought  manual  dilatation  would  give  worse  results 
than  other  methods.  He  wished  to  be  placed  distinctly  on  rec- 
ord as  not  having  been  opposed  to  dilatation  of  the  cervix  by  the 
manual  method  in  any  case  adapted  to  it.  While  in  multiparas, 
as  suggested  by  Dr.  Marx,  the  cervix  was  usually  soft,  there 
were  exceptions  to  the  rule.  He  had  recently  had  such  a  case, 
it  being  the  woman's  eighth  confinement,  he  believed.  The 
placenta  was  absolutely  central,  there  was  eclampsia,  the  cervix 
was  very  hard  so  that  manual  dilatation  was  impossible,  yet 
rapid  dilatation  was  necessary.  He  thought  all  would  agree 
with  Dr.  Grandin's  remarks. 

PERSISTENT  HYPERTROPIIIED    HYMEN    WITH    PINHOLE  PEKFOKATION  ; 
PREGNANCY  ;    EXCISION    OF    HYMEN. 

Dr.  H.  N.  Yinebekg  presented  the  specimen. 

II.  F.,  a  native  of  Austria,  a^t.  28  years,  married  four  years, 
came  to  Mount  Sinai  Hospital  Dispensary  April  2 1st,  1895,  and 
gave  the  following  history:  At  10  years  she  had  not  yet  men- 
struated, but  suddenly  was  seized  with  inability  to  pass  urine 
and  had  great  difficulty  in  defecation.  She  was  seen  by  Dr. 
Kleinwiichter,  wiio  performed  a  slight  operation  without  nar- 
cosis, wliich  gave  her  relief.  The  operation  was  followed  by  the 
discharge  of  dark,  tarry  blood  which  kept  up  for  several  days. 
Ever  since  then  the  flow  of  blood  Avould  recur  every  four  weeks. 
But  for  two  days  before  the  How  would  set  in  she  would  suffer 
from  a  difficulty  in  defecation  and  in  micturition  similar  in 
character  to  that  experienced  before  the  fir.-t  appearance  of  the 
menses  in  her  sixteenth  year.  Sexual  intercourse  was  fairly 
sitisfactory  to  the  husband,  but  painful  to  tlie    patient.     She 
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came  to   the  dispensary  because  for  nine  weeks  she  had  not 
menstruated  and  was  feeling  generally  ill. 

On  examination  a  thick  lold  of  membrane  was  found  occupy- 
ing the  entrance  into  the  vagina.  It  projected  somewhat  be- 
tween the  labia  minora,  and  could  be  easily  inverted  into  the 
pelvic  canal  for  the  distance  of  about  two  inches.  A  very  care- 
ful inspection  revealed  a  minute  opening,  just  large  enough  to 
admit  the  finest  surgical  sound,  in  the  centre  of  the  membrane 
at  Its  upper  third.  A  digital  examination  per  rectum  disclosed 
an  enlarged  uterus  about  the  size  of  the  gravid  organ  at  the 
tenth  week.  The  diagnosis  of  persistent  hypertrophied  hymen 
was  made  and  excision  of  it  advised.  Accordingly,  on  April 
24th,  under  aseptic  precautions,  it  was  entirely  excised,  the 
edges  of  the  vaginal  wall  united  by  a  continuous  catgut  suture. 
The  wound  healed  by  primary  intention  and  the  pregnancy 
progressed  uninterruptedly.  At  the  time  of  operation  the 
vagina  was  found  very  much  dilated,  its  walls  very  much  hyper- 
trophied, being  quite  smooth  and  leathery  in  consistence.  The 
urethra  along  the  anterior  vaginal  wall  could  be  felt  as  a  thick 
and  hard  cord  about  the  size  of  a  lead  pencil. 

The  excised  membrane  is  oval  in  shape,  measures  3.5  centi- 
metres in  length  and  2.5  centimetres  in  width.  It  is  5  milli- 
metres thick,  and  the  opening  just  admits  the  shaft  of  a  medium- 
sized  safety  pin. 

The  particular  points  of  interest  are  : 

1.  The  blood  first  accumulating  in  the  vagina  evidently  did  not 
coagulate  there,  but  slowly  escaped  through  the  minute  aperture. 

2.  The  non-development  of  a  hematom'etra  with  all  its  compli- 
cations as  a  result  of  the  barrier  to  the  free  outflow  of  the  men- 
strual fluid. 

S.  The  hypertrophy  of  the  vaginal  walls  and  urethra  from 
the  increased  work  in  consequence  of  the  obstruction. 

4.  The  occurrence  of  conception  through  so  narrow  an  open- 
ing, militating  against  the  theory  that  sterility  is  often  due  to  a, 
stenosis  of  the  cervical  canal. 

Dk.  H.  Marion  Sims  had  a  similar  case  under  observation,  but 
the  patient  had  rejected  an  operation.  She  was  an  unmarried 
school  teacher,  who  had  come  to  him  about  six  weeks  ago  for  very 
severe  pain  in  the  back,  which  had  been  present  in  some  degree 
for  six  years.  On  examination  he  found  this  pain  to  be  due  to 
fracture  of  the  coccyx  which  she  had  sustained  some  years 
before.  Kemoval  of  a  part  of  the  coccyx  cui-ed  her  of  the  pain. 
During-  the  operation  the  labia  happened  to  be  opened,  when  it 
was  noticed  that  the  vagina  seemed  to  be  closed.  More  careful 
observation  showed  a  hymen  without  any  apparent  opening,  and 
It  was  only  after  considerable  searching  that  an  opening  large 
enough  to  admit  only  the  smallest  probe  was  found.  Yet  the 
patient  had  menstruated  regularly  and  had  complained  of  no 
uterme  trouble  whatever,  as  she  assured  him  two  or  three  days 
later.     As  there  was  a  very  slight  discharge  with  a  bad  odor." it 
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was  evident  that  the  menstrual  fluid  had  not  a  free  escape  and 
some  decomposition  took  place,  but  the  patient  positively  declined 
to  have  the  hjmen,  which  was  practically  solid  vaginal  wall,  dis- 
sected out,  saying  that  it  had  given  her  no  trouble  in  the  past, 
and  as  to  interfering  with  marriage,  there  would  be  time  enough 
if  that  should  ever  be  contemplated. 

Dr.  George  M  Edebohls  said  that  several  years  ago  he  had 
an  almost  identical  case  in  a  married  woman  of  24:  or  25  years 
brouorlit  to  him  for  diao-nosis.  She  had  been  married  about  a 
year  and  had  menstruated  regularly  up  to  about  two  months 
previous  to  the  consultation.  His  linger  passed  up  three  inches 
in  the  vagina,  when  it  reached  a  cul-de-sac  through  which  he 
could  feel  the  end  of  the  cervix.  Examination  per  rectum 
revealed  a  uterus  about  two  months  pregnant.  Under  the  sup- 
position that  there  was  a  cicatricial  stenosis  of  the  middle  of  the 
vagina,  an  operation  was  proposed.  The  woman  had  menstru- 
ated regularly  until  the  occurrence  of  conception,  yet  no  opening 
could  be  found  through  the  cul-de-sac.  As  soon  as  an  incision 
was  made  into  the  middle  of  the  interposing  structure  it  became 
apparent  that  it  was  an  enormously  dihited,  imperforate  hymen, 
that  the  vagina  above  it  was  normal,  without  an}'  accumulation 
of  fluid.  Even  after  excising  the  hymen  completely'  he  was 
unable  to  find  in  it  the  aperture  through  which  menstruation 
and  conception  must  have  taken  place.  After  excision  of  the 
hymen  the  mucous  membranes  above  and  below  were  brought 
together  by  sutures.  The  woman  was  delivered  in  due  time, 
without  trouble,  of  a  fully  developed,  living  child. 

UTERINE    CLAMP    OR    HOLDER. 

The  President,  Dr.  Bache  Emmet,  presented  a  fenestrated 
uterine  clamp  or  forceps  for  use  in  holding  the  fundus  uteri 
during  certain  operations,  more  particularly  during  ventral  fixa- 
tion, thus  avoiding  traumatism,  even  in  slight  degree,  as  caused 
by  hooks  or  the  tenaculum. 

Dr.  Edebohls  did  not  doubt  that  the  instrument  presented  by 
tlie  President  would  perform  the  work  for  wliich  it  was  intended, 
but,  for  his  own  part,  he  found  no  objection  during  ventral 
fixation  to  picking  up  the  uterus  with  the  tenaculum  forceps.  He 
took  great  care  to  seize  the  uterus  at  that  portion  of  its  surface 
intended  for  symphysis  with  the  abdominal  wall.  The  slight 
irritation  or  freshening  thus  produced  on  its  surface  aided  materi- 
ally in  bringing  al)ont  firmer  adhesion  to  the  alidomiiial  walls. 

The  President  said  lie  aj>preciated  the  argument  advanced 
by  Dr.  Edebohls,  but  it  was  necessary  sometimes  to  take  hold  of 
the  uterus  at  some  other  point  than  that  which  was  to  become 
adherent  to  the  abdominal  walls. 

Official  Transactions.  Arthur  M.  Jacobus, 

Recording  Secretary/. 

(To  be  coDtioued.) 
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TRANSACTIONS    OP    THE    WASHINGTON 

OBSTETRICAL    AND    GYNECOLOGICAL 

SOCIETY. 

Stated  Meeting^  December  1th,  1894. 
rk.Vio^PreMeat,<i.^^^  B.ro  H^bb.soJ,  M.D.',  in  the  Chair. 
Dk.  H.  L.  E.  Johnson  presented  a 

FIBROID   POLYPUS, 

it  being  the  second  one  removed  from' the  same  woman       Al«. 
-an  ovary  which  had  been  removed  for  cystic  degenerS.         ' 
Drs.  a.  F.  a.  Kino  and  J.  Foster  Scott  read  papers  on 

PUERPERAL   TETANUS.' 

™e^ra.'tC?p';^,ftrarh:fi„'^itTras:„'abr,:o '"  t-  '''""- 

ment  in  the  results  of  treat,nent  oftir,"nW-     ^^i-      >mprove. 

|f.eef:f;:,='„rt=Ltr''-^^^^^^ 
|2|to,trr;irte^^^ 

wP^'V^u  ^'  ^•'  ;^««''^s*^N  said  he  was  much  interested  in  the  sub 

t  oSr\rs''arrtttatf/FTH-™^^^ 
fir  r 's  t^r-aTe-  ^klS'^'f^v,-- 

thouglit  the  disease  was^  due  to  a  baei  h     and  dted ?»n"^°''"'"° 

earth zr';hr""."".""i<='>  .*"^  ™""''™'  cir  -  w  tti;; 

c7l^4™:Jlre'':eSd^t^t  fst^:  Tn^d^dT^rXe^  ''■  ^'"'^ 
•conveyed  from  the  earth  tl,ro,:"h  the  navel  ^''*  ^■•"'  ''^^«' 
UR.  Ueorge  Bykd  Habrisos  said  he  believed  that  in  fhp  i„ 
*elhgent  application  of  bacteriologv  we  beM>hltl.\^\  !' 
«ent  of  this  disease.  At  the  s.JIiZMrto^iti  tt  frSh 
*  See  original  articles,  pp.  325  and  230. 
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of  what  Dr.  Adams  bad  said  :  that  we  should  be  slow  to  reach 
conclusions.  Dr.  Johnson  had  done  well  in  calh'ng  attention  to- 
the  wonderful  help  given  to  surgerj  by  bacteriology. 

Dr.  Harrison  mentioned  personal  experience  and  observation  of 
tetanus  in  animals — condemned  stock  chiefly— after  the  late 
war.  Even  amongst  these  there  were  some  recoveries.  In  hu- 
man beings  he  had  known  at  least  two  cases  relieved  by  old 
methods,  or,  at  least,  under  them,  and  had  even  had  a  mule  re- 
stored to  comparative  usefulness  after  a  distinct  attack.  In  thi& 
case  the  tail  was  always  held  in  a  stiff  and  unnatural  position. 

Dr.  W.  Sinclair  Bowen  said  be  had  resided  three  years  in  a 
hospital  where  many  persons  suffering  from  railroad  accidents 
were  treated.  He  had  seen  five  cases  of  tetanus,  and  in  these- 
the  wounds  were  much  soiled  by  dirt  and  axle  grease  being 
ground  up  in  the  tissues.  Four  of  the  five  cases  died,  only  one 
recovering. 


TRANSACTIONS  OF  THE 
AMERICAN  GYNECOLOGICAL  SOCIETY.' 


Twentieth  Annual  Meeting,  held  in  Baltimore,  May  28tii,  29th, 

AND  30th,  1895. 


Matthew  D.  Mann,  M.D.,  of  Bvffalo,  President. 
Third  Day,   Thursday,  May  SOth — Morning  Session. 

DISCDSSION    ON    THE    ULTIMATE    RESULTS    OF   TRACHELORRHAPHY. 

Dr.  Clement  Cleveland  said  that  one  cause  of  possible  fail- 
nre  to  relieve  reflex  nervous  disturbances  was  to  be  found  in  the- 
fact  that  the  operation  of  traclielorrhaphy,  as  understood  by 
many,  meant  simply  the  repair  of  the  angles  of  the  laceration^ 
But  such  an  operation  was  not  sufticient,  because  there  was  usu- 
ally marked  cystic  degeneration  in  the  anterior  lip.  He  had 
been  compelled  to  operate  upon  cases  of  this  kind  that  had  not 
been  completely  o])erated  upon  by  others  at  first,  and  he  had 
found  a  marked  improvement  after  tlie  second  operation. 

Dr.  Enoklmann  i-aid  that  in  the  older  cases  there  was  more 
or  less  endometritis,  and  so  he  rarely  did  a  trachelorrhaphy  with- 
out previously  curetting  the  uterus.  In  doing  trachelorrhajihjr 
he  usually  amj)Utatc'<l  a  portion  of  the  anterior  lip.  Notwith- 
standing what  the  reader  of  the  paper  liad  said,  he  had  seei* 
many  cases  where  touching  the  raw  surfaces  had  produced 
vomitinff,  backache,  and  other  reflex  symptoms,  and  these  had 
promptly  disappeared  after  the  operation;  indeed,  when  the 
operation  had  been  done  without  an  anesthetic  he  had  observed 

'  CoDtiDued  from  p.  152,  July  numl)er. 
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an  immediate  disappearance  of  these  reflex  symptoms  as  soon  as 
the  sutures  had  been  brought  together. 

Dr.  Andrew  F.  Corkier  said  that  all  must  have  observed 
two  classes  of  cases — those  in  which  there  was  no  marked  lesion 
of  the  cervix  and  those  in  which  the  cervix  was  decidedly  ab- 
normal. _  He  had  been  surprised  that  many  patients  in  whom 
the  cervical  lesion  was  very  slight  were  greatly  benefited  by 
trachelorrhaphy,  and  this  would  seem  to  contirm  what  had  been 
said  by  the  reader  of  the  paper  as  to  the  profound  effect  of 
such  an  operation  upon  the  emotions.  Where  the  lesion  of  the 
cervix  was  well  marked  the  operation  gave  rise  to  very  marked 
improvement  in  the  local  and  general  circulation,  and  of  course 
this  was  associated  with  an  improvement  in  the  general  health. 
_  Dr.  a.  Palmer  Dudley,  of  New  York,  in  his  early  expe- 
rience had  operated  upon  all  cases  of  lacerated  cervix,  but  he 
had  operated  less  and  less  frequently  because  he  had  become 
impressed  with  the  fact  that  the  harm  set  up  by  the  tear  occurred 
within  the  first  sixty  days.  The  laceration  of  the  cervix  gave 
rise  to  chronic  passive  congestion,  and  hence  exerted  seconda- 
rily a  deleterious  effect  upon  the  ovaries.  At  the  present  time 
he  seldom  operated  upon  the  cervix,  except  in  those  cases  in 
which  the  scar  was  tender. 

Dr.  Homans  said  that  he  had  been  accustomed  to  operate 
upon  slight  cervical  lacerations,  because  he  felt  that  even  in  these 
cases  the  formation  of  cicatricial  tissue,  by  causing  reflex  irrita- 
tion, interfered  with  digestion  and  the  process  of  nutrition  in 
general.  He  was  not  aware  of  any  other  condition  in  gyne- 
cology upon  which  there  was  so  much  disagreement.  Thi's  was 
probably  due  to  the  fact  that  many  of  the  symptoms  were  not  due 
to  the  laceration  alone,  but  to  endometritis  and  other  associated 
injuries  to  the  pelvic  floor.  In  view  of  the  frequent  association 
ot  these  conditions  he  felt  that  a  simple  and  safe  operation  like 
trachelorrhaphy  could  be  resorted  to  freely  and  with  propriety. 

Dk.  Ford,  in  closing  the  discussion,  said  that  he  did  not  be- 
lieve any  gynecologist  at  the  present  time  would  sew  up  a  large 
laceration  of  the  cervix  without  curettement  and  removal  of 
cysts,  yet  it  did  not  seem  to  him  that  amputation  of  a  part  (.f 
the  cervix  was  required.  He  had  desired  to  call  special  atten- 
tion to  the  fact  that  neurasthenic  women  were  not  improved  by 
this  operation  in  a  larger  proportion  of  cases  than  where  gene- 
ral treatment  was  adopted.  The  frequent  resort  to  the  opera- 
tion was  apparently  due  to  the  use  of  such  vague  and  meaning- 
less terms  as  "  reflex  pain." 

A   few  cases    of   true  pelvic    cellulitis— a   plea  for   more. 

THOROUGH  PELVIC  SURGERY. 

Dr.  Ely  Van  de  Warker,  of  Syracuse.— It  is  not  many  years 
since,  under  the  stimulus  of  what  was  then  called  "  progress,"  the 
term  "  pelvic  cellulitis"  was  denied  a  place  as  a  condition  or  dis- 
ease.    After   holding   absolute   sway    as  the   leading  factor   in 
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,  pathology  of  the  female  pelvis,  it  was  deposed  and  actually 
•driven  out  of  respectable  literature  by  the  pelvic  surgeon.  By 
the  fingers  of  the  laparatomist  it  was  demonstrated  beyond  all 
<ioubt  that  wliat  had  been  frequently  regarded  as  an  intiamma- 
tion  of  the  cellular  connective  tissue  was  but  an  adhesion  of  near 
parts,  due  to  an  inliammatory  exudate  or  a  disease  of  the  tubes 
and  ovaries,  while  the  cellular  structure  remained  intact.  This 
condition  was  found  so  frequently  that  the  existence  of  collec- 
tions of  pus  in  the  pelvic  connective  tissue  was  regarded  as  rarely 
if  ever  seen,  and  that  such  collections  of  pus  were  in  the  Fal- 
lopian tubes  or  in  the  peritoneal  spaces,  siiut  in  by  adhesive 
exudate,  or  designated  by  the  collective  and  uncertain  name  of 
^'  pus  sacs." 

After  the  performance  of  untold  thousands  of  pelvic  sections 
for  the  cure  of  pelvic  inflammatory  conditions,  a  vast  number  of 
which  must  have  been  useless  and  harmful,  the  more  observing 
surgeons  became  aware  that  many  of  their  patients  were  not 
cured  and  were  even  made  worse.  After  vaginal  hysterectomy 
became  well  established  and  a  comparatively  simple  0|)eration, 
the  mysterious  obstacle  in  the  way  of  success  was  supposed  to  be 
the  uterus,  and  the  more  advanced  surgeon  proposed,  in  cases 
where  tubal  and  ovarian  disease  demanded  extirpation,  to  remove 
the  uterus  also  as  tiie  really  offending  and  now  useless  organ. 
The  pelvic  surgeon  lapsed  into  theory  as  narrow  as  the  one  that  he 
liad  displaced,  and  equally  at  fault  as  an  explanation  of  the  total 
phenomena  of  pelvic  inflammation.  There  are  evident  indica- 
tions that  the  crude  operation  of  tubal  and  ovarian  extirpation 
as  a  general  operation  in  ))elvic  inflammation  is  becotning  obso- 
lete, aad  that  the  future  line  of  surgical  relief  will  come  from 
the  direction  of  the  hysterectomist.  The  reaction  revived  the 
old  i  l*^a  of  pelvic  cellulitis.  It  was  the  old  theory,  but  seen  in 
a  new  liglit.  [t  is  now  a  well-defined  and  scientific  term  ;  we 
know  what  it  is,  as  well  as  what  it  is  not.  Limited  in  this  way, 
it  is  a  positive  advance  in  our  ktiowledge  of  pelvic  inflammation 
and  broadens  the  etiological  factors  of  pelvic  disease. 

Of  tlie  existence  of  pelvic  cellulitis  I  take  it  for  granted  no 
fair-minded  and  careful  oi)server  has  the  least  doubt.  I  have 
always  been  found  in  the  ranks  of  the  conservative  pelvic  sur- 
geon, l)ut  I  became  convinced  that  we  did  not  go  far  enough, 
and  that  the  uterus  ought  to  be  removed,  not  because  it  was 
diseased,  but  because  by  the  removal  of  this  organ  we  opened  up 
the  cellular  pelvic  spaces  and  secured  the  necessary  drainage  to 
relieve  the  cellulitis.  Hysterectomy,  in  my  opinion,  affords  the 
only  route  to  this  area  of  intrapelvic  inHanitnation.  and  I  am  con- 
vinced that  it  is  a  hysterectomy  of  a  certain  kind.  Preferably  it 
is  through  the  vagina,  but  it  is  not  the  operation  by  ligati«jn,  but 
l)y  the  forceps  or  clamp.  It  makes  a  wide  difference  whether 
all  the  spaces  are  occluJed  and  surfaces  are  brought  into  contact 
by  sutures  and  inclusive  ligatures,  or  are  left  open  to  free  drain- 
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age  by  the  removal  of  the  forceps  which  secures  this  result  bj  the 
retracting  tissues.  The  French  method  is  now  developing  along 
this  line,  and,  if  we  are  correctly  informed,  with  brilliant  results. 

If  I  am  asked,  "  Ought  this  method  to  be  practised  in  all  cases  ? " 
I  emphatically  answer  "  No."  We  may  have  pelvic  peritonitis 
with  its  resulting  evils,  without  associated  pelvic  cellulitis.  We 
may  have  many  forms  of  tubal  disease  imperatively  demanding 
operation,  unattended  with  inflammation  of  the  pelvic  cellular 
spaces,  and  we  may  have  the  latter  without  the  former.  What 
I  am  contending  for  is  a  scientific  recognition  of  the  various 
forms  of  inflammation,  and  1  believe  that  we  may  reach  a  rea- 
sonable differential  diagnosis — not  in  all  cases,  however,  for  I 
have  a  profound  respect  for  the  difficulties  of  pelvic  diagnosis 
by  palpation.  I  have  a  simple  diagnostic  sign,  and  when  I  find 
^t  I  feel  very  sure  of  the  presence  of  cellular  inflammation.  In 
this  tissue,  pelvic  or  elsewhere,  inflammation  may  extend  by 
continuity  into  any  part  made  up  of  like  histological  elements. 
According  to  Savage,  we  may  have  inflamii  ation  in  the  broad 
ligament  extending  into  the  iliac  fossa  laterally  and  downward, 
through  connective-tissue  spaces  into  the  vaginal  septum,  and 
through  the  pubosacral  areolar  process  to  the  lateral  surfaces  of 
the  vagina.  In  these  locations  the  infiltrated  cellular  spaces  can 
be  brought  up  between  the  finger  in  the  rectum  and  the  thumb 
in  the  vagina,  as  thickened,  indurated,  and  doughy  masses. 
This  condition  may  extend  downward  an  inch  or  more.  It  may 
extend  to  the  lateral  surfaces  of  the  vagina,  disappearing  to  the 
touch  above  the  limits  of  the  passage,  and  showing  on  palpation 
as  a  slightly  elastic  mass  firmly  fixed  to  the  pelvic  wall — smooth 
and  glistening,  the  vaginal  rugse  obliterated.  I  have  observed 
that  these  lateral  extensions  reach  downward  further  than  those 
situated  in  the  recto-vaojinal  wall,  reaching  in  some  instances 
nearly  to  the  vestibule.  This  condition  is  a  true  cellulitis  and 
indicates  and  is  concurrent  with  cellulitis  higher  up  in  the  pelvic 
space,  but  is  not  associated  with  pelvic  peritonitis,  salpingitis,  or 
•oophoritis. 

While  this  vaginal  cellulitis  has  been  described,  I  have  not 
■seen  it  referred  to  as  an  index  of  the  character  of  the  primary 
pelvic  inflammation.  Unless  existing  in  a  very  marked  degree 
it  cannot  be  positively  detected  by  vaginal  examination  alone, 
but  by  combined  vaginal  and  rectal  palpation.  We  must  re- 
member, however,  that  there  is  no  reason  why  pelvic  peritonitis 
and  cellulitis  may  not  coexist.  Having  this  possibility  in  view, 
the  symptom  I  have  just  descrii)ed  could  prove  the  intercur- 
rence  of  cellular  inflammation.  When  this  is  well  established  I 
believe  that  thor  nigh  surgical  treatment  requires  hysterectomy, 
:as  well  as  the  older  operation  of  removal  of  tubes  and  ovaries. 

Dr.  J.  Whitridge  Williams,  of  Baltimore,  said  that  no  one 
"who  had  seen  many  autopsies  on  women  dying  during  the  puer- 
|)erium  could  fail  to  have  observed  cases  of  true  pelvic  cellulitis. 
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He  made  this  statement  because  most  of  the  observations  were 
made  by  surgeons  on  the  living  woman,  wliere  there  could  not 
be  the  same  opportunity  for  determining  accurately  the  exact 
location  of  the  inflammatory  process.  It  was  nevertheless  true 
that  the  vast  majority  of  cases  of  pelvic  suppuration  occurred  in 
the  peritoneum. 

Dr.  a.  Palmkr  Dudley  called  attention  to  the  fact  that  not 
all  cases  of  pelvic  cellulitis  were  reported.  In  Gaillard's  Medi 
cat  Journal  would  be  found  the  report  of  a  case  in  which  he 
had  removed  in  1883  a  ten  pound  uterine  tumor,  complicated  by 
a  pelvic  abscess  entirely  distinct  from  it,  and  with  a  normal 
peritoneum  between  the  two. 

Dr.  ETnERiDGE  said  that  by  vaginal  examination  it  would  be 
found  in  cases  of  parataetritis  that  there  was  a  smootli,  unbroken 
surface,  whereas  whenever  the  inflammation  was  within  the  peri- 
toneal cavity  there  was  always  a  sulcus  between  the  wall  of  the 
pelvis  and  the  peritoneal  inflammation.  In  cases  demanding 
vaginal  hysterectomy  it  would  be  found  that  the  accompanying 
cellulitis  Was  better  drained  by  the  vaginal  than  by  the  abdom- 
inal route. 

Dr.  W.  Gill  Wylie  said  that  he  had  been  one  of  those  who 
had  first  advocated  the  idea  that  what  we  formerly  called  chronic 
pelvic  cellulitis  was  really  a  pelvic  peritonitis.  It  was  true  that 
many  had  since  stated  that  pelvic  cellulitis  never  occurred.  This 
was,  of  course,  an  extravagant  claim,  but  it  was  none  the  less 
true  that  the  cases  in  which  pus  was  found  within  the  pelvic 
cellular  planes  were  very  rare.  Most  of  the  cases  so  reported 
now  were  really,  in  the  beginning,  examples  of  acute  lymphan- 
gitis, and  nine  times  out  of  ten  a  disease  of  the  tube  and  ovary 
had  been  the  starting  point. 

Dr.  Van  de  Warkkk,  in  closing  the  discussion,  said  that  lie 
did  not  deny  the  much  greater  frequency  of  pelvic  peritonitis. 
In  cases  of  pelvic  cellulitis  the  cellular  sjiace  between  the  pos- 
terior vaginal  fornix  and  the  rectum  would  become  iiiflltrated, 
and  this  infiltration  could  be  felt  by  the  examiner.  Similarly, 
the  cellular  space  laterally  between  the  vagina  and  the  pelvic 
wall  would  be  filled  with  exudate  which  could  be  detected  on 
palpatif»n.  This  constituted  the  important  means  of  diagnosis 
to  which  he  had  alluded  in  his  paper. 

prevention  of  uterine  disease  due  to  child-hearing. 

Dr.  W.  Gill  Wylif,  of  New  York. — The  generative  organs 
are  the  last  developed,  and  the  first  to  suffer  if  the  individual 
exhausts  her  vitality  by  excessive  social  or  mental  excitement. 
Attention  to  the  proper  living  of  young  girls  is  therefore  an 
important  means  of  preventing  the  development  of  pathological 
conditions  in  the  pelvic  organs.  I  do  not  think  I  use  the  forceps 
once  now  to  twenty  times  where  I  formerly  used  it,  and  this  is 
due  to  my  practice  of  inducing  labnr  from  one  to  tliree  weeks 
before  full  term   in   cases  where  there  is  any  reason  to  expect 
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much  difficulty  during  labor.  The  induction  of  labor  can  be 
safely  carried  out  in  careful  Lands,  and  the  nurse  and  physician 
are  both  at  hand  when  labor  begins.  After  trying  various  plans, 
I  have  settled  down  to  the  old  method  of  introducing  a  soft 
gum  catheter  and  leaving  it  there  over  night.  The  glycerin 
injections  I  found  produced  very  unpleasant  sensations  in  the 
patient's  head,  and  1  have  given  them  up. 

The  treatment  of  sepsis  after  labor  by  the  now  fashionable 
method  of  curettage  and  gauze  packing  seems  to  me  superficial 
and  inefficient.  Where  the  secretions  are  thin,  loosely  inserted 
gauze  will  drain  very  well  for  a  time,  provided  it  is  occasionally 
loosened  up.  Many  of  the  follicles  within  the  uterus,  when  irri- 
tated, secrete  a  thick,  viscid  material  which  is  not  drained  off  by 
the  gauze.  Again,  it  should  be  remembered  that  uterine  con- 
tractions tend  to  cause  the  gauze  to  obstruct  rather  than  to  favor 
drainage.  In  most  cases,  if  all  clots  and  placental  tissue  be 
thoroughly  removed  at  an  early  stage  and  a  thorough  antiseptic 
irrigation  be  given,  the  septic  process  will  be  arrested.  If  the 
uterus  be  not  completely  entered  and  the  gauze  be  left  in  for 
twelve  or  twenty-four  hours,  the  effete  material  is  kept  in  the 
uterus  and  the  tendency  is  to  increase  the  sepsis  and  even  force 
the  septic  material  into  the  sinuses  and  veins.  Where  the  sepsis 
has  existed  for  several  days  the  curettage  and  gauze  packing  are 
likely  to  fail,  because  the  septic  process  has  had  time  to  penetrate 
more  deeply.  In  cases  where  sepsis  has  not  extended  beyond, 
the  uterus — and  this  may  not  occur  in  many  instances  for  three 
or  four  days — the  method  of  intrauterine  antiseptic  irrigation 
which  I  adopted  many  years  ago  should  be  promptly  resorted 
to.  After  washing  out  the  vagina  and  cauterizing  recent  lacera- 
tions with  pure  carbolic  acid,  I  at  once  begin  the  washing-out 
of  the  uterus  with  a  1 :  40  solution  of  carbolic  acid.  One  or 
two  quarts  of  this  solution  are  used,  and  then  with  my  fingers 
I  remove  all  clots  and  retained  placental  tissues.  Where  the 
uterus  is  not  patulous  I  dilate  it  with  a  steel  dilator.  I  never 
employ  a  sponge  tent,  not  only  because  of  the  liability  of  its 
being  septic,  but  because  it  tends  to  obstruct  the  canal.  "  I  next 
wash  out  the  uterus  with  a  little  glycerin  and  water  and  then 
with  the  hot  carbolic-acid  solution. 

The  after-treatment  is  important,  and  consists  in  the  system- 
atic use  of  cotton  tampons  of  boroglyceride  introduced  on  the 
same  principle  as  a  pessary.  This  tamponade  should  be  renewed 
twice  a  week.  By  this  process  you  will  almost  always  secure 
good  and  prompt  involution  of  the  uterus. 

Dr.  a.  Palmer  Dudley  said  that  he  could  not  agree  with  the 
reader  of  the  paper  as  to  the  propriety  of  inducing  premature 
labor  as  he  had  recommended  it.  lie  made  this  statement  be- 
cause, while  it  might  be  safe  in  the  hands  of  specialists,  it  was 
a  dangerous  doctrine  to  spread  broadcast  over  the  medical  world. 

He  believed  that  the  most  important  means  of  preventing 
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uterine  disease  after  child-bearing  was  the  prompt  repair  of  all 
injuries  occurring  during  labor.  He  had  reported  twenty-one 
cases  treated  in  this  way  with  good  results.  It  was  certainly 
well  to  remember  that  a  retained  placenta  did  not  necessarily 
give  rise  to  sepsis,  although  it  might  furnish  a  good  starting  point 
for  a  septic  process.  He  performed  trachelorrhaphy  after  labor 
with  catgut,  and  hence  there  was  no  occasion  to  meddle  with  the 
case  afterward.  He  believed  that  sepsis  entered  the  uterine  tis- 
sue through  injuries  in  the  major  portion  of  cases.  He  made 
it  a  practice  after  each  delivery  to  inspect  the  cervix  wath  the 
aid  of  a  Sims  speculum,  and  if  he  found  a  laceration  an  inch  or 
more  in  length  he  sutured  the  cervix. 

Dr.  Wilson,  of  Baltimore,  said  that  he  had  never  used  a 
curette  in  his  life  in  the  treatment  of  cases  immediately  after 
labor,  always  preferring  the  use  of  the  finger.  It  was  his  con- 
stant practice  to  explore  the  uterus  in  this  way  whenever  deliv- 
ery did  not  seem  to  be  satisfactory.  He  had  never  resorted  to 
packing  the  uterus,  as  he  believed  it  was  better  practice  to  keep 
the  canal  perfectly  open  and  use  frequent  irrigations  of  hot 
water.  Medical  treatment  in  such  cases  amounted  to  nothing ; 
good  nourishment,  perfect  cleanliness,  and  thorough  washings 
several  titnes  daily  constituted,  in  his  opinion,  the  best  treatment. 

Dk.  Lusk  called  attention  to  the  fact  that  the  streptococci  in- 
vaded the  mucous  membrane  ot"  the  uterus  in  septic  cases,  but 
that  this  resulted  in  the  formation  of  a  barrier  of  leucocytes. 
If,  therefore,  the  physician  would  only  refrain  from  curetting 
or  meddling  with  Nature's  work,  almost  every  case  should  re- 
cover. In  many  cases  the  temperature  would  rise  to  102°  or 
104°  for  two  or  three  days  in  the  evening,  and  the  pulse  would 
be  elevated  but  not  much  above  120,  and  they  would  all  get 
well  if  let  alone.  If  curetted,  tamponed,  and  douched  every 
few  hours,  only  a  certain  number  would  recover. 

Du.  J.  WiiiTRiDGK  Williams,  of  Baltimore,  said  there  were 
two  classes  of  cases  of  sepsis — one  in  which  there  was  a  ])ure 
streptococcus  infection,  and  the  other  in  which  there  was  a  pro 
fuse  and  odorous  discliarge  with  high  body  temj)erature.  In 
the  former  there  was  a  perfectly  smooth  surface,  and  there  was 
nothing  to  scrape  away  and  no  occasion  for  douching;  and  in 
the  latter  infection  was  usually  due  to  putrefactive  organisms, 
such  as  the  colon  bacillus.  In  this  latter  class,  if  the  elevated 
temperature  continue  for  some  time,  light  curetting  of  the  ute- 
rus was  justifiable  to  remove  the  olTeiiding  tissues,  and  this 
should  be  followed  by  a  douche  of  sterilized  water. 

Dk.  Wvlik,  in  closing  the  discussion,  said  that  he  had  recom- 
mended the  induction  of  premature  labor  because  he  thought 
liis  views  on  this  subject  would  chiefly  influence  the  younger 
members  of  the  medical  profession,  and  they  had  been  sufli- 
ciently  trained  in  antii-i'ptic  methods  to  adopt  such  treatment 
with  safety.  The  method  of  washing  out  the  septic  uterus  every 
hour  he  would  recomnieml  with  the  utmost  confidence,  because 
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in  almost  every  acute  case  of  sepsis  he  had  met  with  success- 
from  this  treatment.  It  was  useless  to  wash  out  the  uterus  only 
once  in  two  hours,  and  to  do  it  once  in  three  hours  was  worse 
than  useless. 

DECIDUOMA    MALIGNUM. 

Dr.  J.  Whitridge  Williams,  of  Baltimore,  cited  a  case  of  de- 
ciduoma  malignum  occurring  in  a  negress,  35  years  of  age,  who 
had  been  attended  in  her  last  pregnancy  by  Dr.  Harris,  of  Balti- 
more. He  delivered  her  on  April  15th,  1894,  of  a  dead  child,  after 
a  normal  but  tedious  labor.  Considerable  blood  was  lost  imme- 
diately after  the  birth  of  the  child.  Dr.  Harris  discontinued  hi& 
visits  after  the  eighth  day.  About  a  week  later  a  small  nodule 
was  discovered  by  the  mother  in  the  right  labium  majus.  Three 
weeks  later  Dr.  Harris  saw  the  case  again  and  found  the  right 
labium  majus  swollen  considerably  and  containing  a  tumor 
about  the  size  of  a  walnut.  This  rapidly  became  necrotic. 
She  died  of  septicemia  on  July  12th  in  the  Maryland  General 
Hospital.  The  clinical  diagnosis  was,  "  sloughing  hematoma  of 
the  vulva,  and  death  from  septicemia."  At  the  autopsy  there 
was  found  in  the  fundus  of  the  uterus  a  small  nodule  and  on 
the  posterior  wall  a  larger  nodule.  The  lungs  were  crowded 
with  small  metastases  of  a  bright-red  color  and  having  a  red, 
spongy  appearance.  Similar  metastases  were  found  in  the 
spleen,  liver,  and  kidneys,  and  one  in  the  right  ovary.  Micro- 
scopical examination  reveals  the  hemorrhagic  character  of  the 
wall  of  the  growth.  In  some  portions  of  the  tumor  are  found 
nucleated  cells  resembling  giant  cells.  In  other  portions  of  the 
tumor  are  found  bands  of  tissue  with  large  numbers  of  nuclei 
without  any  cells.  The  metastases  all  presented  the  hemorrhagic 
character  and  the  same  peculiar  cells  and  masses  of  tissue. 
The  tumor  showed  no  traces  of  blood  vessels — in  other  words, 
there  was  nothing  to  indicate  that  the  cells  were  derived  from 
the  deeidua.  The  structure  of  the  tumor  resembled  very  closely 
that  of  the  chorionic  villi.  The  individual  cells  apparently  seen 
were  due  to  the  direction  in  which  the  section  was  made.  In- 
stead of  being  derived  from  the  decidual  cells,  as  has  been  sup- 
posed, this  growth  is  derived  from  the  outer  layer  of  the  chori- 
onic villi,  which  is  derived  from  the  transformed  cells  of  the 
uterine  lining.  The  growth  in  my  case  is  essentially  carcinoma- 
tous in  nature.  In  view  of  the  wide  differences  of  opinion  regard- 
ing the  nature  of  these  growths,  and  in  view  of  the  fact  that 
they  present  identical  clinical  histories,  it  is  well  to  retain  the 
original  name  of  "deciduomamalignum."  There  are  apparently 
twenty-seven  undoubted  cases  of  tiiis  disease  on  record,  and,  now 
that  attention  has  been  called  to  this  subject,  others  are  being 
rapidly  added  to  the  list.  They  occur  either  after  full-term 
labor,  an  abortion,  or  a  hydatidiform  mole.  Most  of  the 
cases  have  followed  the  latter  condition  and  have  occurred 
in  comparatively  young  women.  The  cases  are  decidedly  malig- 
nant, death  usually  occurring  within  six  months.     The  diagnosis 
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can  often  be  made  by  dilatation  of  the  uterus,  digital  explora- 
tion, and  the  removal  of  a  portion  of  the  growth  for  microscopi- 
cal examination.  Where  hemorrhage  persists  after  a  full- term 
labor,  an  abortion,  or  a  hydatid iform  mole,  it  should  arouse  our 
suspicions  and  lead  us  to  incjuire  more  carefully  into  the  exact 
cause  of  the  hemorrhage.  The  only  treatment  holding  out  any 
hope  of  relief  is  a  prompt  resort  to  vaginal  hysterectomy. 

REMARKS   ON    SYMPHYSEOTOMY. 

Dr.  William  T.  Lusk,  of  New  York. — I  wish  to  call  atten- 
tion to  certain  anatomica(  points  recently  brought  out  in  France 
and  which  have  an  important  bearing  on  the  operation  of  sym- 
physeotomy. The  separation  of  the  pubic  bone,  by  permitting 
a  projection  forward  of  the  child's  head,  gives  a  practical  in- 
crease of  one  inch  in  the  antero-posterior  diameter.  The  inci- 
sion starts  from  one  inch  above  the  symphysis  and  extends  to 
the  lower  portion  of  the  pubic  arch.  The  clitoris  is  pulled 
downward,  thus  putting  the  suspensory  ligament  on  the  stretch. 
This  ligament  is  then  snipped  through,  which  allows  the  clitoris 
and  its  attached  vessels  to  be  drawn  out  of  the  way.  The  lin- 
ger is  passed  down  toward  the  symphysis  and  the  peritoneum 
is  pushed  backward.  A  guard  is  then  introduced  so  as  to  })ush 
the  neighboring  parts  and  vessels  out  of  the  way,  and  so  allow 
the  safe  and  rapid  division  of  the  symphysis  pubis.  All  this 
may  be  carried  out  with  practically  no  hemorrhage.  By  alter- 
nate flexion  and  extension  of  the  limb  we  can  determine  the 
position  of  the  symphysis — whether  or  not  it  is  situated  in  the 
median  line.  As  the  object  of  the  operation  is  to  save  the  life 
of  the  child,  the  separation  of  the  bones  to  two  and  three- 
quarter  inches  should  be  secured  at  once,  and  then  the  assistants 
are  charged  with  the  important  duty  of  preventing  any  further 
separation  of  the  bones.  To  avoid  an  unetjual  separation  on  the 
two  sides  and  the  consequent  danger  of  injury  to  the  sacro-iliac 
synchondrosis,  the  woman's  knee  on  the  side  which  is  moved 
most  easily  should  be  Hexed  and  drawn  inward,  and  held  there 
firmly  by  an  assistant  while  the  other  side  is  being  abducted  to 
the  proper  extent.  As  the  vagina  and  bladder  have  no  support 
after  the  division  of  the  symphysis,  great  care  must  be  taken 
that  these  parts  are  not  injured  during  the  efforts  to  extract 
the  child.  For  this  reason  the  cervical  canal  and  the  vagina 
must  first  be  very  thoroughly  dilated. 

Between  the  two  bones  there  are  very  strong  fibrous  struc- 
tures, and  three  sutures  passed  between  the  two  divided  ends  of 
the  bone  are  far  superior  to  the  various  devices  that  had  been 
offered  to  aid  in  securing  union  at  the  symphysis.  These  su- 
tures are  easily  inserted  if  the  feet  are  turned  inward  and  the 
ankles  fastened  together.  The  only  ditHculty  in  the  after  treat- 
ment is  that  a  special  form  of  bed  must  be  used  so  that,  while 
lying  in  this  position,  the  patient  may  be  raised  and  the  bed- 
pan placed  underneath  her. 
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EARLY  ECTOPIC  GESTATION: 

ITS  NATXJRE,    DIAGNOSIS,    AND   TREATMENT.' 


S.  L.  JEPSON,  A.M.,  M.D., 
Physician  to  the  City  Hospital,  Wheeling,  W.  Va. 


The  profession  has  learned,  from  the  verj  large  number  of 
cases  of  ectopic  gestation  published  in  recent  years,  that  this  is 
by  no  means  a  rare  condition  ;  and  its  dangers  are  so  many  and 
great,  and  often  present  themselves  so  suddenly,  that  every 
practitioner  should  thoroughly  inform  himself  on  the  subject,  so 
that  he  may  quickly  understand  the  nature  of  these  cases  when 
called  to  them,  and  be  tlius  prepared  to  promptly  institute  the 
most  approved  therapeutic  measures,  only  a  brief  postponement 
of  which  may  result  in  disaster  to  the  patient.  A  study  of  this 
condition  may  therefore  be  profitable ;  and,  as  it  is  most  fre- 
quently met  with  in  the  early  months,  we  shall  give  no  attention 
to  its  later  history,  when  cases  are  very  apt  to  fall  into  the  hands 
of  experienced  surgeons  who  understand  their  management. 

Classification. — The  older  writers  divided  extrauterine  preg- 

'  Read  before  the  Medical  Society  of  the  State  of  West  Virginia. 
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nancy  into  many  varieties  and  sub-varieties,  but  with  the  rapid 
advance  that  has  recently  been  made  as  a  result  of  abdominal 
section  in  these  cases,  aided  by  careful  investigation  of  fatal 
cases  by  expert  pathologists,  the  classification  has  been  much 
simplified,  perhaps  the  most  generally  accepted  being  as  follows : 

I.  Tubal,  with  sub-varieties:  (a)  tubo-ovarian,  {h)  tubo-uterine 
or  interstitial,  (c)  tubo-abdominal.  II.  Ovarian.  III.  Abdom- 
inal. 

Many  authorities,  including  such  excellent  men  as  Velpeau, 
Kiwisch,  Thomas,  Bandl,  and  Tait,  do  not  believe  that  the  ova- 
rian occurs  as  a  primary  condition.  Bandl,'  after  very  extensive 
investigation  of  pathological  specimens,  failed  to  find  a  single 
case  of  ovarian  pregnancy  and  therefore  doubts  its  existence, 
Wathen  "  holds  that  the  ovum,  failing  to  enter  the  tube,  cannot 
unite  itself  by  villous  attachment  to  the  surrounding  maternal 
structures,  because  these  are  in  constant  motion,  and  hence  the 
ovum  speedily  dies  and  becomes  absorbed.  In  no  case  of  so- 
called  ovarian  pregnancy,  he  claims,  has  ovarian  stroma  been 
microscopically  demonstrated  to  be  present  in  all  parts  of  the 
sac,  as  would  be  the  case  in  a  gestation  primarily  ovarian.  Tait 
suggests  that  the  cases  of  so-called  ovarian  pregnancy  are  broad- 
ligament  cases  which  by  their  growth  have  caused  a  spreading- 
out  of  the  ovary  on  the  wall  of  the  gestation  sac,  as  is  sometimes 
found  in  cases  of  cysts  of  the  parovarium.  Others '  suggest  a 
similar  result  from  cases  in  which  the  ovum  was  originally 
located  at  or  near  the  fimbriated  end  of  the  tube. 

Different  views  are  held  by  Martin  *  of  Berlin,  Baldy,*  and 
many  others.  Here  are  several  recent  expressions  of  opinion : 
Pozzi*:  "  It  is  not  impossible  tliat  impregnation  should  occur 
in  a  ruptured  Graafian  follicle  in  such  a  way  as  to  cause  the  in- 
sertion of  the  ])lacenta  upon  the  ovarian  tissue,  but  these  cases  are 
of  rare  occurrence."  Arthur  Johnstone  ' :  "It  has  been  demon- 
strated that  it  is  possible  for  ovarian  pregnancy  to  occur.  .  .  . 
Pregnancy  may  occur  anywhere  where  there  is  warmth  and 
lymph,  where  the  ovum  and  spermatozoon  may  get  together," 
Jaggard  :  "It  is  useless  to  discuss  a  fact  of  Nature.  Ovarian 
pregnancy  has  been  established."  Kelly  :  *'  A  number  of  cele- 
brated cases  of  unquestionable  ovarian  pregnancy,  answering  all 
the  requirements  of  scientific  inspection,  have  been  reported." 

As  to  primary  abdominal  pregnancy,  although  Pozzi  *  claims 
that  several  well-authenticated   cases  are  on  record,  and  John- 
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Stone'  sajs  "  there  is  a  case  recorded  iu  which  there  was  neither 
tube  nor  uterus,  and  the  fetus  was  developed  in  the  peritoneal 
cavity  and  the  jjlacenta  was  in  the   peritoneal  cavity,"  yet  its 
occurrence  has  been  very  ^^enerally  doubted,  Barnes,  Bland  Sut- 
ton, and   Kokitansky  being  among  the  sceptics.     Baldy's   late 
"  System  of  Gynecology  "  ^  says  :  "  It  seems  neither  rational  nor 
possible,  when  we  consider  the  absorptive   powers  of  the  peri- 
toneum, tliat  an  ovum  should   drop  into  the  peritoneal  cavitv, 
meet  with  a  spermatozoon,  and  develop  there."     Berry  Hart"^'" 
says  :  ''  We  now  know  that  there  is  no  primary  peritoneal  preg- 
nancy—that is,  no  case  known  where  the  placenta  has  had  the 
free  peritoneal  surface  as  its  maternal  portion."     Similar  views 
were  held  by  Thomas  "  twenty  years  ago.     Was  he  not  prior  to 
lait  in  expressing  them  ?     We  quote  :  "  After  careful  examina- 
tion of  every  case  of  extrauterine  fetation  to  which   I  have  had 
access,  I  am  unable  to  substantiate  the  position,  and  yet  I  feel 
inclined  to  believe  that  in  tlie  commencement  of  its  develop- 
ment the  impregnated  ovum  never  attaches  itself  to,  or  draws 
Its  nourishment  from,  any  other   parts  than  those  lined  by  the 
raucous  membrane  of  the  uterus  or  tubes.     Knowing,  as  we  do, 
the  dehcate  and  subtle  connection  which  the  chorion  establishes 
with  the  maternal  tissues,  it  is  certainly  difficult  to  believe  that 
an  impregnated  ovum,  falling  free  into  the  peritoneal  cavity  or 
detamed  within  the  Graafian   vesicle,  can,  with  parts  so  unlike 
the  lining  of  the  uterus,  establish  relations  that  are  almost  iden- 
tical with  those  that  are  normal.  .  .  .  The  view  here  advocated 
IS  far  more  rational  and  in  accordance  with  physiological  laws 
than  the  usually  accepted  theories." 

For  practical  purposes  we  may  safely  conclude— the  exceptions 
bemg  so  very  rare,  even  granting  their  possibility— that  extra- 
uterine pregnancy  is  primarily  tubal ;  that  is,  that  the  placenta 
IS  originally  implanted  within  the  tube,  the  situation  of  the  pla- 
centa and  not  of  the  fetus  determining  the  character  of  the 
gestation. 

But,  as  conditions  change  as  the  ovum  develops,  we  may  on 
abdominal  section  find  a  gestation  that  is  now  either  tubal,  tubo- 
ovarian,  ovarian,  tubo-abdominal,  abdominal,  tubo-uterine  or 
tubo  ligamentous.  We  may  here  refer  to  the  fact  that  a  few 
cases  have  been  reported,  which  are  claimed  to  have  been  ori- 
ginally tubo-uterine,  that  terminated  by  entrance  of  the  fetus 
into  the   uterus.     The   accuracy   of   such   observations  is  still 
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doubted  by  many.  (For  recent  cases  see  American  Journal  of 
Obstetrics,  vol,  xxx.,  pp.  871  and  872,  and  vol.  xxxi.,  p.  351.) 

Etiology. — In  o^eneral  terms  it  may  be  said  that  the  occur- 
rence of  extrauterine  gestation  is  favored  by  any  condition 
which  interferes  with  the  passage  of  the  ovum  into  the  uterus. 
The  loss  of  tubal  ciliary  epithelium  is  believed  to  be  a  common 
cause.  The  late  Dr.  Formad  and  others  have,  in  many  cases  ex- 
amined after  death  or  abdominal  section,  found  the  tubes  devoid 
of  cilise  from  desquamative  inflammation.  Spiral  windings  of 
tbe  tubes  with  narrowing  of  their  lumen  (Freund),  crypts  or 
diverticula  in  the  mucous  membrane  (Williams"'),  convolutions 
of  the  tubes  causing  whorls  of  tubal  plicae  (Robinson  "),  the  pre- 
sence of  intratubal  polypi  (Pozzi  "),  intrauterine  tumors  pressing 
upon  the  tubal  opening,  occlusion  of  the  tube  from  constricting 
bands  or  adhesions  from  former  serous  inflammation,  have  all 
been  named  as  favoring  conditions.  In  this  connection  it  may 
be  mentioned  that  in  the  great  majority  of  cases  the  patients  are 
multiparae  who  have  been  for  several  or  many  years  barren, 
which  fact  is  significant  in  that  it  points  to  some  departure  from 
the  normal  of  the  reproductive  organs  as  a  precedent  condition. 

Pathology. — When  tubal  gestation  occurs  the  walls  of  the 
tube  for  a  time  thicken  with  the  development  of  the  ovum,  but 
rather  by  vascular  than  muscular  growth,  and  some  thickening 
may  at  times  occur  from  exudation.  The  uterus  also  undergoes 
hypertrophic  changes  and  is  always  the  site  of  a  decidua  of  more 
or  less  perfect  development.  In  a  few  weeks  the  tube  becomes 
thinned  and  weakened  by  distention  and  the  encroachments  of 
the  villi  of  the  chorion,  until  in  time  the  tube  ruptures.  This 
may  happen  within  a  month,  but  it  is  believed  to  be  most  com- 
mon between  the  eighth  and  twelfth  weeks  and  to  almost  al- 
ways occur  within  fourteen  weeks.  Rupture  may  be  the  result 
of  hemorrhage  within  the  tube,  the  chorionic  vessels  separating 
in  the  process  of  tubal  distention,  or  it  may  be  precipitated  by 
some  physical  violence,  as  by  the  })atient  stooping,  lifting,  fall- 
ing, or  by  the  sexual  act.  The  ruj)ture  is  most  frequently  into 
the  peritoneal  cavity,  when  hemorrhage  from  the  torn  vessels  or 
placenta  occurs,  generally  attended  with  violent  |)ain,  faintncss 
and  collapse,  often  terminating  in  speedy  death.  If  the  o])cning 
in  the  tube  be  small  it  n)ay  be  plugged  by  the  contents  of  the 
ovum,  no  serious  symptoms  arising  at  the  time,  but  further  ru])- 
ture  is  almost  certain  to  occur  later. 
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In  a  limited  number  of  cases  rupture  takes  place  into  the 
broad  ligament,  whe.i  the  symptoms  are  not  apt  to  be  grave,  and 

fie  accident  may  even  escape  notice,  since  hemorrhage  is  limited 
by  the  natural  pressure  exerted  by  the  folds  of  the  ligament,  and 

he  early  coagulation  of  the  blood  which  is  favored  by  the  struc- 
ture ot  the  cellular  tissue. 

The  ovum  generally  ruptures  with  the  tube,  the  fetus  speedily 
perishing.     In  exceptional  cases,  the  ovum  escaping  destruction, 
the  embijo  may  continue  to  develop  until  the  period  of  viability^ 
or  even  tull  term  is  reached.     In  the  latter  case  what  has  been 
ca  led  spur.ous  labor  sets  in.     By  abdominal  section  a  number 
of  hv.ng  children  have  been  delivered.     Harris'^  reported  thirty 
up  to  I88b      It  an  operation  is  not  done  at  the  time  of  spurious 
labor  or  before  it,  the  fetus  dies  and  may  remain  in  the  mother's 
abdomen  tor  an  indefinite  time,  either  in  a  fresh  state,  or  it  may 
be  reduced  to  a  mass  of  adipocere,  or  undergo  mummification 
or  become  encrusted   with  calcareous  matter,  thus  forming   a 
ithoped^n.     Playfair  tells  of  a  case  in  the  museum  of  the  Col- 
lege ot  Physicians  and  Surgeons,  London,  where  the  fetus  had 
been  retained  in  a  fresh  condition  in  the  mother's  abdomen  for 
over  hfty  years;  Chiari  reports  the  case  of  a  lithopedion,  the 
result  of  ectop.c  gestation,  carried  for  fifty  years  ;  and  Charpen- 
tier  speaks  of  a  case  of  Leinzell  in  which  a  lithopedion  was  found 
m^^a^  woman  of  94  years,    who  had  carried   it   for  forty-six 

Some  writers -^  claim  that  the  fetus  may  develop  after  escape 
from  the  ruptured  tube  into  the  peritoneal  cavity,  -  owing  to  the 
formation  of  inflammatory  false  membranes  around  the  entire 
ovum.       Others  accept  Tait's  view  that  only  those  cases   that 

nnt  1  the  fetus  reaches  a  period  of  viability.     Hart  has  shown 

ZtZl    ""'""  TT'  ''  ^'^'^^P  '^''  peritoneum  is  pushed 
upward,  the  ovum  developing  beneath  it 

Much  more  common  than  the  above  are  those  cases  in  which 
repeated  ru,3tures  occur,  the  peritoneal  cavitv  finally  beinc  en- 

often'ter"     f  -""''1^  '^"'^"  ''   '^  ^^^^^^'  ^-^  ^^-^  -«- 
death  t  "  "^^"^  ^'''^  ^^^^  hemorrhage  or  a  slower 

death  from  inflammation,  suppuration,  or  septicemia. 

nroir     ,    """^''''-'^  ''''"''  "'''^-^  ^"^  ^°^«  "Ot  P^-o^e  fatal,  the 
pioduc  s  of  gestation,  as  well  as  the  poured-out  blood   may  be 
come  absorbed  and  the  patient  be  restored  to  health.     She  may     - 
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als)  survive  the  suppurative  process  after  months  or  years  of 
suffering,  the  fetal  bones  finding  an  exit  through  the  rectum, 
vagina,  bladder,  or  abdominal  walls.  Hemorrhage  into  the 
tube,  with  fetal  death  but  without  tubal  rupture,  has  been  ob- 
served, and  doubtless  often  occurs. 

Prognosis. — This  may  be  conveniently  studied  in  this  con- 
nection. Most  writers  are  in  the  habit  of  painting  a  very  dark 
picture,  as  did  Goupil  in  these  words :  "  I  fear  that  we  are 
authorized  in  saying  that  all  the  cases  of  intraperitoneal  hemor- 
rhage arising  from  extrauterine  pregnancy  end  in  death.  .  .  . 
Death  has  been  delayed  six  months.  .  .  .  Such  cases  are  excep- 
tional." Parry,  whose  classic  work  shed  so  much  light  upon 
this  whole  subject,  wrote  as  follows:  "  It  must  be  acknowl- 
edged that  a  happy  termination  of  the  rupture  of  the  cyst  is  ex- 
ceedingly rare.  Of  149  cases  in  which  the  ovum  was  located 
in  that  part  of  the  tube  which  does  not  traverse  the  tissues  of 
the  uterus,  145  dieJ."  Parry  found  a  general  mortality  of  52.6 
per  cent  among  188  unoperated  cases.  As  reported  by  Bandl, 
331  cases  collected  by  Kiwisch,  Ilecker,  and  Hennig  give  a 
mortality,  uninfluenced  by  treatment,  of  75  per  cent.  Of  241 
unoperated  cases  collected  by  Schauta,"  the  mortality  was  69  per 
cent. 

Certain  death  or  chronic  ill  health,  most  surgeons  teach,  must 
inevitably  result  in  the  vast  majority  of  cases,  the  dangers  to  be 
encountered  being  from  "  hemorrhage,  peritonitis,  septicemia, 
suppuration,  and  compression."  '" 

It  is  cheering  to  hear  another  story  told  by  men  of  large 
experience.  In  1891  H.  T.  Byford  '"  said:  "The  first  consid- 
erable hemorrhage  nearly  always  kills  the  fetus  and  but  seldom 
kills  the  mother."  From  observations  in  practice  he  lias  been 
"  led  to  believe  that  the  danger  of  death  from  hemorrhage  is 
very  slight  if  the  patient  be  kept  quiet  in  bed  for  a  long  pe- 
riod. .  .  .  When  WL'  have  learned  to  diagnose  all  those  cases 
that  get  well  we  will  find  that  the  death  rate  of  all  taken  to- 
gether is  a  small  one."  In  discussing  this  subject  both  Byron 
Robinson  and  Newman  took  rather  a  hopeful  view,  the  latter" 
saying:  "  Natwre  has  thrown  around  the  reproductive  organs 
safeguards  that  I  believe  will  protect  women  in  a  very  large 
percentage  of  cases."  In  1893  Byford"  spoke  thus:  "The 
condition  has  by  no  means  the  mortality  attached  to  it  that 
many   eminent   surgeons   would  have   us  believe."      Werder " 


jepson:  eakly  ectopic  gestation.  327 

expresses  the  opinion  that  a  large  percentage  of  cases  recover 
without  operation,  even  after  intraperitoneal  rupture.  Hirst" 
makes  the  statement  that  it  is  "demonstrated  by  Schauta's  sta- 
tistics that  about  one-third  of  all  diagnosticated  cases  end  in 
spontaneous  recovery  by  the  death  of  the  embryo  or  fetus.'^ 
These  opinions  of  men  who  are  well-known  teachers  and  sur- 
geons are  entitled  to  careful  consideration,  and  should  lead  to 
renewed  effort  to  arrive  at  an  approximately  correct  conclusion 
as  to  the  mortality  of  ectopic  gestation  unmodified  by  treatment. 
Of  nine  unoperated  cases  occurring  in  the  writer's  locality,  two 
only  euded  in  recovery,  one  after  the  suppurative  process,  with 
years  of  ill  health,  the  other  after  intraligamentous  rupture. 
This  naturally  leads  to  a  consideration  of  the  diagnosis. 

Diagnosis.— With  our  present  knowledge  on  the  subject  it 
will  not  do  to  claim  that  extrauterine  pregnancy  can  be  diag- 
nosed with  uniform  certainty.     Even  so  eminent  and  experienced 
a  surgeon  as  Tait  has  never  diagnosed  a  case  prior  to  rupture, 
and  he  says  :  "  Under  these  circumstances  I  think  I  may  be  ex- 
cused for  maintaining  a  somewhat  sceptical  attitude  concerning 
the   correctness  of  the  diagnosis  of  those  who  speak  so  confi- 
dently of  making  certain  diagnosis  in  cases  of  tubal  pregnancy 
before  the  period  of  rupture."     Joseph  Price,'*  whose  phenom- 
enal experience  and  success  in  these  cases  are  well  known,  says  : 
"Exceptionally,  if  ever,  is  the  trouble  recognized  before  rup- 
ture, ...  A  few  surgeons,  with  an  experience  of  nearly  one 
hundred    sections   for   ruptured    tubal   pregnancy,   have    never 
found  one  unruptured."      Wylie  "  says  :     "  I  wish  to  empha- 
size the  great  difficulty  of  diagnosis.     Usually  where  a  positive 
diagnosis   is    made   it   proves   erroneous."     McMurtry '"    says: 
"  No  man  can  diagnose  a  case  previous  to  the  time  of  rupture." 
These  quotations  serve  to  indicate  the  prevailing  opinion  of 
abdominal  surgeons.     But  many  equally  intelligent  men  whose 
practice  has  been  less  specialized  take  a  less  unfavorable  view 
of  the  difficulties  of  diagnosis.     Barnes  claims  that  a  diagnosis 
ought  to  be  made  with  reasonable  certainty  even  within  two 
months  of  conception.    Aveling  says  the  diagnosis  is  easier  than 
in  normal  pregnancy.     Busey  "  says  :    "  The  diagnosis  should 
be  made  in  at  least  eighty-five  per  cent  of  cases,  although  this 
may  be  difficult  in  some  and  impossible  in  others."     Hanks" 
says:      "Ninety-five    per   cent    can    be   diagnosticated   before 
the  end  of  the  third  month  with  great  certainty."     From  these 
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very  diverse  opinions  we  may  conclude  that  Kelly  ''^  is  about 
correct  in  saying :  "  With  a  certain  order  of  symptoms  and 
signs  we  can  with  the  utmost  certainty  diagnose  extrauterine 
pregnancy  in  a  certain  proportion  of  cases.  In  another  large 
proportion  of  cases  it  is  a  matter  of  much  conjecture." 

The  convincing  fact  exists  that  quite  a  number  of  cases  have 
been  diagnosed  prior  to  rupture,  eight  out  of  nine  cases  in  a 
single  year  by  Munde,'°  and  the  diagnosis  verified  by  al)dominal 
section.  Some  abdominal  surgeons  call  these  ''  happy  guesses," 
but  such  men  have  perhaps  been  less  skilful  in  their  "  guessing." 
"We  may  here  emphasize  the  fact  tiiat  prior  to  primary  rupture 
cases  of  ectopic  gestation  are  not  apt  to  fall  into  the  hands  of 
the  abdominal  surgeon  ;  and  after  the  first  rupture,  even  though 
the  hemorrhage  is  small,  unless  the  patient  is  seen  within  a  short 
time  the  diagnosis  is  obscured  by  the  altered  conditions  within 
the  pelvis.  If,  by  reason  of  pelvic  pain,  irregular  How  from  the 
uterus,  persistent  nausea,  or  other  symptom,  professional  aid  is 
sought,  the  family  ])hysieian  and  not  the  surgical  specialist  is 
called.  It  is  unfortunately  too  true  that  tlie  great  majority  of 
cases  are  not  seen  by  any  physician  until  rupture  of  the  tube 
occurs. 

That  the  practitioner  may  be  able  to  diagnose  these  cases  with 
any  degree  of  certainty,  he  must,  firstly,  have  had  experience  in 
examining  the  female  pelvic  organs  by  the  vaginal,  rectal,  and 
bimanual  methods  ;  secondly,  inform  himself  thoroughly  as  to 
the  natural  history  of  extrauterine  pregnancy  ;  thirdly,  famil- 
iarize himself  with  the  conditions  that  may  simulate  this.  A 
immber  of  these  are  as  follows  :  chronic  tubal  disease,  with 
or  without  gravid  uterus  ;  ])regnancy  in  one  horn  of  a  bitid 
uterus  ;  pregnancy  with  thinned  uterine  walls  ;  pregnancy  in 
retroflexed  uterus  ;  irregular  development  of  pregnant  uterus  ; 
small  ovarian  or  fibroid  tumor ;  ])elvic  exudation  ;  simple  hema- 
tocele ;  miliary  disease  of  the  pelvic  organs. 

The  employment  of  anesthesia  should  be  resorted  to,  if  neces- 
sary to  remove  a  doubt.  And  if  called  to  a  case  at  all  sugges- 
tive, the  physician's  mind  should  be  filled  with  this  subject  until 
the  possibility  of  extrauterine  gestation  can  be  excluded,  since 
disaster  is  so  apt  to  result  if  this  condition  be  overlooked.  Many 
cases  have  doubtless  remained  unrecognized  simply  because  the 
mind  of  the  attending  physician  lias  not  dwelt  on  the  possibility 
of  this  condition  ln'ing  present.     We   would    insi.-Jt,  therefore, 
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that  when  summoned  to  a  case  whose  symptoms  at  all  suggest 
tubal  pregnancy,  it  is  our  duty  to  get  an  accurate  history  of  the 
patient's  past  and  present  condition,  and  proceed  to  our  investi- 
gation with  the  question  ever  before  our  mind,  Is  this  a  case  of 
extrauterine  pregnancy  ? 

We  may  save  time  by  briefly  summarizing  the  principal 
points  requiring  attention  in 

Diagnosis  hefore  rupture. — 1,  One  or  more  menstrual  periods 
have  been  missed.  This  is  of  increased  importance  if  the  pa- 
tient is  a  multipara  who  has  been  barren  for  several  or  many 
years,  no  means  to  prevent  conception  having  been  used.  It 
is  well  to  remember,  however,  tliat  menstruation  sometimes  re- 
mains normal,  or  so  slightly  altered — increased,  diminished,  or 
irregular — as  to  attract  but  little  attention  from  the  patient. 

2.  Added  to  the  above,  the  presence  of  at  least  some  of  the 
usual  evidences  of  pregnancy,  as  nausea,  mammary  changes,  dis- 
coloration of  vagina,  softening  of  os  uteri.  The  patient  may 
herself  feel  that  she  is  pregnant,  and  to  this  some  writers  attach 
considerable  importance. 

3.  Increase  in  the  size  of  the  uterus,  with  displacement 
forward  or  to  one  side,  the  cavity  empty,  os  soft,  and  cervix 
patulous.  More  than  ordinary  skill  may  be  necessary  to  deter- 
mine the  size  and  emptiness  of  the  uterus  without  the  use  of  the 
sound,  which,  of  course,  cannot  be  employed  until  normal  preg- 
nancy has  been  excluded. 

4.  Pelvic  uneasiness,  often  with  pain  of  a  colicky,  sickening 
character,  coming  on  in  paroxysms,  lasting  for  a  short  time,  then 
disappearing  to  return  after  a  period  of  quiet  and  apparent 
health.  The  pain  sometimes  shoots  down  to  the  thigh  and  may 
be  accompanied  with  a  sense  of  faintness.  (If,  as  has  been  sug- 
gested, these  pains  are  due  to  tubal  distention  with  partial 
laceration,  they  are  notes  of  warning  which  should  not  go 
unheeded.) 

5.  Irregular  bleeding  from  uterus.  This  may  occur  in  gushes, 
be  accompanied  with  quite  severe  pain,  and  is  often  followed  by 
tenderness  on  one  or  other  side  of  uterus. 

:  6.  The  expulsion  of  shreds  of  decidua.  This  sign  is  doubtless 
very  generally  overlooked;  but  in  suspicious  cases  it  should  be 
inquired  for,  as  it  is  of  the  highest  value  when  its  true  character 
is  determined  by  an  expert  microseopist. 

7.  The  presence  of  a  cyst-like   tumor  to  one  side  of,  or  in 
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exceptional  cases  behind,  the  uterus  (In  a  case  reported  by 
Meek"  the  tumor  was  in  front,  which  must  be  a  rare  location.) 
The  tumor  or  mass  is  often  (juite  movable,  sensitive  to  the  touchy 
and  pulsation  is  felt  in  or  quite  close  to  it.  If  examined  at 
intervals  it  is  found  to  steadily  increase  in  size. 

All  or  a  number  of  the  signs  and  symptoms  here  enumerated 
may  be  present,  but  it  may  happen  that  none  are  observed  by  a 
physician  prior  to  rupture  of  the  tube.  When  this  occurs  the 
situation  is  materially  changed.  As  it  is  generally  at  this  time 
that  the  case  is  first  seen,  when  often  the  patient's  condition  is  so 
alarming  that  no  time  is  allowed  for  studying  books  afresh,  we 
venture,  even  at  the  risk  of  some  repetition,  to  suggest  in  brief 
the  principal  points  in  the 

Diagnosis  after  rupture. — 1.  The  patient  experiences  sudden 
violent  pelvic  pain.  This  is  at  times  agonizing,  and  may  be 
accompanied  by  a  sensation  that  "  sometliing  has  given  way" 
within  the  abdomen. 

2.  The  physician  finds  the  patient  pale,  with  skin  cold  and 
perspiring,  the  pulse  rapid  and  feeble  or  even  imperceptible, 
and  temperature  subnormal.  She  may  have  vomited,  is  very 
faint,  or  may  l)e  unconscious.  In  short,  she  is  in  a  collapse  of 
greater  or  less  severity. 

3.  Inquiry  or  examination  will  elicit  the  fact  that  there  has 
been  more  or  less  uterine  hemorrhage.  Tliis  is  not  always  free, 
and  the  patient  may  not  speak  of  it  unless  interrogated. 

These  three  points  should  at  once  suggest  the  possibility  or 
even  probability  of  ruptured  tubal  pregnancy,  and  further  inquiry 
along  this  line  will  probably  result  in  bringing  out  this  further 
information,  viz. : 

4.  Tiiere  has  been  discharge  of  decidua  or  parts  of  it. 

5.  The  patient  has  been  for  a  number  of  years  barren,  but  has 
recently  missed  one  or  two  periods,  or  has  been  bleeding  at  ir- 
regular times  after  a  period  has  been  delayed.  Other  symptoms 
of  pregnancy  should  be  sought  for. 

6.  A  careful  physical  examination  reveals  the  presence  of  a 
boggy,  somewhat  tender  mass  to  one  or  both  sides  of  or  behind 
the  uterus,  which  is  displaced  thereby.  If  hemorrhage  has  been 
free  an  extensive  hematocele  is  present  surrounding  the  whole 
uterus  and  perceptible  even  above  Poupart's  ligament. 

7.  The  uterus  will  be  enlarged,  cervix  soft  and  patulous,  with 
the  usual  discoloration  of  pregnancy  present. 
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The  signs  and  symptoms  here  named  are  those  met  with  after 
rupture  with  rather  free  bleeding  into  the  peritoneal  cavity.  It 
is  well  to  remember  that  the  symptoms  may  be  much  less  severe 
than  here  presented.  The  tubal  rupture  may  be  small,  the 
hemorrhage  limited,  and  these  may  be  into  the  broad  ligament, 
in  which  event  the  symptoms  are  comparatively  mild  and  the 
physical  signs  very  similar  to  those  of  simple  hematoma.  In 
these  cases  the  mass  lies  lower  in  the  pelvis,  is  a  more  circum- 
scribed tumor,  often  on  one  side  only  or  extending  also  behind 
the  uterus,  which  is  crowded  to  one  side  or  forward  also.  If 
shock  is  present  it  is  not  profound,  and  reaction  soon  sets  in  since 
hemorrhage  soon  ceases. 

Treatment  hefore  rupture. — Puncture  of  the  gestation  sac  for 
the  purpose  of  withdrawing  the  fluid  or  introducing  poisonous 
solutions  has  had  its  advocates,  as  also  has  electrical  puncture^ 
Success  has  in  some  cases  followed  the  employment  of  these 
measures.  Winckel '^  spoke  favorably  of  morphia  injections  as 
late  as  1H91,  and  reported  five  successful  cases  and  two  deaths. 
He  prefers  this  method  to  celiotomy.  J.  Veit  thinks  the  injec- 
tions efficient  but  dangerous.  Recent  study  of  the  literature  of 
the  subject  has  impressed  the  writer  with  the  danger  of  all  forms 
of  treatment  by  puncture.  It  may  set  up  peritonitis,  septicemia^ 
or  hemorrhage  from  injury  to  large  vessels.  We  mention  this 
means  of  treatment  only  to  condemn  it,  and  advise  against  its  use 
under  all  circumstances. 

Aside  from  surgery,  the  only  treatment  that  seems  worthy  of 
consideration  is  that  by  electricity.  The  purpose  of  this  agent 
is  to  kill  the  ovum,  after  which  the  products  of  conception  are 
expected  to  disappear  by  absorption.  The  opponents  of  the 
electrical  treatment,  especially  such  radical,  perhaps  we  should 
say  advanced,  surgeons  as  Tait  and  Joseph  Price,  can  find  no 
language  in  which  to  denounce  with  sufficient  severity  this 
therapeutic  measure.  Were  all  men  equally  as  expert  in  ab- 
dominal work  as  these,  perhaps  all  would  be  equally  intolerant 
of  less  radical  measures  than  they  employ.  Let  us  consider 
briefly  some  objections  offered  to  the  electrical  treatment  and 
try  to  determine  whether  or  not  it  is  altogether  bad. 

1.  It  will  not  kill  the  fetus  with  certainty.  This  is  disproved 
by  experience,  cited  later.  Baldy,"  a  vigorous  opponent  of  thi& 
method  of  treatment,  admits  the  power  of  the  electric  current, 
in  this  language :     "  We  believe  that  in  the  majority  of  cases. 
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when  seen  early,  electricity  will  kill  the  fetus."  Grandin  and 
Jarman,"  who  favor  celiotomy,  say  :  "  It  seems  proven  that  in 
its  earlier  stages  the  development  of  the  ovum  may  be  checked 
by  galvanism  or  faradism." 

2.  Electricity  may  precipitate  the  rupture  of  the  tuhe  or  cause 
■other  serious  results.  I  have  found  no  recorded  case  where  the 
tube  or  ovuui  -has  been  ruptured  by  this  means.  Janvrin's 
famous  case  proved  fatal  after  the  third  application  of  galvan- 
ism and  is  quoted  against  electricity.  An  artery  was  found 
bleeding,  but  the  tube  was  intact,  and  evidence  was  present  that 
hemorrhage  had  coiutnenced  before  the  employment  of  galvan- 
ism. Janvrin  himself,  who  favors  celiotomy,  admits  that  the 
case  was  not  a  proper  one  for  electrical  treatment.  In  a  few 
cases  shock  or  syncope  has  resulted,  but  this  was  temporary,  and 
•not  fatal  in  any  case,  and  all  such  cases  of  which  we  find  any 
record  had  advanced  beyond  three  months. 

3.  After  the  death  of  the  embryo  a  mass  is  left  that  may 
inflame^  suppurate^  form,  adhesions^  and  greatly  complicate  a 

future  operation  that  will  probably  in  the  end  be  needed.  Such 
results  may  probably  be  anticipated  in  rare  cases  if  gestation  be 
well  advanced,  but  are  not  at  all  apt  to  occur  after  the  use  of 
electricity  within  three  months.  Even  Strahan,"  an  ardent  fol- 
lower and  admirer  of  Tait,  denies  that  this  argument  has  "  much 
weight  against  killing  the  fetus  before  rupture,  or  even  shortly 
after,  for  we  know  that  as  a  rule  fetus  and  blood  are  alike  ab- 
sorbed." Grandin  and  Jarman'*  also  say:  "At  this  period  gal- 
vanism may  be  resorted  to  with  safety."  We  may  add  that 
suppuration  after  the  use  of  electricity  within  three  months  has 
never  ijeen  reported. 

4.  Even  the  death  of  the  fetus  does  not  ahcays  prevent  }i<'7n- 
orrhage.  We  have  seen  reports  of  but  two  cases  where  tubal 
rupture  and  hemorrhage  occurred  after  embryonic  deatli,  and 
hence  infer  that  the  event  is  so  rare  as  not  to  constitute  a  valid 
objection  to  the  electrical  treatment.  Strahan,  who  suggests 
this  point,  finally  abandons  it  as  "  not  proven." 

5.  It  is  the  placenta  and  not  the  fetus  that  is  the  dangerous 
elemenV  {Taii)^  and  the  placenta  may  continue  to  grow  (fter 
the  death  of  the  fetus.  Tait  has  taught  this  for  years,  Thornton, 
Cham])neys,  Johnstone,  and  (»thers  agreeing  with  him.  A  case 
is  tigured  and  descril)ed  i)y  Hart  and  J>arl>our  '"  which  those 
authors  believed  to  demonstrate  the  truth  of  Tait's  teaching. 
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But  ten  years  later  Hart's  "  further  studies  led  him  to  conclude 
that  his  earlier  observations  were  erroneous ;  that  the  so  called 
placental  growth  is  onl)'  apparent,  the  increase  in  bulk  some- 
times observed  being  due,  not  to  growth  of  placental  tissue,  but 
to  organization  of  blood  clot  from  repeated  hemorrhage  into  the 
substance  of  the  placenta  ;  and  that  this  can  onlv  happen  during 
active  fetal  life,  the  death  of  the  fetus  not  antedating,  but  being 
caused  bj,  these  changes  in  the  structure  of  the  placenta  when 
they  become  extensive.  Tait  still  adheres  to  his  position,  but 
as  that  of  Hart  better  commends  itself  to  our  judgment  and 
seems  more  consistent  with  tlie  teachings  of  physiology  and 
pathology,  we  prefer  to  accept  it,  at  least  until  new  light  is  shed 
upon  the  subject. 

The  principal  objections  to  the  use  of  electricity  having  been 
noticed,  let  us  now  see  what  arguments  in  favor  of  the  treatment 
can  be  presented.     This  may  involve  some  repetition. 

1.  Electricity  will  kill  the  embryo,  and  so  influence  the  pla- 
cental circulation  that  the  ovum  ceases  to  grow.  This  was  ren- 
dered probable  by  the  experiments  of  the  late  Dr.  Landis""  on 
beetles,  minnows,  and  newly-born  rabbits.  It  is  demonstrated 
by  statistics  collected  by  Brothers,  referred  to  later,  and  by  the 
testimony  of  many  eminent  men — e.g.^  Thomas,  who  up  to  1890 
had  thus  successfully  treated  fourteen  cases ;  Rockwell,  who  had 
at  least  as  many;  Hanks,  McLean,  and  others  of  equally  high 
standing. 

2.  The  fetus  dead,  the  products  of  conception  become  ab- 
sorbed, the  electrical  current,  especially  the  galvanic,  hastening 
the  absorption.  The  wonderful  absorptive  powers  of  the  peri- 
toneal cavity  are  now  well  known  through  the  revelations  of 
abdominal  surgery  ;  and  Leopold's  classic  experiments  reported 
in  1881  demonstrated  that  the  peritoneum  of  a  full-grown  rab- 
bit readily  disposed  of  embryonic  rabbits  experimentally  intro- 
duced, completely  digesting  the  younger  and  encapsulating  the 
more  mature,  which  were  thus  rendered  innocuous.  That  the 
fetus  and  placenta  within  the  tube  and  broad  ligament  also  dis- 
appear or  become  harmless  seems  to  be  abundantly  proven  by 
the  experience  of  intelligent  observers  and  by  the  restoration  to 
health  of  those  treated  by  electricity.  Tait's  faith  in  the  absorp- 
tive powers  of  these  tissues  is  forcibly  shown  by  his  method  of 
managing  the  placenta  in  intraligamentous  cases,  viz.,  by  cutting 
the  cord  short  and   shutting  the  placenta  in  the  sac.     Hart'^ 
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fiays  that,  unless  located  too  near  the  bowel,  from  which  infec- 
tion may  arise,  the  placenta  in  the  extraperitoneal  cases  "  does 
■decompose,  but  becomes  absorbed," 

^  3.  Electricity  can  be  employed  anywhere  by  any  intelligent 
physician,  while  it  is  impossible  for  every  patient  to  procure  the 
services  of  a  skilled  abdominal  surgeon. 

—  4.  Many  women  will  submit  to  the  use  of  electricity  who  can- 
not, because  the  symptoms  do  not  seem  to  them  to  be  grave,  and 
for  other  reasons,  be  induced  to  consent  to  abdominal  section — 
an  operation  attended  with  great  expense  and,  except  in  the 
hands  of  the  very  skilful,  great  danger, 

—  5,  Since  the  diagnosis  prior  to  rupture  can  seldom  be  abso- 
lutely certain,  since  the  symptoms  are  often  not  very  grave,  and 
since  electricity  is  very  beneficial  in  some  of  the  conditions 
which  may  be  mistaken  for  ectopic  gestation,  it  is  justifiable  to 
give  the  electrical  treatment  a  fair  trial.  If  its  careful  employ- 
ment prove  useless,  the  patient  is  still  in  a  condition  to  be  ope- 
rated upon  and  will  more  readily  consent  to  an  operation.  If 
electricity  prove  efficient  the  patient  will  be  spared  a  needless 
operation  that  is  never  free  from  danger  to  life  and  future 
health, 

A  few  words  as  to  the  statistics  of  Brothers,  wiiich,  with 
four  cases  added  by  m^'self  from  later  papers,  make  a  total  of 
ninety  cases  treated  by  electricity  prior  to  the  rupture  of  the 
tube.  Two  of  these  proved  to  be  normal  pregnancy,  eight  were 
treated  by  electrical  puncture.  Of  the  remaining  eighty  treated 
without  puncture,  thirty -three  were  treated  by  faradism,  twenty- 
■eight  by  galvanism,  seventeen  by  both  currents,  one  by  the 
static,  and  in  one  the  method  is  not  indicated.  Of  these  there 
was  one  death  after  the  third  application.  This  was  Janvrin's 
case,  already  alluded  to,  in  which  hemorrhage  had  commenced 
before  treatment.  In  four  cases  some  shock  followed  the  treat- 
ment, but  all  recovered.  In  all  of  these  gestation  was  advanced 
from  the  fourth  to  the  eighth  month,  and  hence  they  were 
unsuitable  cases  for  this  method  of  treatment.  In  two  elec- 
tricity was  abandoned,  celiotomy  being  done  with  success  in  one 
case  and  with  fatal  result  in  the  otlier.  ''  In  none  of  these 
cases,"  says  Brothers,  "  can  the  electrical  treatment  be  accused 
of  having  done  any  harm." 

In  this  connection  it  is  interesting  to  note  that  of  forty-two 
successful  cases  collected   i)y   this  writer  in   isss,   twenty-five 
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which  could  be  traced  were  found  in  1890  "  to  be  doing  well 
after  a  lapse  of  one  to  eight  years,  and  none  of  them  had  to 
undergo  a  secondary  operation.  Many  of  these  cases  carried 
traces  of  the  old  trouble,  but  without  perceptible  inconven- 
ience."" Buckmaster"  says:  "There  is  no  case  on  record  where 
the  proper  use  of  electricity  has  been  followed  by  bad  results." 
,  Martin,"  of  Chicago,  experimented  on  eggs,  employing  both 
the  galvanic  and  faradie  currents  on  different  sets  at  the  end  of 
the  first,  and  with  stronger  currents  on  other  sets  at  the  end 
of  the'  second,  week  of  incubation.  The  results  proved  the  gal- 
vanic current  to  be  the  most  effective,  not  one  chick  hatching  of 
the  set  of  eggs  to  which  this  current  was  applied  in  a  strength 
of  fifty  milamperes  at  the  end  of  the  second  week.  Martin  has 
•"  no  doubt  whatever  that  a  fetus  of  three  or  four  months'  growth 
would  be  deprived  of  life  as  effectually  as  the  chicks  were  at  the 
end  of  two  weeks  of  incubation."  Another  reason  for  the  use 
of  galvanism  rather  than  faradism  is,  that  it  better  aids  in  pro- 
moting the  absorption  of  the  products  of  gestation. 

We  would  here  emphasize  the  opinion  that  electricity  should 
not  generally  be  employed  beyond  the  third  month  of  pregnancy. 
When  the  diagnosis  is  not  clear  its  use  is  even  more  urgent,  since 
abdominal  section  is  not  then  the  proper  treatment.  After 
intraperitoneal  rupture  electricity  should  never  be  used.  In 
<jase  of  fetal  growth  after  intraligamentous  rupture  its  employ- 
ment until  the  fourth  month  is  past  may  be  proper,  since 
every  added  day  of  placental  development  increases  the  mother's 
peril. 

In  dismissing  this  part  of  the  subject  we  desire  to  say  that  we 
by  no  means  regard  the  electrical  as  the  ideal  treatment.  We 
only  claim  that  a  very  good  showing  can  be  made  for  it ;  that 
under  circumstances  already  named  it  is  not  only  justifiable  but 
eminently  proper ;  and  that  in  the  absence  of  the  skilled  abdomi- 
nal surgeon — not  him  who  has  become  skilled  by  six  weeks' 
observation  of  the  work  of  other  men  in  a  post-graduate  school, 
but  rather  by  that  most  valuable  evolutionary  process  of  actual 
experience — its  employment  is  an  urgent  duty. 

Hence  it  seems  to  the  writer  that  the  consideration  of  this, 
which  is  known  in  all  lands  as, '^  the  Ame7'ica7i  plsm  of  treat- 
ment," is  entitled  to  rather  more  space  than  twenty-six  lines  in 
a  work  for  general  practitioners  with  the  title  "  American  Text 
Book  of  Gynecology." 
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Notwithstanding  the  good  showing  made  for  this  treatment, 
abdominal  surgeons  generally  prefer  celiotomy  even  in  unrnp- 
tiired  eases,  and  this  measure  is  rapidly  growing  in  favor.  The 
objections  to  electricity  have  been  noticed.  The  surgeons  claim 
that,  when  done  by  an  expert  operator,  abdominal  section  for 
unruptured  tubal  pregnancy  is  a  very  safe  operation.  Wylie" 
thinks  it  should  not  give  a  death  rate  of  more  than  one  in  two. 
or  three  hundred  cases.  Baldy's  i)ook''  says  this  operation  "is 
one  of  the  simplest  in  abdominal  surgery,  and  in  the  hands  of  a 
skilled  operator  should  have  a  mortality  nearly  niV  Pozzi" 
calls  the  operation  in  the  early  months  "  one  of  slight  gravity." 

While  we  have  no  disposition  to  combat  these  opinions,  we 
believe  the  teaching  decidedly  dangerous  unless  the  necessity 
for  skill  in  the  operator  be  insisted  upon.  The  words  of  Byron 
Robinson"  are  here  very  apropos:  "In  no  important  branch  of 
surgery  or  medicine,  except  in  abdominal  surgery,  do  men  ex- 
pect success  without  hard  experience.  Yet  in  abdominal  sur- 
gery many  totally  inexperienced  rush  blindly,  with  sanguine 
hopes  that  their  operation  in  the  peritoneal  cavity  will,  by  fate, 
be  a  success.  ...  It  is  a  selfish  humanity  that  stakes  a  patient's 
life  and  risks  the  success  of  an  abdominal  section  in  a  fresh 
operator's  hands,  just  because  he  must  have  a  first  case." 

With  this  word  of  caution,  which  personal  observation  teaches 
the  urgent  need  of,  we  regard  celiotomy  in  early  unruptured 
tubal  gestation  as  the  ideal  treatment.  In  the  hands  of  the  skil- 
ful surgeon  the  strong  points  in  its  favor  besides  its  safety  are, 
that  it  removes  at  once  a  condition  of  constant  danger,  and 
nothing  is  left  in  the  pelvis  that  is  at  all  liable  to  cause  future 
trouble. 

Treatment  after  rupture. — The  stirring  words  of  Stephen 
Rogers,  spoken  long  before  tlie  miracles  of  abdominal  surgery 
were  wrought,  pointed  out  the  course  that  is  almost  universally 
adoi)ted  to-day :  "  The  peritoneal  cavity  must  be  opened  ;  the 
bleeding  vessels  must  be  ligated.  He  indeed  must  be  a  mad- 
man  who,  under  such  circumstances,  would  neglect  anything  in 
his  power  to  secure  the  chances  such  an  t)peration  would  afford 
of  saving  the  life  of  his  patient."  An  editorial  in  the  Journal 
of  the  American  Mc<lical  Axsocintlon^'  speaks  thus  emphati- 
cally: "The  moment  rupture  occurs  the  abdomen  should  be 
opened  and  the  hemorrhage  be  stopped  by  removal  of  its  cause. 
In  no  event  should  the  case  be  allowed  to  go  on  in  the  hope 
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that  the  patient,  by  some  providential  agency,  may  survive.'^ 
Keed^^  advocates  immediate  operation,  holding  it  unjustifiable 
to  attempt  a  diagnosis  between  intra-  and  extraperitoneal  hem- 
orrhage.  "Any  examination,'^  he  says,  "which  will  enable  a 
surgeon  to  arrive  at  the  truth  is  liable  to  disturb  the  tissues 
to  an  extent  calculated  to  aggravate  the  existing  mischief" 
Strahan  ^' says :  "To  delay  the  operation  is  to  remove  the  last 
chance  of  recovery," 

To  follow  the  teachings  of  these  high  authorities  necessitates 
abdommal  section  in   profound  collapse  and  in  disregard  of  the 
locality  and  extent   of  the  hemorrhage.     From   very  extensive 
study  of  published  cases   we  tiud  that  in  many  instances  the 
patient  reacts  from  the  shock,  which  is  not  due  alone  nor  chiefly 
to  loss  of  blood,  but  largely  to  the  sudden   impression  upon  the 
mtra-abdominal  ganglionic  centres.     To  slightly  modify  Lusk's 
words :  "  The  resources  of  surgery  are  rarely  "^successful  when 
practised  on  the  pulseless.  "     K.  A.  Murray  -  holds  that  by  ope- 
ratmg  in  shock  "in  a  good  many  cases  we    will  lose  our  patients 
instead  of  saving  them,"  and  he  advises  that  efforts  be  made 
to  bring  about  reaction  before  doing  celiotomy.     This  may  be 
aided  by  external  heat,  hypodermatic  injections  of  variou.  stimu- 
lants, and  rectal,    venous,  or   arterial  injections    of   hot  saline 
solution.     In  extreme  cases  the  course  advised  bv  Doualas,  of 
lS"ashville,  seems  wise,  viz.:  "  Open  the  abdomen  and  grasp  the 
proximal  side  of  the  tube,  which  stops  the  hemorrhage.     Then 
transfuse  the  patient  with  a  saline  solution,  bring  up  the  blood 
pressure,  and  complete  the  operation  by  removal  of  the  tube." 

In   the  less  dangerous   extraperitoneal  cases  no  such  urgent 
measures  are  indicated,  and  most  recent  writers,  even  those  who 
are  abdominal  surgeons,  counsel  some  delay.     Absolute  rest,  an 
lee  bag  to  abdomen,  anodynes  and  stimulants  as  needed,  and 
complete  preparations  for  an  operation,  are  the  measures  indi- 
cated.    Recurring  hemorrhage   may   render  abdominal  section 
necessary ;  or,  if  tlie  blood  tumor  be  quite  low,  it  may  be  prefer- 
able to  operate  through  the  vagina.     If  there  is  good  reason  to 
believe  that   the  fetus  is  alive  after  its  escape  into  the  broad 
ligament,  efforts  should  be  made  for  its  destruction,  if  the  fourth 
month  has  not  been  passed.^'     We  know  of  no  safer  or  more 
efficient  measure  for  fetal  destruction  under  these  circumstances 
than  electricity.     Exceptionally   the  fetus  may  be  destroyed  or 
removed  by  operation  through  the  vagina. 
22 
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It  is  well  for  the  less  experienced  to  remember  that  scarcely 
any  case  is  so  desperate  as  to  justify  us  in  allowing  the  patient 
to  die  without  some  effort  to  relieve  her.  Says  Robinson  :  "  In 
ruptured  ectopic  pregnancy  tliere  is  surgical  hope  though  the 
temperature  is  nearly  107°  and  the  pulse  160."  Robinson  did 
a  successful  celiotomy  in  a  case  with  a  temperature  of  106.2", 
and  Reed  did  one  when  the  temperature  "  vacillated  between 
subnormal  and  104°." 

Harris  regards  the  operation  as  "  rarely  dangerous,  and  women 
recover  when  almost  in  extremis  from  hemorrhage"  (private 
letter).  This  was  trae  of  a  case  of  Palmer's,"  of  which  the 
operator  says:  "  After  the  operation  was  completed  patient  was 
absolutely  pulseless.  I  could  not  see  her  breathing,  and  she 
looked  like  a  woman  who  had  l)een  dead  for  several  hours." 

In  the  cases  of  intraperitoneal  rupture  with  free  hemorrhage 
it  may  become  the  duty  of  the  physician  first  called,  or  other  in 
the  neighborhood,  even  though  possessed  of  but  little  surgical 
experience,  to  perform  abdominal  section.  The  operation  is  not 
often  a  difficult  one,  and  no  one  should  shrink  from  it  under 
these  circumstances.  Ross,"  of  Toronto,  says:  "There  is  no 
simpler  operation  in  abdominal  surgery.  ...  A  novice  in  the 
operation  is  much  alarmed  owing  to  the  large  amount  of  blood 
in  the  abdomen.  If  he  will  remember  one  cardinal  point,  that 
he  is  going  into  the  abdomen  to  tie  a  bleeding  vessel  and  that 
it  is  to  be  controlled  by  pressure  on  the  tube  near  the  cornu  of 
the  uterus,  his  hesitancy  will  at  once  cease." 

While,  therefore,  we  very  much  dcfwecate  the  rash  and  hasty 
resort  to  surgery  by  the  inexperienced  in  cases  demanding  no 
urgency,  we  believe  every  general  practitioner  in  sparsely  settled 
communities  should  know  how  to  promptly  interfere  in  these 
cases,  and  have  the  courage  to  operate  when  a  human  life  de- 
pends upon  prompt  action.  To  await  the  coming  of  an  expert 
operator  might,  under  exceptional  circumstances,  involve  such 
•delay  as  would  mean  death,  while  early  celiotomy,  carefully 
done,  generally  means  recovery,  prompt,  perfect,  and  perma- 
nent. 

SxDnnary. — 1.  Extninterine  pregnancy  is  probably  always 
primarily  tubal,  the  ovarian  being  a  possible  rare  exception. 

2.  The  danger  from  tubal  pregnancy  under  expectant  treat- 
ment has  prol)ably  been  exaggerated.  More  light  on  this  point 
is  needed. 
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3.  Diagnosis  before  rupture,  while  often  difficult,  can  in 
many  cases  be  made  by  the  expert  physician  with  sufficient  cer- 
tainty to  justify  a  resort  to  the  electrical  treatment  or  celiotomy. 

4.  Diagnosis  after  rupture  can  in  a  large  majority  of  cases  be 
made  with  sufficient  certainty  to  demand  at  least  an  exploratory 
incision. 

5.  K  a  reasonably  certain  diagnosis  is  made  before  rupture, 
electricity — preferably  galvanism — should  be  carefully  tried,  un- 
less the  patient  can  and  will  secure  the  services  of  an  expe- 
rienced and  skilful  abdominal  surgeon.  "While  employing  this 
treatment  arrangements  should,  if  possible,  be  made  to  quickly 
secure  the  presence  of  a  surgeon  in  the  event  of  a  tubal  rupture. 

6.  The  skilled  abdominal  surgeon  is  justified  in  opening  the 
abdomen  in  all  unruptured  cases  coming  into  his  hands,  as  soon 
as  the  diagnosis  is  reasonably  certain. 

7.  After  intraperitoneal  rupture,  if  evidences  of  free  hemor- 
rhage are  present,  at  once  open  the  abdomen  and  grasp  the  tube 
near  the  uterus.  Complete  the  operation  at  once  or  delay  it  to 
employ  restorative  measures,  as  the  patient's  condition  demands. 
Circumstances  may  render  it  proper  to  wait  a  reasonable  time 
for  reaction  from  shock  before  resorting  to  any  surgery,  but 
preparations  for  abdominal  section  should  be  promptly  made. 

8.  After  rupture  into  the  broad  ligament  abdominal  section 
is  not  urgent  and  is  often  unnecessary.  No  unskilled  operator 
should  resort  to  it  unless  the  symptoms  are  exceptionally  grave 
and  skilful  aid  beyond  reach. 

9.  After  intraperitoneal  rupture  even  the  inexperienced  physi- 
•cian,  if  none  more  skilful  is  within  reach,  is  justified  in  perform- 
ing abdominal  section,  if  a  human  life  depends  upon  prompt 
action ;  but  this  should  never  be  done  without  counsel. 

81  Twelfth  street. 
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THE  APOSTOLI  TREATMENT   OF  UTERINE  FIBROIDS. 

A  REPORT   OF   NINE   CASES.* 


EUGENE  R.  CORSON,  B.S.,  M.D., 
Savannah,  Ga. 


With  all  due  deference  to  Ephraim    Cutter  for  his  initial 
efforts  in  the  treatment  of   uterine  fibroids  bj  electricity,  to 
Georges  Apostoli  belongs  the  credit  of  placing  this  treatment 
upon  a  scientific  basis.     He  has  given   us  a  t'echnique  that  is 
efficient  and  practically  harmless,  he  has  shown  the  profession 
the  necessity  of  a  proper  knowledge  of  the  physics  of  electricity 
before  applying  it  to  the  cure  of  ^disease,  and  he  has  given  us 
the  results  of  a  clinical  experience  unequalled  by  any  one.     His 
paper  before  the  Tenth  International  Medical  Congress'  on  the 
electrolysis  of  myomata  is  a  model  of  scientific  excellence  ;  in 
fact,  all  his  writings  which  have  come  to  my  notice  have  shown 
that  conservatism,   that  careful   attention  to  details,  and   that 
thorough  acquaintance  with  the  physics  of  his  subject  which 
mark  the  true  scientific  spirit.     In  his  hands  Ohm's  law  becomes 
a  working  formula  of  easy  application.     He  has  shown  us  how 
to  reduce  the  important  factor  of  the  body's  resistance  and  thus 
to  increase  the  amount  and  intensity  of  the  currents  employed. 
The  more  we  can  reduce  this  resistance  the  greater  the  current 
we  can  use,  and  it  was  only  when  large  currents  could  be  applied 
to  uterine  fibroids  without  danger  that  electricity  could  be  rec- 
ognized as  a  curative  agent  in   this  disease.     If  we  had  had  to 
rely  on  the  technique  of  Cutter,  electrolysis  would  have  long  ago 
been  abandoned  in  the  face  of  the  marvellous  results  obtained 
by  hysterectomy  in  skilled  hands.     Cutter's  paper  on  the  elec- 
trolysis of  myoma,  which  followed  Apostoli's  at  the  Tenth  In- 
ternational Congress,  though  an   honest  statement  of  his  work 
and  its  results,  shows  a  strange  ignoring  of  Apostoli's  improved 
technique,  not  to  say  ignorance  of  the  workings  of  Ohm's  law. 
'  A  paper  read   before  the  Medical  Association  of  Georgia  April   17th, 

*  Verhandlungen  des  X.  Internationalen  Medicinischen  Congresses  Berlin. 
4-9.  August,  1890,  Band  iii.,  p.  181. 
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Apostoli  was  to  find  his  first  and  his  greatest  champion  in 
Tliomas  Keith,  who,  in  spite  of  his  brilliant  record  in  hyste- 
rectomy, discarded  the  knife  for  the  less  dangerous  treatment 
of  his  confrere  across  the  Channel.  This  surely  was  tribute 
enough,  and  Keith's  renunciation  of  his  own  brilliant  operative 
work  and  adoption  of  Apostoli's  safer  treatment  did  much  to 
give  Apostoli  recognition.  Keith,  in  speaking  of  hysterectomy,, 
writes: 

"  I  often  ask  myself  the  question  :  Does  a  mortality  of  eight 
per  cent  justify  an  operation  for  a  disease  that,  as  a  rule,  has 
only  a  limited  active  life,  that  torments  simply,  and  that  only 
for  a  time,  though  of  itself  it  rarely  kills  ?  The  mortality  of  an 
ordinary  uterine  fibroid,  if  left  alone,  is  nothing  approaching  a 
death  rate  of  eight  per  cent.  I  doubt  even  if  the  mortality  of 
the  extreme  cases  exceeds  this.  And,  after  all,  the  great  difii- 
culty  is,  not  in  doing  even  the  worst  of  these  operations,  but  in 
knowing  what  are  the  cases  in  which  it  is  right  to  advise  those 
who  trust  themselves  to  us  to  run  the  risk  of  a  dangerous  opera- 
tion with  all  its  attendant  miseries.  Could  we  get  the  mortality 
down  to  five  per  cent  in  the  bad  cases — and  these  <mly  are  the 
fit  subjects — then  one  might  advise  interference  with  a  more- 
easy  mind.  I  do  not  think  that  we  can  so  advise  if  the  mortal- 
ity cannot  be  kept  under  ten  per  cent."  ' 

Apostoli,  as  he  has  again  and  again  asserted,  does  not  pretend 
to  cure  all  cases  of  uterine  fibroma  by  his  method  ;  he  only  as- 
serts most  positively  that  a  very  large  majority  of  the  cases  are 
symptomatically  cured  and  the  number  left  to  hysterectomy 
very  small. 

A  review  of  Apostoli's  recent  publication,'  a  collection  of 
papers  giving  the  results  of  his  treatment  all  over  the  world, 
bears  testimony  in  a  most  convincing  way  to  the  good  results 
obtained.  But  he  has  taught  us  not  only  how  to  treat  uterine 
fibroids,  but  other  uterine  troul)les  which  are  amenable  to  elec- 
tricity, and  I  regard  his  method  in  the  treatment  of  metritis,, 
endometritis,  and  subinvolution  as  even  more  important  from 
the  greater  frequency  of  these  troubles.  I  have  seen  a  subin- 
voluted   uterus,  with  a  thick,  enlarged  cervix,  with  ectropion 

'  Quoted  by  Skene.  "  Diseases  of  Women,"  p.  365. 

*  "  Travaux  d'Electrothcrapie  gynecologique."  Archives  semestrielles 
d'felectrotherapie  gynecologique,  fondces  et  publiees  par  le  Dr.  G.  Apostoli^ 
Paris,  1894. 
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of  the  lips  and  a  profuse  and  offensive  discharge— a  condition 
forcibly  suggesting  trachelorrhaphy— disappear  rapidly  under  a 
current  of  seventy-five  inilamperes  for  ten  minutes  twice  a 
week.  An  endometritis  fungosa  which  sometimes  fails  to  yield 
to  curettage  I  easily  cure  by  a  moderate  current  without  pain 
or  annoyance  to  the  patient.  I  have  abandoned  forcible  dila- 
tation of  the  cervix  for  curettage,  relieving  these  cases  more 
promptly  and  more  easily  by  the  galvanic  current,  and  I  hold 
It  as  a  good  rule  to  never  curette  when  the  curette  cannot  he 
tntroduoed  without  previous  dilatation  of  the  cervix. 

There  is  a  class  of  cases  where  the  symptoms  point  but  in  a 
vague  way  to  the  pelvic  organs,  and  where  a  physical  examina- 
tion fails  to  find  much  the  matter  with  uterus  or  adnexa.  The 
symptoms  are  largely  of  a  nervous  or  hysterical  nature,  there 
IS  little  or  no  pain  that  can  be  localized,  there  is  slight  or  no 
catarrh  of  vagina  or  cervix,  and  the  patient  reports  a  more  or 
less  prolonged  use  of  glj^cerin  tampons  without  benefit.  I  have 
found  galvanism  an  easy  cure  for  such  cases.  There  seems  to 
be  some  trouble  with  the  endometrium  or  with  the  circulation 
in  the  pelvis,  which  the  positive  pole  intra  uterum  relieves. 

Of  the  Apostoli  treatment  of  uterine  fibroids  I  wish  to  report 
the  results  in  nine  cases,  five  colored  and  four  whites.  In  two 
cases,  one  white  and  one  colored,  the  tumors  after  treatment 
could  not  be  detected  by  bimanual  palpation.  They  were  ori- 
ginally small,  yet  large  enough  to  cause  much  trouble  from  pain 
and  hemorrhage.  In  the  white  case  the  tumor  was  in  the  poste- 
rior wall  of  the  uterus,  causing  constant  pain  in  the  abdomen 
and  general  symptoms  of  malnutrition.  Two  months  of  treat- 
ment cured  this  case.  In  the  colored  case  the  tumor  was  in  the 
fundus  and  the  chief  trouble  was  painful  and  profuse  menor- 
rhagia.  This  case  was  under  treatment  two  months  with  appa- 
rently absolute  relief.  I  could  detect  no  tumor,  and  three 
months  after  stopping  treatment  she  again  returned  to  me  and 
I  still  was  unable  to  find  the  growth.  Two  or  three  months 
later  she  was  taken  down  with  intense  abdominal  pain  and  flood- 
ing, and  died  in  other  hands,  so  that  I  am  at  a  loss  to  explain  the 
exact  state  of  affairs. 

The  clinical  reports  recently  collected  by  Apostoli  in  the 
above-mentioned  volume  bear  witness  to  the  disappearance  of 
small  and  recent  fibroids  under  electrolysis,  a  result  which  is  not 
claimed  or  expected  from  the  larger  growths. 
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Ill  four,  c  ilored,  the  growths  reached  the  umbilicus,  and  the 
tumors  were  reduced  one-third  in  size,  with  a  disappearance  of 
the  symptoms  for  wliich  they  sought  relief.  These  cases  are 
symptomatically  cured  and  are  practically  in  the  condition  of 
those  with  fibroids  who  are  yet  not  troubled  sufficiently  to 
undergo  any  treatment  for  their  removal.  This  reduction  in 
size  is  usually  quickly  reached,  and  further  treatment,  though 
continued  a  long  time,  fails  to  efifect  any  further  reduction. 
With  this  reduction  the  usual  symptoms  of  pain  and  hemor- 
rhage disappear  or  are  improved  pari  passu. 

In  one  case,  white,  though  I  got  a  reduction  in  the  size  of  the 
growth  of  fully  one-third,  the  menorrhagia  and  dysmenorrhea 
were  slower  to  yield,  and  then  only  after  I  had  used  currents  of 
three  hundred  milamperes  for  ten  minutes  under  ether.  This 
case  suffered  so  that  she  was  quite  willing  to  undergo  a  hyste- 
rectomy. I  noticed  also  in  this  case,  as  in  some  others,  what  has 
seemed  to  me  to  he  a  reduction  in  the  thickness  of  the  abdomi- 
nal wall  itself.  I  know  how  difficult  it  is  to  assure  one's  self  of 
this  fact,  and  I  give  it  for  what  it  is  worth.  Whether  there  is  a 
relationship  between  the  uterine  growth  and  a  deposit  of  fat  in 
the  abdominal  wall  I  am  not  prepared  to  say,  but  I  have  noticed 
a  diminution,  apparent  only  or  real,  in  the  abdominal  wall  after 
the  reduction  in  the  tumor,  which  seemed  to  me  out  of  propor- 
tion to  an  apparent  reduction  due  to  greater  suppleness  of  the 
skin  from  diminished  tension. 

Another  case,  white,  is  to  me  the  most  gratifying.  l)ecause  in 
the  beginning  I  undertook  its  treatment  with  but  little  hope  of 
improvement,  and  which  has  been  most  signally  benefited.  The 
patient  was  52  years  old  and  had  a  large,  lobulated  tumor  ex- 
tending above  the  umbilicus,  with  great  abdominal  tension  and 
swelling  of  the  legs.  The  probe  entered  the  uterus  six  inches. 
The  patient  could  not  button  her  shoes.  The  hemorrhages  were 
profuse.  I  used  at  first  one  hundred  milamperes  for  ten  min- 
utes every  week,  and  then  stronger  currents,  ranging  from  two 
Imndred  to  three  hundred  milamperes,  under  ether.  The  tumor 
was  reduced  a  good  third  ;  her  physician,  who  had  kindly 
turned  the  case  over  to  me,  judged  it  a  good  half.  With  the 
reduction  the  pain  disappeared  and  the  hemorrhages  declined  to 
an  ordinary  menstrnation.  The  patient  left  the  hospital  regard- 
ing herself  as  well.  It  is  well  known  that  thuse  tumors  which 
are  active  after  the  menopause  are  usually  the  soft  variety  of 
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myoma,  of  a  malignant  or  semi  malignant  nature,  and  require  a 
■complete  hysterectomy  for  tbeir  cure.  I  do  not  say  that  this 
was  the  nature  of  this  growth — it  was  in  all  probability  not  the 
case — but  I  do  feel  that  the  result  obtained  by  electrolysis  was  a 
brilliant  one. 

As  an  offset  to  this  case  I  have  to  report  one  which  absolutely 
failed  to  yield  to  the  most  persistent  use  of  the  current.  Begin- 
ning with  moderate  doses  of  fifty  to  seventy-live  milamperes 
twice  a  week,  I  increased  them  eventually  to  two  hundred  and 
even  three  hundred  milamperes  under  ether,  and  using  even 
acupuncture  with  insulated  needles  instead  of  the  pure  copper 
electrodes,  but  without  the  slightest  reduction  in  the  size  of 
the  growth.  In  fact,  when  she  left  the  hospital  the  tumor  was 
up  to  the  umbilicus  and  slightly  larger  than  when  she  came 
under  treatment  three  months  before.  This  case  was  white, 
single,  aet.  35  years,  and  had  noticed  the  growth  about  a  year. 
There  was  no  great  pain  or  hemorrhage,  the  uterine  cavity  six 
inches  long,  and  the  most  careful  examination  could  make  out 
nothing  but  a  lobulated  iibroma,  the  larger  portion  on  the  right 
side.  There  was  no  parametric  inflammation  or  evidence  of 
diseased  tubes  or  ovaries.  The  patient  returned  home,  refusing 
to  submit  to  the  knife  or  further  treatment.  A  letter  written 
a  month  after  her  return  describes  her  as  feeling  better  gene- 
rally, but  without  any  reduction  in  the  size  of  the  growth.  This 
case  is  interesting  to  me  as  being  an  exception,  and  I  am  totally 
at  a  loss  to  account  for  my  failure.  The  current,  in  fact, 
seemed  to  aggravate,  as  there  was  always  some  increased  swell- 
ing for  two  or  three  days  following  the  seance,  but  which  would 
go  down  before  a  reapplication.' 

The  technique  of  Apostoli  is  now  so  fully  described  in  our 
works  on  gynecology  that  it  is  unnecessary  for  me  to  go  into  its 
details,  and  I  shall  only  speak  of  certain  differences  in  my  own 
application  of  his  method." 

I  have  sought  to  make  this  technique  as  simple  as  possible. 
The  central  idea,  to  my  mind,  is  to  localize  the  current  as  much 
as  possible  and  to  us3  a  current  strong  enough  to  disorganize 
the  morbid  growth  without  too  great  a  reaction  and  within  the 

'  I  have  learned  since  the  above  was  written  that  she  has  improved  greatly 
in  her  general  health  and  has  taken  on  flesh. 

'  See  especially  "  Gynecological  Electrotherapeutics,"  by  Horatio  R.  Bige- 
low,  M.D. 
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limits  of  safety — to  produce,  in  short,  an  artiiicial  catabolism.  I 
have  used  mainly  a  Waite  &  Bartlett  plug-and-socket  battery 
of  thirty  cells;  its  plates  are  carbon  and  zinc,  and  its  solution 
bichromate  :)f  p.)tash  and  sulphuric  acid.  This  battery,  freshly 
charged  and  in  good  working  order,  gives  me  150  niilamperes 
with  the  usual  body  resistance  from  well-placed  electrodes.  By 
hooking  up  two  of  these  batteries  and  using  the  sixty  cells  I 
have  gotten  300  milamperes.  But  the  high  current  and  the 
smallness  of  the  cells  lead  to  rapid  polarization,  and  the  mil- 
amporemeter  shows  a  rapid  reduction  in  the  current.  The  one 
battery  is  all  that  most  patients  can  stand,  and  more  current  re- 
quires anesthesia.  This  battery,  moreover,  as  a  portable  battery, 
is  the  best  one  I  know  in  the  market,  and  I  can  recommend  it 
in  every  way.  It  is  easily  kept  in  order  and  new  plates  can  be 
inserted  without  much  trouble.  I  change  the  iluid  quite  often. 
I  use  a  Waite  «fe  Bartlett  milamperemeter  whose  internal  re- 
sistance, as  tested  by  a  delicate  Wheatstone  bridge,  is  -^/^  ohms. 
I  have  found  this  instrument  most  satisfactory.  I  use  a  Massey 
carbon  rheostat  made  by  Otto  Fleming,  of  Philadelphia— a  sim- 
ple, cheap  instrument  which  meets  every  indication  as  a  current 
controller;  when  open  its  resistance  is  1,110,100  ohms,  prac- 
tically a  non-conductor,  and  when  closed  for  the  entire  current 
it  offers  a  resistance  of  j%^^  ohms  only.  At  eipiidistant  points 
on  its  circle  I  have  had  the  resistances  tested,  so  I  know  exactly 
what  the  current  has  to  overcome.  I  have  tifty  Edison-Lalande 
cells  in  my  cabinet,  the  internal  resistance  of  each  cell  being 
"iVff  ohms.  The  electromotive  force,  however,  is  low,  about  j\ 
volt,  and  therefore  more  cells  are  required.  But  it  possesses 
the  great  advantage  of  little  or  no  polarization  or  local  action, 
the  zincs  never  require  cleaning,  the  solution  does  not  crystal- 
lize or  "'  creep,"  and  there  are  no  fumes. 

I  wish  to  call  attention  to  the  value  of  a  Wheatstone  bridge, 
a  very  valuHl)le  instrument,  to  my  mind,  in  electrotherapeutical 
work,  but  tuo  expensive,  unfortunately,  for  the  general  practi- 
tioner.' It  enables  us  to  know  exactly  in  each  case  how  muck 
we  have  reduced  the  body's  resistance.  In  one  case,  for  ex- 
ample, in  a  negress  with  a  large  tibroid,  I  found  the  resistance 

'  Thii  instrument  can  be  obtained  from  E.  S.  Greeley  «fc  Co.,  of  New  York, 
whose  cutalogiie  furnishes  a  good  description  of  it.  Any  goo<i  work  on  elec- 
tricity will  show  the  principle  on  which  it  works.  It  measures  from  tJj  obro 
to  1,111,000  ohms  :  it  costs  about  |100. 
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between  the  clay  pad  over  the  abdomen  and  the  intrauterine  elec- 
trode to  be  2,426  ohms.  When  the  clay  pad  was  pressed  more 
firmly  over  the  abdomen  the  resistance  was  reduced  to  2,167 
ohms,  a  difference  of  259  ohms,  showing  the  importance  of  firm 
contact.  Then,  after  passing  a  current  of  75  milamperes  for 
ten  minutes,  the  resistance  was  reduced  to  269  ohms.  Again, 
in  a  white  woman  with  a  large  fibroid,  with  a  pure  copper  wire 
(No.  8  English  gauge)  introduced  six  inches  within  the  uterine 
cavity,  and  the  clay  pad  over  the  abdomen — the  abdomen  hav- 
ing been  poulticed  three  hours  before  the  experiment,  to  soften 
the  skin — the  resistance  was  76  L  ohms.  After  the  passage  of  a 
current  of  200  milamperes  for  ten  minutes  under  ether  this 
resistance  was  reduced  to  145  ohms.  These  two  experiments 
show  how  the  passage  of  a  current  for  a  few  minutes  prepares 
the  way  and  reduces  greatly  the  resistance,  and  indicates  to  us 
the  necessity  of  gradually  increasing  currents  when  currents  of 
great  intensity  are  used.  1  see  no  mention  of  the  Wheatstone 
bridge  in  the  literature  on  the  subject.  It  seems  to  me  that  a 
careful  series  of  experiments  with  this  instrument  would  help 
us  to  still  further  reduce  the  body's  resistance.  It  must  prove 
of  value  in  indicating  to  us  how  perfect  our  connections  are  and 
the  exact  resistance  we  have  to  encounter,  especially  when  we 
use  strong  currents.  It  assures  us  that  our  patient  is  in  the  best 
condition  for  the  passage  of  the  current.  It  may  prove  of  value 
in  giving  us  a  clearer  idea  of  the  nature  of  the  growth  we  have 
to  deal  with.  Knowing  the  electromotive  force  of  our  battery, 
and  with  an  accurate  knowledge  of  the  internal  and  external  re- 
sistances in  our  electric  circuit,  we  have  all  the  factors  in  our 
formula  and  tlie  problem  is  easily  worked  out. 

After  various  trials  I  a:n  convinced  that  the  clay  pad  of  Apos- 
toli  is  the  best  material  for  the  external  electrode.  I  have  found 
that  a  poultice  to  the  abdomen,  in  the  shape  of  a  wet  cotton  pad, 
a  couple  of  hours  before  applying  the  current,  reduces  somewhat 
the  r3sistance  by  thoroughly  softening  the  skin.  It  may  seem  a 
small  matter  to  mention,  but  the  rectangular  clay  pad  fits  best 
when  placed  diagonally. 

Instead  of  the  platinum  intrauterine  electrode  invented  by 
Apostoli,  I  have  used  the  simple  brass  stems  of  Goelet,  or,  pre- 
ferably, the  pure  copper  wire,  which  I  have  easily  fashioned 
into  electrodes,  and  which  can  be  passed  the  entire  length  of  the 
uterine  cavity.     I  use  principally  two  sizes.  No.  8  and  No.  12. 
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wire,  English  gauge.  I  insulate  the  vaginal  portion  with  strips 
of  adhesive  plaster.  With  this  simple  arrangement  I  have  used 
currents  of  three  hundred  milaraperes.  The  only  disadvantage 
in  using  this  metal  in  place  of  the  platinum  is  the  necessity  of 
repolisliing  the  brass  or  copper  before  each  application — a  minor 
consideration. 

Apostoli  teaches  the  importance,  as  a  general  rule,  of  using 
the  positive  pole  within  the  uterus.  I  should  regard  this  as 
quite  an  invariable  rule,  for  all  attempts  to  use  the  negative  pole 
have  been  painful  and  followed  by  much  discomfort. 

It  is  hardly  necessary  to  state  the  importance  of  aseptic  or  anti- 
septic precautions  in  any  manipulations  within  the  vagina  and 
uterine  cavity,  also  tlie  avoidance  of  shock  from  interruptions 
of  the  current  or  too  sudden  differences  of  electrical  potential. 
This  may  be  avoided  by  careful  connections  of  rheophores  and 
electrodes  and  a  good  rheostat.  If  the  surgeon,  before  he  at- 
tempts to  carry  out  the  Apostoli  treatment,  will  thoroughly 
understand  Ohm's  law  and  the  principles  of  the  electric  current 
and  electrical  measurements,  and  then  acquaint  himself  with  the 
careful  technique  which  Apostoli  has  so  clearly  laid  down,  he 
will  not  be  disappointed  in  his  results  and  will  find  in  his  hands 
a  curative  agent  of  great  power. 

115  Jones  stkeet. 


LIGATION  OF  THE  BROAD  LIGAMENTS  FOR  UTERINE 
FIBROMYOMATA. 

RKI'OKT   OF   FIVE   CASE8. 


C.  C.  FREDERICK,  B  8.,  M.D.. 
SurgeoDtn-Chief  Buffalo  Woman's  Hospital ;  Oynecolof^ist  Erie  County  Hospital, 

Buffalo,  NY. 


TuE  various  forms  of  treatment  and  the  varied  surgical  opera- 
tions for  the  removal  of  fibroid  tumors  of  the  uterus  have  in  the 
past  decade  been  one  of  the  most  [)roliHc  subjects  of  discussion 
in  medical  circles,  and  the  end  is  not  yet. 

Abdominal  hysterectomy,  supravaginal  amputation  with  or 
without  the  clamp,  or  extirpation  through  the  vagina  by  mor- 
cellement,  have  each   their  adv(jcate8,  while   other  operators  of 
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note  advise  women  with  uterine  fibroids  which  are  civin^  no 
special  distress  to  let  them  alone.  ^ 

A  certain  proportion  of  uterine  rajofibromata  produce  symp- 
toms which  necessitate  some  operative  procedure  for  their  re- 
lief. Often  the  distress  is  occasioned  by  the  association  of  a 
pus  tube  or  an  ovarian  abscess,  the  diseased  appendages,  not  the 
tumor,  being  the  cause  of  pain  and  ill  health 

Should  an  operator  in  such  a  case  do  a  total  extirpation  ?  The 
operation  done  must  fit  the  case  and  its  varying  conditions.  If 
there  be  double  tubo-ovarian  disease  it  would  seem  wise  to  re- 
move the  uterus  and  both  appendages,  whatever  the  age  of  the 
woman,  for  a  uterus  without  either  tube  or  ovary  is  a  useless 
organ.  Its  removal  will  not  lengthen  the  operation  or  add  to  its 
dangers  in  the  least. 

If,  however,  the  woman  be  young  and  only  the  appendages  on 
one  side  be  diseased,  the  question  is  pertinent:  Shall  we  do  a. 
total  extirpation  if  anything  can  be  done  to  cause  the  fibroid 
to  absorb  ?  If  this  can  be  accomplished  the  woman  is  left  essen- 
tially in  as  perfect  a  state  as  though  she  had  never  lost  the 
appendages  of  one  side.  It  cannot  be  denied  that  woman  wa& 
created  with  these  organs  for  a  purpose,  and  if  not  diseased 
they  are  essential  to  the  most  perfect  state  of  health  during 
her  menstrual  life,  even  if  she  bears  no  children.  * 

_  If  the  woman  be  under  38  to  40  years  of  age  and  the  uterine 
fibroid  can  be  absorbed  and  her  uterus  returned  to  its  normal 
size  and  functions,  and  if  one  set  of  healthy  appendages  can  be 
saved,  it  must  be  apparent  to  the  most  radical  as  well  as  to  the 
conservative  that  it  is  the  desideratum  to  be  desired.  It  is 
truly  conservative ;  it  is  just  to  the  patient. 

Shall  we  subject  every  woman  who  has  a  fibroid  to  total  ex- 
tirpation, even  if  she  has  no  other  symptoms  than  discomfort 
from  the  presence  of  the  tumor?  I  believe  that  everv  fibroid 
tumor  of  very  appreciable  size  should  be  dealt  with  surgically, 
either  to  cause  its  absorption  or  to  remove  it  hi  toto.  Fibroid 
tumors  have  been  said  to  be  benign.  I  have  seen  malignant 
degeneration  in  three  fibroids,  and  in  conversation  with  other 
operators  of  experience  have  learned  that  they,  too,  have  fre- 
quently seen  malignant  disease  develop  in  uterine  fibromyo- 
mata. 

Several  years  ago  Gottschalk  proposed  to  cause  the  absorption 
of  uterine  fibroids  by  ligating  the  broad  ligaments,  thus  cutting 
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off  a  part  of  the  blood  supply  and  so  modifying  the  nutrition  of 
the  tumor  as  to  produce  this  result. 

Dr.  Frankhn  H,  Martin,  of  Chicago,  was  the  first  in  this  coun- 
try to  carry  oat  the  suggestion,  and  it  was  by  the  reports  of  his 
successful  results  that  1  was  led  a  few  months  ago  to  try  it  upon 
a  young  woman  who  would  not  consent  to  a  hysterectomy,  but 
who  would  let  me  do  any  operation  which  did  not  involve  enter- 
ing the  abdominal  cavity. 

The  original  limits  of  the  proposed  operation  were  that  the 
broad  ligaments  should  be  tied  through  the  vagina.  I  have  three 
times  tied  them  through  the  vagina,  and  twice  while  I  had  the 
abdomen  open  for  the  removal  of  other  diseased  structures  than 
the  fibroid.  In  one  of  the  cases  in  which  I  tied  the  ligaments 
in  the  al)domen  I  should  have  removed  the  tumor,  because  the 
woman  was  at  the  age  of  the  climacteric,  had  I  not  been  desir- 
ous of  observing  its  effect  in  that  particular  case. 

The  results  have  been  so  satisfactory  that  it  may  be  of  interest 
to  listen  to  a  brief  history  of  these  five  cases. 

Case  I, — Miss  McC,  American,  aet.  25,  single,  virgin,  entered 
the  Buffalo  Woman's  Hospital  September  2od,  1894.  The  pa- 
tient was  anemic,  having  had  almost  constant  uterine  hemor- 
rhage for  fifteen  months.  She  had  hemic  murmurs.  The 
fundus  of  the  fibroid  uterus  extended  two  inches  above  the 
umbilicus.  Examination  of  its  cavity  revealed  no  submucous 
growths.  On  Septeml)er  27th  the  base  of  the  broad  ligament, 
including  the  uterine  artery,  was  tied  through  the  vagina.  The 
cervix  was  first  incised  as  in  vaginal  hysterectomy,  except  that 
the  incision  was  carried  backward  far  enough  only  to  sever  the 
lateral  utero-vaginal  junction  and  at  the  same  time  not  open  into 
Douglas'  pouch.  Then  pushing  back  the  bladder  and  the  ure- 
ters from  the  front  of  the  cervix,  the  base  oi  the  broad  ligament 
was  easily  reached  and  the  whole  mass  ligated.  The  line  of 
incision  was  then  closed  by  a  continuous  catgut  suture.  The 
uterus  was  noticed  in  two  days  to  have  decreased  in  size  and 
especially  in  hardness,  having  a  boggy  feeling  on  palpation. 
She  was  discharged  on  the  eighteenth  day  after  operation,  the 
fundus  of  the  uterus  l)oing  easily  felt  just  above  the  pubic  sym- 
physis. An  interesting  and,  at  the  time,  a  very  annoying  inci- 
dent of  her  history  after  operation  wa<  the  high  temperature 
which  developed  without  any  apjiareiit  a!-:«ignable  cause.  On 
the  second  day  the   tiMnjx'ratiuc  'went   to^lUi     and  the  pulse 
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arose  correspondingly.  There  was  no  evidence  of  peritonitis, 
no  fetid  discharge,  no  pus  from  the  incision — everything  was 
negative.  Careful  exploration  of  the  chest  revealed  no  bron- 
•chitis  or  pneumonia.  The  temperature  continued  to  rise  and 
on  the  fifth  day  was  at  104°  and  the  pulse  102.  From  this  time 
it  continued  to  fall  and  reached  normal  on  the  tenth  day. 

I  have  since  seen  the  patient.  She  is  hearty,  full-blooded, 
and  robust.  The  uterus  is  natural  in  size  and  her  menstruation 
is  normal  in  every  respect. 

Case  II. — Mrs.  A.,  American,  aet.  33,  married  fourteen  years, 
sterile,  entered  the  Buffalo  Woman's  Hospital  September  26th, 
1894.  She  has  a  tibroid  of  the  uterus  extending  to  a  point  mid- 
way between  the  symphysis  and  the  umbilicus.  She  gives  a 
history  of  pelvic  inflammation  three  years  ago,  followed  by 
almost  constant  pain  in  the  left  inguinal  region.  She  has  no- 
ticed the  existence  of  the  fibroid  for  about  five  years,  during 
which  period  her  menstrual  flow  has  been  too  profuse  and  often 
too  frequent.  Examination  under  anesthesia  discloses  a  large 
mass  to  the  left  of  the  uterus,  which  is  probably  a  tubo  ovarian 
abscess.  September  30th  made  an  abdominal  section  ;  removed 
the  left  tubo-ovarian  abscess  out  of  dense  adhesions  and  tied  the 
base  of  the  broad  ligaments.  Before  she  left  the  hospital  the 
uterus  was  curetted  for  a  persistent  muco-purulent  discharge. 
The  patient  went  to  her  home  on  October  18th,  eighteen  days 
after  operation.  At  that  time  the  uterus  had  decreased  rapidly 
in  size.  It  is  now  entirely  normal,  but  she  menstruates  more 
profusely  than  before  her  illness  three  years  ago. 

Case  III. — Mrs.  G.,  American,  set.  48,  married,  had  one 
child  twenty-six  years  ago,  was  brought  from  a  distance  on  a 
cot  to  the  Buffalo  Woman's  Hospital  January  21st,  1895.  She 
is  very  anemic,  having  flowed  profusely  for  the  past  six  months. 
She  has  a  fibroid  of  the  uterus  above  the  level  of  the  umbilicus, 
and  an  ovarian  cyst  on  the  left  side  which  has  pushed  the  fibroid 
over  to  the  right.  The  patient's  abdomen  is  about  the  size  of  a 
seven-months  pregnancy.  February  5tli  the  ovarian  cyst  was 
removed  and  the  blood  supply  to  the  fibroid  cut  off^by  ligating 
the  base  of  the  broad  ligament.  The  patient  was  discharged  on 
March  9th,  the  fundus  of  the  uterus  being  easily  felt|[above  the 
pubic  bone.  The  further  history  is  interesting  and  raises  an  im- 
portant question.  She  has  not  menstruated  since  the  operation 
and  has  continued  to  increase  in  flesh  and  strength.     On  April 
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20th  she  began  to  notice  a  fetid  vaginal  diseliarge,  wliicli  rapidly 
became  more  profuse.  In  a  few  days  her  ajipetite  left  her  and 
she  began  to  have  chills  and  fever.  Her  physician  comninni- 
cated  with  me  and  I  asked  him  to  send  lier  back  to  me  at  once. 
On  April  26th  she  returned  to  the  hospital  with  a  pulse  of  120 
and  a  temperature  of  WS^°.  On  the  27th  of  April,  the  follow- 
ing day,  J  dilated  the  cervix  and  removed  from  the  inside  of  the 
uterus  a  sloughing  submucous  tibroid  the  size  of  a  lien's  egf^. 
In  forty-eight  hours  the  temperature  and  pulse  were  again  nor- 
mal and  the  patient  ready  to  return  to  her  home.  The  uterus 
has  contracted  to  its  normal  size. 

Case  IV. — Mrs.  S.,  American,  i^t.  3S,  married,  one  child 
13  years  old,  entered  the  Buffalo  Woman's  Hospital  February 
22(1,  1895.  This  patient  had  been  having  menorrliagia,  con- 
tinuing about  two  weeks  each  month,  for  the  past  six  months. 
During  the  past  six  weeks  the  flow  has  been  constant,  at  times 
very  profuse,  necessitating  tamponment.  Examination  under 
anesthesia  shows  an  interstitial  fibroid  of  the  anterior  uterine 
wall  near  the  fundus,  approximately  the  size  of  a  hen's  egg. 
The  uterus  was  at  once  curetted  and  the  broad  ligament  ligated 
through  the  vagina.  The  hemorrhage  immediately  ceased.  On 
March  ir)th  she  was  discharged  and  menstruated  again  March 
25th,  rather  more  profusely  than  she  ought,  duration  eight 
days.  In  April  her  menstruation  was  .>^till  somewhat  more  pro- 
fuse than  normal  for  her.  All  traces,  however,  of  the  tibroid 
are  gone,  and  I  doubt  not  that  the  next  menstrual  flow  will  be 
normal  in  amount  and  duration. 

Case  V. — Mrs.  B.,  ;et.  45,  American,  married  twenty-eight 
years,  sterile,  entered  the  Buffalo  Woman's  Hospital  April  8th, 
1895,  with  an  interstitial  flbroid  of  the  uterus  reaching  nearly  to 
the  rihs  on  the  left  side,  and  on  the  right  side  extending  to  the 
margins  of  the  costal  cartilages.  One  year  ago  she  refused  to 
allow  a  hysterectomy  for  its  removal,  as  she  suffered  no  pain, 
her  menses  were  normal,  and  her  general  health  was  perfect. 
The  di.scomfort  occasioned  by  the  size  and  weight  of  the  tumor 
was  her  only  cause  of  (*om|»lainr.  ( )ii  A]iril  Kith  I  tied  the  broad 
ligaments  through  the  vagina.  The  patient  returned  to  her 
home  twelve  da\s  after  operation.  The  fundus  of  the  uterus 
was  then  one  inch  above  the  level  of  the  umbilicus.  She  also 
noticed  its  falling  from  side  to  side  when  turning  in  bed,  owing 
to   the  decrease   in   its  lateral    diameters.      I   have  not  seen  her 
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since  her  return  to  her  home,  but  on  May  1st  a  mutual  friend 
brought  word  from  lier  to  me  that  the  tumor  was  still  decreasing 
rapidly  and  that  she  was  watching  its  departure  with  much  satis- 
faction. 

The  results  obtained  in  these  five  cases,  even  though  they  be 
only  five,  seem  to  prove  that  this  operation  is  effective  in  causing 
absorption  of  the  tumor.  The  course  of  Case  No.  3,  from  whom 
I  later  removed  the  sloughing  submucous  growth,  seems  to  raise 
the  question  whether  this  operation  will  cause  their  absorption 
or  necrosis.  There  is  need  of  further  experimentation  to  deter. 
mine  whether  this  slough  was  caused  by  the  deficient  blood 
supply  or  whether  it  was  merely  a  coincidence.  The  uterus 
evidently  began  its  efforts  to  extrude  the  mass,  because  the 
patient  gave  a  history  of  pain  antedating  the  fetid  discharge, 
hence  the  uterus  may  have  caused  its  necrosis  by  pressure,  as  it 
often  does. 

Many  operators  will  object  to  substitute  this  conservative 
operation  for  the  more  brilliant  hysterectomy.  A  surgical  ope- 
ration should  be  done  solely  with  a  view  to  the  best  interests  of 
the  patient.  Unfortunately  too  often  the  brilliancy  of  the  ope- 
ration, not  the  best  interests  of  the  patient,  actuate  the  operator 
in  his  work.  Fortunately,  however,  the  real  brilliancy  of  our 
work  resides  not  in  that  which  brings  forth  the  plaudits  of  those 
who  frequent  our  operating  rooms,  but  in  the  ultimate  results 
of  that  work  upon  which  our  patients  and  the  public  will  surely 
pass  judgment. 

^  There  is  no  more  danger  in  this  than  in  an  Emmet's  opera- 
tion. If  the  tumor  be  large  there  is  more  difficulty  in  reaching 
the  broad  ligament,  as  the  tumor  is  apt  to  lift  out  of  the  pelvis 
by  its  growth.  Furthermore,  fibroids  occur  more  frequently  in 
unmarried  women  or  sterile  women,  in  whom  the  vagina  is 
small,  thus  adding  to  the  difficulties  of  the  operation. 

If,  as  a  result  of  this  operation,  a  uterine  fibromyoma  absorbs 
and  the  uterus  returns  to  its  normal  size  and  functions,  is  it  not 
better  for  the  patient  in  its  ultimate  results  than  a  hysterec- 
tomy ?  Especially  is  this  to  be  desired  if  the  woman  be  young, 
as  was  my  first  case.     She  may  bear  children  if  she  marries. 

This  operation  is  not  applicable  to  all  fibroids.     Very  large, 
hard  tumors  will  not  be  benefited  by  it.     Tumors  which*  spread 
out  widely  in  the  broad  ligaments,  displacing  the  uterine  arte- 
ries upward,  are  not  appropriate  for  it.     Yery  large  tumors  are 
23 
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apt  to  rise  high  in  the  pelvis,  making  it  difficult  to  get  at  the 
broad  ligaments,  especially  as  fibroids  so  frequently  occnr  in 
sterile  women  whose  vaginas  are  narrow,  thus  adding  to  the  dif- 
ficulties of  the  operation. 

The  fibroids  in  which  this  operation  will  be  found  most  ef- 
fective are  those  of  medium  size,  soft,  bleeding  tumors.  The 
softer  the  tumor  and  the  more  hemorrhagic  it  is,  the  more  liable 
is  it  to  absorb  after  this  operation. 

There  is  merit  in  the  operation  in  properly  selected  cases.  It 
is  conservative.  It  does  not  prevent  more  radical  procedures- 
later,  if  they  be  necessary. 

64  Richmond  avenue.       

A  CONTRIBUTION  TO  THE  STUDY   OF  ALBUMINURIA  DURING 

PREGNANCY. 


HARRY  G.   UTLEY,   M.D., 

Senior  Resident  Physician,  Free  Lying-in  Hospital  of  the  University  of  Maryland, 

'service  of  Professor  J.  Edwin  Michael. 


It  is  the  [)urpos9  of  this  effort  to  gather  into  appreciable  shape 
some  cont^hisions  drawn  from  an  observation  of  a  number  of 
cases  of  albuminuria  in  the  clinic  of  the  Free  Lying-in  Hospital 
of  the  University  of  Maryland. 

In  all  of  the  cases  pregnancy  was  advanced  to  seven  and  a  half 
months  at  least.  They  were  kept  under  strict  and  constant 
surveillance,  a  specimen  of  the  urine  being  examined  at  least 
once  each  day,  and  in  some  instances  twice,  by  both  chemical 
and  microscopic  methods.  The  work  was  conducted  with  a  view 
to  investigating  as  much  as  possible  (1)  the  relation  between 
albuminuria  and  renal  pathology  of  whatever  nature,  organic  or 
functional,  acute  or  chronic,  and  (2)  the  relation  between  albu- 
minuria and  that  toxemia  which,  for  want  of  a  better  or  more 
descriptive  term,  pathologists  call  "  uremia."  In  a  series  of 
twenty  cases  observed  in  one  hundred  and  sixty  women,  the  most 
careful  search  could  find  no  evidence  of  organic  kidney  disease 
in  fifteen,  one  gave  evidence  of  acute  tul)ular  nephritis,  four 
showed  chronic  tubular  nephritis,  and  in  no  case  was  there  evi- 
dence of  cither  tlie '' chronic  interstitial"  or  tiie  "amyloid" 
form  of  kidnev  disease.     It  is  to  that  clasfs  of  albuminurias  not 
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coincident  with  organic  kidney  lesions  tliat  I  shall  devote  most 
attention. 

It  is  but  fair  at  this  juncture  to  refer  to  the  meagre  facilities 
which  were  at  hand  for  pursuing  the  microscopic  examination 
of  the  urine.  An  exhaustive  study  of  micro-urinary  pathol- 
ogy requires  that  the  sediment  from  the  whole  amount  voided 
in  twenty-four  hours  be  so  concentrated  that  a  specimen  from 
this  sediment  contains,  ceteris  paribus^  a  fairly  representative 
amount  of  the  indications  to  be  sought.  This  result  cannot  be 
accurately  obtained  unless  the  "centrifuge"  be  employed.  The 
urine  should  also  be  examined  before  alkaline  fermentation 
begins,  for  this  reaction  seriously  changes  the  integrity  and  ap- 
pearance of  the  tube  casts.  The  "centrifugal  machine"  men- 
tioned is  an  apparatus  designed  to  immediately  separate  from 
the  urine,  by  rapid  motion,  all  solid  matter  suspended  in  it. 
This,  of  course,  can  be  done  at  once  before  changes  in  the  urine 
can  take  place.  I  had  no  "centrifuge,"  and  could  examine  the 
sediment  from  only  a  small  quantity  of  urine  at  a  time,  it  being 
faintly  acidified  to  prevent  the  alkaline  changes.  However,  it 
was  repeatedly  and  carefully  examined  from  the  first  appearance 
of  the  albumin  until  no  more  could  be  detected  by  the  most  deli- 
cate tests.  The  fact  that  ideal  means  were  not  at  my  command 
must  of  course  exert  a  relative  influence  on  the  deductions  and 
conclusions  I  am  to  draw,  both  as  to  their  import  and  their  cor- 
rectness. The  statement  that  microscopic  and  other  methods 
repeatedly  failed,  in  seventy-five  per  cent  of  the  cases,  to  show 
any  coexisting  organic  kidney  lesion  would  seem  to  point  to  the 
conclusion  that  a  majority  of  the  albuminurias  in  pregnant 
women  are  not  dependent  on  such  a  lesion,  either  temporary  or 
permanent. 

We  must  look,  therefore,  for  an  explanation  of  this  condition 
of  the  urine  either  to  a  perturbed  kidney  function,  possibly  due 
to  a  condition  which  the  microscope  does  not  or  cannot  show 
(in  the  present  state  of  our  knowledge),  or  presumptively  to 
some  abnormal  blood  constituency,  which  blood,  by  reason  of 
its  influence  on  the  kidney,  so  modifies  the  renal  function  that 
albumin  is  allowed  to  escape  from  the  blood  into  the  urine.  In 
the  ligiit  of  the  orthodox  kidney  pathology  of  to-day,  the  cause 
of  renal  albuminurias  of  this  class  is  referred  to  abnormal  kid- 
ney functioning  per  se  rather  than  to  any  modification  of  that 
function  wrought   by  an  abnormal   state   of   the  blood.     The 
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theory  of  Mahommed,  viz.,  "  that  pregnancy  is  associated  with 
an  increased  blood  pressure  in  the  kidneys,"  undoubtedly  ac- 
counts for  many  of  these  albuminurias,  they  of  course  being 
simply  the  result  of  altered  mechanical  conditions. 

On  the  basis  that  the  efforts  of  a  parturient  woman  are  con- 
ducive to  a  correspondingly  increased  general  blood  pressure — 
which  efforts  are  of  course  greatest  during  the  second  stage — 
and  with  a  view  to  studying  the  relation  of  heightened  blood 
pressure  to  the  presence  of  albumin  in  the  urine,  I  have  in 
twenty-four  women  examined  a  specimen  of  urine  obtained  just 
a,t  the  beginning  of  labor,  one  at  the  end  of  the  lirst  stage,  and 
one  at  the  conclusion  of  the  labor.  In  sixty  per  cent  of  those 
whose  urine  showed  not  a  trace  of  albumin  before  labor,  or  in 
some  instances  at  the  end  of  the  lirst  stage,  1  found  it  to  be 
present  after  labor  in  greater  or  less  amount,  depending  on  the 
length  and  severity  of  the  second  stage.  These  albuminnrias 
are  of  course  transient,  disappearing  in  two  to  four  hours.  In 
those  in  which  none  was  found  the  labor  was  accomplished  with 
a  minimum  degree  of  effort.  Then,  again,  in  eight  cases  in 
which  urine  was  albuminous  before  labor,  without  any  explana- 
tory organic  kidney  lesion  and  possibly  due  t(»  high  blood  pres- 
sure, the  amount  of  albumin  was  found  to  be  increased  after  the 
completion  of  the  labor,  the  increase  being  relative  also  to  the 
length  and  severity  of  the  second  stage.  In  a  few  hours  the 
albumin  had  entirely  disappeared,  the  conditions  favoring  high 
blood  pressure  having  been  removed. 

Tiiese  observations,  then,  would  seem  at  least  to  suggest  a 
very  pertinent  relation  between  heightened  blood  pressure  and 
albuminurias  of  the  class  now  under  consideration.  This  state- 
ment, however,  is  not  to  convey  the  idea  that  all  albuminurias 
not  explicable  by  the  presence  of  organic  kidney  lesion  are  to  be 
accounted  f()r  on  the  basis  of  mechanical  causation. 

As  before  suggested,  an  abnormal  or  toxic  ci»ndition  of  the 
blood  may  bear  some  causative  relation  to  albuminuria  by  so 
interfering  with  the  renal  function  as  to  permit  the  escape  of 
albumin  into  the  urine.  This  latter  notion,  confessedly  hypo- 
thetical and  certainly  not  orthodox,  has  occurred  to  me  while 
reading  the  exhaustive  account  of  "  A  Study  of  Uremia ''  by 
Hughes  and  Carter.'  Their  deductions  from  many  carefully 
conducted  experiments  bearing  on  the  causation  of  uremia  are: 
'  American  .Journal  of  Medical  Sciences,  vol.  cviii.,  Nos.  2  and  8. 
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(1)  that  the  assimilation  and  metabolism  of  nitrogenous  food  in 
the  human  body  give  rise  to  a  product  or  products  (presumably 
albuminous)  which,  circulating  in  the  blood,  prove  toxic,  espe- 
cially to  the  nervous  system,  and  indeed  constitute  the  causal 
factor  operative  in  the  phenomena  of  uremia  ;  (2)  and,  further, 
that  these  same  toxines  (if  they  may  be  called  such)  are  respon- 
sible for  the  "  kidney  condition  "  on  which  uremia  is  ordinarily 
thought  to  depend,  making  the  renal  condition  often  the  result 
rather  than  the  cause  operative  in  the  production  of  the  toxemia. 
Now,  is  it  not  possible  that  these  poisonous  elements  circulating 
through  the  kidney  may  (if  only  mildly  virulent)  so  interfere 
with  its  function  as  to  allow  albumin  to  escape  into  the  urine, 
without  necessarily  causing  an  organic  lesion  or  otherwise  mani- 
festing their  presence  in  the  blood  t — considering,  of  course,  the 
probability  that  the  greater  the  amount  or  virulence  of  the  tox- 
ines, and  the  less  the  ability  of  the  kidney  to  resist  their  influ- 
ence, the  more  profound  will  be  their  impression  on  that  organ 
and  its  function?  If  this  supposition  be  admissible,  then  it  is 
nothing  strange  that  albuminuria  is  so  frequently  and  peculiarly 
encountered  in  pregnancy,  the  woman  having  to  do  both  the  as- 
similation and  excretion  of  her  fetus  in  addition  to  the  ordinary 
performance  of  the  functions  incident  to  her  own  metabolism, 
thus  putting  an  extra  amount  of  work  on  her  kidneys  which 
taxes  them  too  heavily,  as  the  condition  of  the  urine  but  too 
plainly  shows. 

Of  course  it  is  but  a  mere  platitude  to  say  that  if  we  And  al- 
buminuria accompanied  by  evidence  of  organic  kidney  lesion — 
viz.,  casts,  renal  epithelium  degenerated  or  not,  blood  cells,  etc. 
— then  we  are  to  seek  no  further  for  its  explanation,  especially 
if  collateral  evidence  of  kidney  disease,  either  acute  or  chronic, 
be  obvious. 

The  foreocoinoj  conclusions  would  seem  to  furnish  a  some- 
what  tenable  ba^is  for  the  consideration  of  some  phases  of  the 
relation  between  albuminuria  and  uremia.  We  have  long  been 
accustomed  to  regard  this  condition  of  the  urine  as  a  danger 
signal  much  to  be  heeded  and  indeed  never  to  be  despised, 
even  though  albumin  be  present  in  only  the  faintest  trace,  for 
the  amount  is  no  indication  as  to  the  gravity  of  the  condition 
its  presence  indicates.  In  whatever  amount  or  with  whatever 
constancy  found,  its  import  may  be,  on  the  one  hand,  simply  to 
show  a  slightly  disturbed  kidney  function,  harmless  enough  in 
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itself,  or,  on  tlie  other,  to  herald  the  gatherm^  storm  clouds 
of  a  toxemia  whose  momentous  and  awful  thunder  is  heard  in 
its  gravest  and  most  terrible  consequence — eclampsia. 

Only  a  Tnost  careful,  thorough,  and  systematic  examination 
of  the  urijie,  both  chemical  and  microscopic,  together  with  a 
consideration  of  any  auxiliary  evidence  available,  will  be  suffi- 
cient to  interpret  the  meaning  of  an  albuminuria,  and  even 
this  often  fails  tj  satisfy  the  conscientious  investigator.  In  the 
twenty  cases  under  observation  seventy-iive  per  cent  could  not 
be  shown  to  have  any  connection  with  a  coexisting  organic  re- 
nal lesion,  and  consequently  did  not  suggest  the  probability  of 
such  dire  results  as  might  have  been  expected  had  the  kidney 
function  been  further  crippled  by  organic  trouble.  Neverthe- 
less the  all)uminuria  betokens  distressed  renal  function,  which 
stress,  if  long  continued,  might  to  such  an  extent  interfere  with 
the  elimination  ordinarily  done  by  the  kidney  as  to  lead  to  ure- 
mic intoxication  and  possibly  to  permanent  organic  kidney  dis- 
ease. Taking  the  hypothesis  that  uremia  is  the  consequence 
of  a  toxic  amount  of  products  resulting  from  nitrogenous  me- 
tabolic processes,  albuminuria  may  indicate  that  the  kidney 
function  is  compromised  to  a  greater  or  less  extent  and  may 
not  accomplish  the  proper  elimination  of  these  substances, 
whether  the  compromise  be  due  to  excessive  blood  pressure, 
or,  as  before  suggested,  to  the  influence  of  these  substances  on 
the  kidney  itself,  or  to  any  other  factor.  This  possibility  should 
impress  upon  us  the  necessity  of  preventing  the  accumulation 
of  these  noxious  miiterials  by  methods  that  shall  later  receive 
consideration.  But  let  us  remember  that  albuminuria  does  not 
always  mean  uremia  and  does  not  necessarily  go  hand  in  hand 
with  it ;  for  eclampsia  has  been  known  to  occur  without  the  pre- 
vious presence  of  even  a  trace  of  albumin,  and,  on  the  other 
hand,  in  twelve  of  the  twenty  cases  under  my  own  observation 
not  the  slightest  evidence  of  uremia  could  be  noted,  although 
the  amount  of  albumin  present  varied  from  a  mere  trace  to  as 
much  as  sixty  per  cent  focnlar  estimate)  and  remained  in  the 
urine  during  a  period  varying  from  three  days  to  a  mouth.  Tliis 
fact  lends  some  color  to  the  probability  that  the  kidney  function 
may  for  (piite  awhile  be  disturbed  and  perverted  enough  to  cause 
an  albuminuria,  but  not  enough  to  evidently  compromise  its  elim- 
inative  duty  for  the  time  being;  since  so  l«»ng  a.^  the  renal  activ- 
ity is  sufficient  to  keep  the  organism  freed  from  an   excessive 
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or  toxic  amount  of  noxious  substances,  albumiDuria  cannot  in- 
dicate the  presence  of  these  toxines  in  adequate  amount  to  do 
appreciable  harm. 

But  it  must  be  also  remembered  that,  however  slight,  albumin- 
uria of  renal  origin  always  means  an  abnormal  kidney  function, 
and  always  indicates  the  possibility  and  (if  proper  auxiliary  evi- 
dence be  present)  the  probability  of  ureujia  with  all  its  dread 
and  grave  results.  Therefore  it  is  a  duty  that  every  conscien- 
tious obstetrician  owes  his  patient,  her  unborn  child,  and  him- 
self to  accurately  appreciate  the  import  of  albumin  in  the  urine 
of  a  pregnant  woman,  and  to  regard  its  presence  there  with 
serious  concern  ;  for  by  prompt  and  early  interference  much  can 
be  done  to  rob  uremia  of  the  ghastly  spoils  it  is  daily  claiming 
among  pregnant,  parturient,  and  puerperal  women,  and  to  ob- 
viate or  ameliorate  the  sadness  that  has  followed  in  its  wake. 

Of  course,  if  albuminuria  is  found  to  be  coincident  with  or- 
ganic kidney  lesions,  we  can  then  be  reasonably  certain  that  the 
renal  process  cannot  display  the  proper  amount  of  activity,  espe- 
cially under  the  extraordinary  conditions  obtaining  during  preg- 
nancy, and,  indeed,  is  extremely  liable  to  very  serious  and  some- 
times sudden  compromise,  the  gravity  depending  on  the  extent 
to  which  the  kidney  is  crippled  and  on  the  amount  of  work  it 
has  to  perform. 

Albuminuria,  then,  is  simply  an  indicative  symptom.  Its 
meaning  and  import  must  be  determined  by  the  gravity  of  any 
coincident  pathological  renal  condition  (as  shown  by  the  urinary 
examination)  and  by  the  presence  and  degree  of  severity  of  the 
general  manifestations  of  kidney  disease. 

The  treatment,  therefore,  is  to  be  directed  to  the  condition  or 
set  of  conditions  with  which  the  albuminuria  is  connected  or  on 
•which  it  is  dependent,  and  its  permanent  disappearance  will  sig- 
nify that  the  harmful  processes  or  conditions  with  which  it  is 
related  have  become  inoperative. 

Most  naturally  the  therapeutic  indications  are  suggested  alto- 
gether by  the  condition  of  the  kidney,  the  amount  of  elimina- 
tion it  can  probably  do,  and  the  probable  amount  of  noxious 
substances  in  the  body  to  be  eliminated,  which  latter  condition 
can  only  be  made  evident  by  the  signs  of  uremic  intoxication. 

In  every  instance  it  is  wise  to  curtail  the  further  production 
of  toxines  by  restricting  the  amount  of  nitrogenized  food.  An 
exclusive  diet  of  milk  seems  to  fulfil  the  indication  admirably, 
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serving  at  tlie  same  time  as  a  mild  diuretic.  I  have  frequently 
seen  albumin  disappear  altogether  by  the  use  of  this  measure 
alone.  This  result  would  seem  to  add  some  force  to  the  proposi- 
tion that  albuminuria  is  often  due  to  the  presence  and  influence 
of  these  toxic  materials. 

Excellent  results  may  be  gained  by  employing  a  mixed  diet 
of  foods  poor  in  nitrogen — viz.,  bread,  butter,  fruits  preserved  or 
fresh,  vegetables  in  limited  amounts,  etc. — of  which  only  a  suf- 
ficient quantity  to  sustain  nutrition  should  be  taken,  for  any 
excess  has  to  be  eliminated  by  an  already  overworked  kidney. 
This  measure  greatly  relieves  the  kidney  and  puts  it  in  a  posi- 
tion to  more  effectually  and  quickly  recover. 

Further,  if  circumstances  demand  or  even  justify  it,  the  elimi- 
nation of  the  harmful  materials  already  in  the  organism  may 
be  both  hastened  and  accomplished  by  the  use  of   the   other 
emunctorial  channels,  the  bowels  and  the  skin.     The  indications 
for  using  one  or  both  of  these,  as  well  as  the  degree  to  which 
their  functions  should  be  stimulated,  must  be  suggested  by  the 
merits  of  each  individual  case.    They  should  in  all  cases  be  kept 
active.     The  bowels  may  be  "  appealed  to,"  with  very  satisfac- 
tory results,  by  the  frequent  administration   of  the  compound 
jalaj)  powder,  say  in  drachm  doses  every  other  morning,  or  any 
of   the   hydragogue   cathartics,  especially   the   salines,    will   be 
found  useful.     As  to  the  skin,  its  action  may  be  encouraged  by 
resorting  to  the  hot  bath,  the  steam  bath,  the  hot-air  bath,  or  the 
hot  pack.     The  employment  of  the  medicinal  diaphoretics,  espe- 
cially pilocarpine,  is  not  indicated  except  as  a  last  resort,  and 
even  then  the  use  of  this  agent  should  be  extremely  guarded, 
for  the  reason  that  pulmonary  edema  is  very  often  the  result, 
and  the  burden  of  cardiac  depression  is  added  to  the  patient, 
possibly  already  struggling  for  life.     It  is  pr()l)al)ly  neither  wise 
nor  necessary  to  unduly  stimulate  the  skin  furiftion  unless  signs 
of  beginning  uremia   are  evident,  and  even  then  their  gravity 
should  dictate  both  the  method  and  the  extent  and  frecjuency  of 
its   employment.     The  wisdom  of  the  use  of  the   t-timulatiiig 
diuretics  to  aid  elimination  by  the  kidney  is  much  to  be  (jues- 
tioned,  at  least  in  those  cases  not  showing  symptoms  of  uremic 
intoxication,  for  it  seems  grossly  unjust  to  goad  on  an  already 
crippled  organ  when  the  same  or  a  better  result  may  be  gained 
by  the  timely  and  judicious  use  of  the  eliminative  powers  of  the 
bowels  and  skin.     The  high  blood  pressure  conditions  incident 
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to  pregnancy  cannot  be  overcome  until  delivery  is  accomplished, 
but  it  is  not  ray  purpose  to  refer  to  the  indications  for  the  induc- 
tion of  premature  delivery.  Tlie  above  principles  of  treatment, 
in  addition  to  the  fulfilment  of  any  symptomatic  indication  that 
may  arise,  if  prudently  employed  will  bring  much  relief  to  the 
kidney  laboring  under  untoward  circumstances,  and  yield  grate- 
ful and  lasting  satisfaction  to  the  conscientious  "  man  of  medi- 
cine "  in  whose  hands  the  destiny  of  so  many  innocent  lives 
reposes. 


PUERPERAL  ECLAMPSIA.i 


GEORGE  BYRD  HARRISON,  M.D., 
Washington,  D.  C. 


The  following  case  presents  a  record  of  exceedingly  happy 
conditions  after  the  exhibition  of  veratrum  viride  with  mor- 
phia and  atropia  (hypodermatically  given)  to  control  puerperal 
eclampsia,  conjoined  with  the  injection  into  the  uterus  of  steril- 
ized glycerin  to  promote  the  evacuation  of  that  organ. 

There  is  nothing  absolutely  new  in  it,  but  the  facts  detailed 
are  sufficiently  interesting  to  elicit  comment  and  discussion — the 
prime  object,  as  I  take  it,  of  this  and  similar  organizations. 

As  it  is  my  own  first  experience  with  the  therapeutical  com- 
bination, I  may  be  excused  for  being  greatly  impressed  by  the 
results,  and  very  grateful  to  Dr.  King  for  what  seems  to  me  an 
exceedingly  valuable  lesson. 

In  October,  1893,  while  away  from  home,  I  received  a  ^letter 
from  a  physician  in  a  near-by  city,  requesting  me  to  take 
charge  of  the  case  of  a  young  married  lady  who  was,  with  her 
husband,  coming  to  reside  in  Washington,  and  who  expected 
Jier  first  confinement  about  the  beginning  of  January,  1894. 

She  was  seen  by  me  for  the  first  time  on  November  2d 
and  presented  a  perfect  picture  of  well-developed  physique, 
robust  health,  and  good  looks  generally.  From  her  general 
make-up  one  would  as  soon,  I  think,  have  dreaded  childbirth 

1  Read  before  the  Washington  Obstetrical  and  ^Gynecological  Society  De- 
cember 4th,  1894. 
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for  a  young  squaw  of  the  plains.  But  further  acquaintance 
with  her  mode  of  life  was  less  reassuring.  She  was  found  to 
be  very  reckless  in  regard  to  some  of  the  most  ordinary  health 
precautions:  positively  refused  to  wear  flannel  or  silk  on  the 
upper  portion  of  her  chest,  claiming  that  pharyngitis  or  laryn- 
gitis always  resulted  from  covering  her  neck  in  that  way.  It 
is  needless  to  say  that  fondness  for  dress  and  for  the  display  of 
lovely  neck  and  arms  was  father  to  this  delusion.  An  ardent 
housewife,  and  preferring  to  do  the  marketing  herself,  she  doubt- 
less frequently  had  her  lower  extremities  chilled,  her  feet  not 
being  properly  protected.  In  fact,  I  "spotted"  her  from  time 
to  time  in  many  imprudences  likely  to  impair  the  function  of 
the  skin  and  throw  extra  work  upon  the  other  emunctories. 

Her  urine  was  examined  carefully  at  short  intervals,  at  tirst 
with  neirative  results,  but  about  the  1st  of  December  albumin 
in  definite  but  smill  quantity  (one-twelfth  by  volume)  made  its 
appearance. 

Dr.  A.  F.  A.  King,  on  whom  I  always  lean  in  obstetrical  dif- 
ficulty, was  at  once  consulted.  Tlie  usual  measures  of  diet  and 
medication  were  urgently  advised  and  no  efforts  spared  to  have 
them  carried  out.  But  although  no  casts  could  at  any  time 
be  found,  albumin  persisted,  reaching  as  high  as  one-sixth  by 
volume,  but  varying  from  time  to  time  without  progressive  in- 
crease. It  was  determined  not  to  interfere  with  gestation  unless 
some  more  serious  symptoms  developed.  On  careful  inquiry 
January  22d  was  found  to  be  about  the  day  on  which  labor 
should  be  expected.  Judged  by  qualitative  analysis  and  the 
general  condition  of  the  patient,  elimination  of  urea  was  fairly 
good,  and  the  gestation  continued  to  progress  without  seriou& 
distuybance.  ^[(»derate  edema  and  slight  urticarious  manifes- 
tations, with  not  unusual  nervous  phenomena,  constituted  the 
r'esuirhi'  of  troublesome  features  until  January  16th. 

On  the  morning  of  that  day  slie  suffered  violent  cramps 
of  abdominal  muscles  and  complained  of  tumultuous  move- 
ments of  the  fetus.  Examination  of  cervix  and  os  uteri  showed 
that  labor  was  not  iimninent,  and  pointed  directly  to  the  renal 
complications  as  the  source  of  disturbance.  Palliatives  were 
used. 

At  6  P.M.  the  husband  came  to  announce  a  convulsive  seizure, 
"I  readied  the  patient  in  five  minutes  and  Dr.  King  in  fifteen. 

Dr.  Green,  of  the  navy,  had  already  responded  to  the  emer- 
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gencj.  On  arrival  I  found  the  condition  of  the  os  and  cervix 
still  the  same.  The  patient  was  rallying  from  the  convulsions. 
The  OS  was  immediately  dilated  by  my  linger  until  the  head 
could  be  felt  through  the  membranes,  presenting  in  normal 
(L.  O,  A.)  position.  An  attempt  was  made  to  administer  chloral 
and  bromides  by  mouth  and  rectum,  but  not  very  successfully. 
On  the  arrival  of  Dr.  King  it  was  determined  to  employ  vera- 
trum  viride.  While  I  hurried  to  a  drug  store,  within  half  a 
block,  another  and  violent  convulsion  occurred.  The  patient 
immediately  received  a  hypodermatic  injection  of  ten  drops  of 
the  fluid  extract  of  veratrum,  one-ninetieth  of  a  grain  of  atropia, 
and  one-third  of  a  grain  of  morphia.  (The  bladder  and  rectum 
had,  of  course,  been  evacuated  and  diaphoresis  solicited  by  hot- 
water  bottles  and  blankets.)  Within  a  few  minutes  after  the 
administration  of  this  injection  the  pulse  came  down  to  about 
sixty  beats  per  minute,  the  patient  expressed  herself  as  feeling 
comfortable,  and  thereafter  no  convulsive  seizure,  or  severe 
threat  of  one,  occurred.  She  now  received,  by  mouth,  ten  grains 
each  of  calomel  and  jalap  with  five  grains  of  compound  extract 
of  colocynth. 

It  being  found  impossible  to  proceed  satisfactorily  without 
anesthetization,  I  administered  ether  ;  the  patient  was  brought  to 
the  edge  of  the  bed.  Dr.  Green  and  the  nurse  keeping  her  in 
proper  position,  while  Dr.  King,  with  due  precaution  against 
the  introduction  of  air,  sepsis,  and  the  rupture  of  membranes, 
injected  about  half  an  ounce  of  sterilized  glycerin  well  up  into 
the  uterine  cavity.  The  catheter,  large  and  soft,  was  left  in  situ 
and  the  vagina  tamponed  with  cotton  soaked  in  glycerin. 

True  labor  pains  set  in  at  5  a.m.,  the  patient  sleeping  sound- 
ly between  the  contractions,  and  until  delivery  at  3  p.m.  the 
process  was  normal  and  satisfactory  in  every  respect.  The 
infant  (a  nine-pound  boy)  was,  of  course,  in  a  condition  of 
uremic  narcosis  and  required  prolonged  efforts  to  establish  res- 
piration. 

The  mother's  recovery  was  somewhat  retarded  by  an  agoniz- 
ing periostitis  of  the  left  tibia,  setting  in  about  a  month  after 
labor,  and  due  to  a  fall  on  the  stairs  not  previously  reported  to 
her  physician,  though  having  occurred  a  few  days  prior  to  par- 
turition. This  required  two  operations,  the  last  under  chloro- 
form. Both  mother  and  infant,  however,  continued  to  do 
well  and  have  recently  been  reported  in  excellent  health. 
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Dr.  Charles  Jewett,'  of  Brooklyn,  N.  Y.,  says  the  credit  of 
iirst  calling  attention  to  the  use  of  veratrum  in  the  treatment 
of  eclampsia  is  due  to  Dr.  Herbert  Fearn,  of  Brooklyn,  N.  Y." 

In  the  discussion  Dr.  A.  F.  A.  King,  of  Washington,  says  he 
.suggested  it  upon  theoretical  considerations  more  than  twenty 
years  ago  in  the  first  medical  paper  he  ever  wrote,  and  whicti 
was  published  in  the  New  York  Medical  Journal,  October, 
1865,  page  31. 

The  employment  of  glycerin  by  intrauterine  injections  to  ex- 
cite labor  pains  is,  I  believe,  due  to  Dr.  C.  Pelzer,  assistant 
physician  to  the  Provincial  Institute  for  Obstetric  Nurses,  Co- 
logne.' The  report  of  five  of  his  cases  induced  Dr.  J.  Clifton 
Edgar,  of  New  York,  to  experiment  in  two  cases,  reported  in 
the  Medical  Record,  November  26th,  1892. 

'Transactions  of  the  American  Gynecological  Society,  vol.  xii.,  for  the 
year  1887,  pp.  319-331,  "  Note  on  the  Treatment  of  Puerperal  Eclampsia." 

■^ ' '  Veratrum  in  Large  Doses  as  a  Substitute  for  Blood-letting  in  Puerperal 
Convulsions,"  American  Journal  of  Obstetrics,  1871,  p.  28. 

^"Erregen  der  Wehenthiltigkeit  durch  intrauterine  Injection  von  Gly- 
cerin," by  Dr.  C.  Pelzer.  Assistant  Physician  to  the  Provincial  Institute  for 
Obstetric  Nurses,  Cologne.  Read  before  Der  Gesellschaft  fiir  Geburtshulfe 
und  Gynakologie  zu  K5ln-a-Rh.  Archiv  f ur  Gynilkologie,  No.  42,  vol.  ii., 
pp.  220-228,  Berlin,  1892. 

He  records  satisfactory  results  in  seven  cases  by  using  this  method.  He  em- 
ploys chemically  pure,  sterilized  glycerin.  A  hundred  cubic  centimetres  are 
thrown  up  between  the  membranes  and  uterine  wall.  Full  precautions  are 
taken  not  only  against  sepsis,  but  also  against  the  entrance  of  air  into  the  ute- 
rine cavity.  In  a  short  time  regular  pains  .set  in.  The  membranes  present 
well  and  labor  is  usually  easy.  In  two  cases  where  labor  was  induced  on  ac- 
■count  of  contracted  pelvis  the  pains  set  in  in  the  first  aise  within  half  an  hour. 
in  the  second  after  an  liour.  In  a  third  case  the  patient  was  at  the  end  of  the 
thirty-second  week  of  pregnancy.  For  fourteen  days  she  had  been  flooding. 
There  was  placenta  previa  lateralis  and  a  temperature  of  104°.  Glycerin  was 
injected  and  pains  set  in  in  an  hour  and  a  half.  Bleeding  occurred  two  and 
a  half  hours  later.  Turning  was  performed  and  a  dead  child  was  delivered. 
The  mother  recovered . 

Glycerin  injections  are,  in  Pelzer's  experience,  valuable  not  only  for  the 
induction  of  premature  labor,  but  also  for  accelerating  delivery  at  term.  In 
uterine  atony  they  prove  very  efficacious. 

In  an  appendix  he  says  that  in  "  Kehrer's  Lchrbuch  des  operaliven  Geburts- 
hlilfe  "  glycerin-cotton  tampons  are  recommended  to  be  introduced  into  the 
cervix,  but  no  mention  is  made  of  intrauterine  injections. 
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TREATMENT  OF  PUERPERAL  SEPSIS.^ 


BY 

LOUIS  FRANK,  M.D., 

Associate  Professor  in  Obstetrics,  Kentucky  School  of  Medicine ;  Gynecologist  to  the- 

Louisville  City  Hospital ;  Obstetrician  to  the  Kentucky  School  of  Medicine 

Hospital ;  Secretary  of  the  Louisville  Clinical  Society,  etc., 

Louisville,  Ky. 


While  advances  have  been  made  in  medicine  and  surgery, 
obstetrics  has  not  lagged  behind,  as  witnessed  by  the  treatment 
of  puerperal  sepsis.  That  these  changes  have  been  radical  is 
evident  to  any  one  who  will  compare  the  text  book  of  to-day 
with  that  of  a  few  years  ago,  or  will  compare  the  literature  of 
the  present  decade  with  that  of  the  past. 

To  what  is  this  radical  change  due  ?  Why  is  it  that  we  no 
longer  bleed  and  purge,  or  give  opiates  and  apply  abdominal 
stupes  ?  Not  to  conjecture,  not  to  chance,  not  to  personal  pre- 
judice and  likes,  but  to  a  scientific  reasoning  based  upon  the 
bacteriologist's  and  pathologist's  research. 

Let  us  study  for  a  moment,  then,  the  etiology  and  pathology 
of  this  form  of  sepsis.  There  is  no  longer  any  question  that  we 
have  to  deal  with  a  septic  condition,  or  that  the  cause  is  to  be 
found  in  the  invasion  of  pyogenic  organisms.  I  have  heretofore 
contended  that  the  accoucheur  alone  is  to  blame  for  this  trouble, 
but  I  have  modified  my  views,  basing  my  opinion  upon  cases  of 
peritonitis  where  the  infection  was  a  result  of  disease  antedating 
childbirth  or  pregnancy,  and  the  easy  possibility  of  infection 
occurring  during  the  puerperium,  as  it  did  in  these  cases  in 
mind. 

We  are  aware  that  pre-existing  pyosalpinx  or  other  pelvic 
trouble,  such  as  tumors,  etc.,  may  be  the  cause  of  post-partum 
sepsis.  I  have  recently  seen,  assisting  in  the  operation  for  its 
removal,  a  large  dermoid  that  had  undergone  suppuration  as  a 
result  of  trauma  to  the  tumor  during  labor.  We  know  also  that 
tumors  may  become  gangrenous  from  pressure  or  twisting  of  the 
pedicle  during  labor. 

'  Read  before  the   Kentucky  State  Medical  Society,  meeting  of  June  ]2th^ 
13th,  and  14th,  1895. 
24 
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Pre-existing  gonorrhea  may  cause  sepsis,  as  may  any  patho- 
logical condition  of  the  genital  organs  which  antedates  delivery. 
The  conditions  are  often  not  discovered  until  too  late  to  institute 
prophylaxis.  Those  pre-existing  conditions  we  will  not  consider 
in  this  paper. 

]S"otwithstanding  tlie  fact  that  infection  is  most  frequently 
from  the  hands,  instruments,  or  dressings  of  the  obstetrician  or 
nurse,  as  shown  by  the  marked  decline  in  the  occurrence  of  post- 
puerperal  trouble  since  the  introduction  of  aseptic  methods  in 
midwifery,  there  may  also  be  local  conditions  in  the  genital 
tract  below  the  internal  os  which  play  an  active  part  in  ])romot- 
ing  infection  and  without  which  it  would  not  occur.  Among 
these  are  laceration  of  the  soft  parts,  however  slight,  and  the 
more  extensive  changes  following  tardy  labor  in  the  second 
stage. 

Organisms,  among  them  often  infectious  ones,  are  constantly 
resident  in  the  vagina,  and  these  find  easy  access  through  the 
abrasions  in  the  soft  parts.  The  gonocoecus  may  invade  the 
deeper  structures,  or  even,  after  delivery,  infect  the  uterine 
mucosa,  tubes,  ovaries,  or  peritoneum.  The  changes  and  local 
conditions  are  manifold,  varying  from  an  endometritis  to  a  puru- 
lent metritis,  from  a  slight  sapremia  to  a  septicemia  or  pyemia. 

In  the  production  of  pus  tubes  puerperal  infection  is  one  of 
the  most  frequent  causes.  The  open  surface  left  in  the  uterus 
by  the  detachment  of  the  placenta  in  labor  at  term  or  after  abor- 
tion affords  an  excellent  point  of  ingress  for  pyogenic  organ- 
isms. "  The  enlarged  lymphatics  and  blood  vessels  torn  across, 
the  processes  of  degeneration  following  the  completed  term  of 
pregnancy,  almost  pathological,  afford  a  most  receptive  surface 
for  absorbing,  developing,  and  diffusing  the  slightest  contamina- 
tion by  septic  initter.  An  amount  of  septic  matter  will  suffice 
to  infect  a  woman  under  these  conditions  which  would  be  re- 
sisted and  overcome  bv  the  normal  non-ijravid  uterus." 

The  treatment  is  dependent  directly  upon  tiie  condition  pre- 
sent, so  tliat  the  differentiation  of  the  changes  which  have  taken 
place  is  all  important.  We  must  consider  in  our  treatment  those 
cases  where  the  genital  tract  lias  been  normal  before  labor  and 
those  cases  where  a  lesion  exists  at  the  time  of  labor.  Among 
the  latter,  as  1  have  said,  may  be  mentioned  various  pelvic  and 
abdominal  troubles  which  might  properly  be  included  under  the 
head  of  preventive  treatment.     The  iydications  for  treatment  of 


frank:  treatment  of  puerperal  sepsis.  371 

■sucli  conditions,  when  discovered  before  pregnancy,  are  very 
plain,  and  there  is  no  longer  any  question  as  to  the  course  we 
should  pursue. 

Under  the  head  of  preventive  treatment  it  is  necessary,  then, 
to  examine  carefully  into  the  history  of  the  patient  for  pre-exist- 
ing troubles  of  this  nature,  also  for  gonorrhea,  and  to  observe  the 
condition  of  the  mucous  membrane  of  the  vagina  before  labor. 
If  gonorrhea  exists  or  has  existed  the  vagina  should  be  rendered 
aseptic  by  the  methods  now  in  vogue  for  that  purpose.  The 
same  is  true  of  carcinomata  or  any  new  growths  ulcerative  in 
character,  such  as  chancre,  etc.  I  have  seen  septic  peritonitis 
caused  by  infection  from  a  chancre,  also  from  gonorrhea,  and 
have  demonstrated  positively  the  relation  between  the  cause  and 
effect  by  a  bacteriological  examination  and  by  the  history  of  the 
patient.  As  to  those  cases  produced  by  operative  interference 
during  labor  and  by  the  attendant,  little  need  be  said,  as  these 
•causes  are  well  known  and  should  be  always  guarded  against. 

Infection  is  often  due,  as  indicated  above,  to  the  existence 
of  lacerations  and  abrasions,  through  which  the  organisms  find 
•entrance.  As  a  result  of  this  infection  we  have,  as  the  mildest 
form,  a  septic  endometritis,  the  pain  being  usuall)'  localized  in 
the  uterus,  there  being  a  discharge  of  foul-smelling  pus  with 
the  temperature  characteristic  of  suppuration.  Such  cases  are 
not  necessarily  fatal,  the  rule  being  that  the  infection  remains 
for  a  time  local,  then  spreading  slowly  to  contiguous  structures, 
resulting  in  localized  peritonitis,  the  uterus  becoming  adherent ; 
or  we  may  have  a  salpingitis  or  pyosalpinx,  with  or  without 
ovarian  or  broad-ligament  abscess. 

A  more  severe  infection,  either  from  a  larger  amount  of 
organisms  entering  or  from  more  virulent  poisoning,  may  result 
in  a  more  rapid  spreading  of  the  microbes  into  the  surrounding 
structures,  and  to  rapid  pus  formation  in  the  tubes  or  in  the 
broad  ligaments,  or  the  pus  leaking  out  of  the  tubes  may  pro- 
duce the  most  virulent  purulent  peritonitis.  Then,  again,  the 
local  infection  may  be  very  severe  and  extensive;  the  pus 
formation  may  remain  entirely  localized  to  the  uterus  itself  or 
the  uterine  body  and  subjacent  periuterine  tissue.  The  organ 
is  either  very  soft  and  boggy  or  may  be  riddled  with  small 
pyemic  abscesses.  To  this  condition  we  might  apply  the  term 
•diffuse  purulent  metritis  and  septic  parenchymatous  metritis. 

Another  condition  which  may  exist  is  the  formation  of  septic 
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tlirombi  in  the  sinuses,  emboli  being  carried  into  the  distant 
organs,  resulting  in  true  pyemic  processes.  When  the  infection 
remains  local  a  rapid  sapremia  may  be  set  up,  causing  death  in  a 
short  time,  or  at  any  time  a  pyemia  or  septicemia  may  supervene. 

The  treatment,  then,  may  be  considered  under  several  different 
heads: 

First,  those  cases  where  the  infection  is  the  result,  not  directly 
but  indirectly,  of  tears  in  the  soft  parts,  there  being  localized 
suppuration  at  these  points. 

Second,  those  cases  where  septic  endometritis  exists. 

Third,  where  pus  tubes  or  sacs  in  the  broad  ligaments  are 
found. 

Fourth,  purulent  metritis  and  parenchymatous  metritis. 

Fifth,  purulent  peritonitis. 

Sixth,  sapremia,  septicemia,  or  pyemia. 

1.  In  the  first  class  of  cases  it  is  necessary  to  thoroughly 
excise  or  curette  the  lacerated  surfaces,  washing  them  with  an 
antiseptic  solution  and  packing  or  draining  with  aseptic  gauze. 
If  there  is  no  great  loss  of  tissue,  or  if  this  is  not  extensive,  the 
granulating  surfaces  may  be  approximated  by  means  of  sutures 
and  dressed  aseptically.  Daily  irrigation  for  a  few  days,  with 
fresh  packing,  will  result  in  rapid  improvement.  Any  local 
collections  of  pus  must  be  evacuated  and  the  cavities  drained. 

2.  Septic  endometritis.  This  will  probably  be  one  of  the 
most  frequent  conditions  we  will  be  called  upon  to  treat,  and 
upon  its  intelligent  treatment  depends  much,  not  only  as  to  the 
immediate  outcome  of  the  case,  but  as  to  the  severe  after-effects 
which  are  so  apt  to  follow  this  trouble.  The  pathological  con- 
dition locally  is  one  of  an  inflamed  or  intensely  congested  endo- 
metrium, with  a  large,  fresh  raw  surface  at  the  point  of  the 
placental  detachment  affordini;:  readv  means  of  inijress  of  orj^an- 
isms  into  the  uterus.  The  endometrium  is  soft,  often  detached 
decidual  shreds,  partly  or  in  whole  decomposed,  are  found,  or 
there  is  as  a  result  pus  formation.  This  pus  may  remain  in  the 
uterine  cavity  or  escape  slowly  tlirough  the  still  patulous  os. 
The  pain  is  localized  to  the  uterus,  though  this  organ  itself  is  not 
necessarily  much  enlarged.  The  treatment  is  the  same  as  for 
pus  elsewhere,  and  the  rule  uhi  ])u^^  cvacno  is  of  particular 
importance.  Failure  to  properly  and  thoroughly  remove  septic 
material  means  little  or  no  improvement  and  further  infection. 
No  internal  medication  is  of  avail,  and  the  giving  of  (piinine  or 
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other  agents  to  reduce  temperature  or  combat  tlie  poison,  without 
removing  the  infecting  material,  is  absolutely  useless  and  a  loss 
of  valuable  time.     Do  not  delude  yourself  into  believing  that 
the  condition  will  pass  off  in  a  few  days  or  that  you  may  be 
mistaken  in  your  diagnosis,  but  proceed  surgically  to  combat 
these  virulent  micrococci.     It   is   as   a   result   of   septic   endo- 
metritis  that  the  very  worst  forms  of  puerperal  troubles  occur; 
the  most  severe  is  that  where  the  disease  spreads  by  the  lymph- 
atics to  the  periuterine  tissue  and  peritoneum,  which,  by  means 
of  treatment,  may  often  be  prevented.     When  we  have  a  chill, 
high  temperature,  and  pain,  coming  on  shortly,  within  twenty- 
four  to  ninety-six  hours,  after  labor,  without  symptoms  of  extra- 
uterine trouble,  the  curette,  with  irrigation  and  aseptic  gauze 
packing,  is  by  far  the  best  plan   of  treatment  we  have. "  The 
curette   is   the    most    valuable   curative   agent  we    possess,  and 
succeeds  where   only  drainage  or  irrigation   and   drainage  fail 
completely  to  hold  in  abeyance  or  cheek  the  onward  progress  of 
the  disease.     Women   who    have   been    irrigated    two  or  three 
times  daily  for  a  week  or  ten  days  without  improvement  have 
shown  an  immediate  improvement  after  curettage  in  my  hands. 
For  this  purpose  it  has  baen  my  custom  to  use  the  sharp  curette, 
which,  in  the  hands  of  those  educated  to  its  use  and  who  are 
able  to   recognize    normal   from    abnormal  tissue,  is  absolutely 
without  danger.     In  the  hands  of  those  unaccustomed  to  its  use 
1  would  not  advise  the  sharp  curette,  but  one  having  a  somewhat 
blunted   edge.     The   operation    then   in   itself,  we  may  say,  is 
entirely  devoid  of  danger,  unless  it  be  from  perforation,  and,  as 
I  have  said,  this  is  very  unlikely  to  occur  in  skilled  hands  or 
when  the  operation  is  carefully  and  properly  done.     Yery  seldom 
is  an  anesthetic  necessary,  the  cervix  being  always  sufficiently 
dilated.     One  point  I  should  lay  stress  upon— ^.e.,  not  to  pack 
the  uterus  too  tightly  after  curetting,  as  we  do  not  desire  to 
tampon  the  uterus,  but  to  use  gauze  merely  for  the  purpose  of 
drainage.     The  gauze    may  be  removed   after   twenty-four  to 
forty-eight  hours,  and  an   intrauterine    douche  given    and   the 
vagina  loosely  packed.    This  in  turn  may  be  removed  after  two  or 
three  more  days  and  daily  vaginal  douches  given  for  a  short  while. 
3.  Pyosalpinx,  pelvic   cellulitis  and  abscess.      The   lirst   of 
these,  pyosalpinx,  may  succeed  an  infectious  process  very  rapidly, 
spreading  by  continuity  of  structure  at  times,  and  this  being 
true  in  chronic  cases,  or  it  may  come  on  very  rapidly  as  a  result 
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of  lymphatic  infection.  I  wonld  not  include  in  this  category 
for  treatment  those  cases  of  pjosalpinx  which  occur  as  a  sequel 
to  chronic  septic  endometritis,  but  confine  my  remarks  to  acute 
cases.  The  diagnosis  may  be  very  difficult,  or  may  be  made 
only  under  an  anesthetic  and  after  a  careful  examination.  It 
would  be  important  to  distinguish  whether  one  or  both  tubes 
were  affected.  Here,  also,  medicin"al  treatment  is  of  no  curative 
value,  but  the  administration  of  tonics,  good  food,  and  salines 
is  advisable  as  preparatory  measures  to  salpingectomy.  As  to 
the  best  method  of  operating,  there  can  now,  in  the  light  of 
recent  clinical  work,  be  no  question  but  the  low  operation  is 
better.  This  method  of  operating  is  also  applicable  to  peri- 
metritis or  broad-ligament  abscesses,  and  is  in  that  instance 
undoubtedly  the  best  plan  of  procedure.  Another  reason  for 
advocating  the  low  operation  is  that,  when  operative  ])rocedure 
becomes  necessary,  we  should  not  only  consider  the  immediate 
result,  but  also  the  condition  in  which  our  patient  will  be  left 
after  the  operation.  Although  my  experience  has  been  limited* 
I  have  found  that  in  the  low  operation  done  for  pelvic  disease 
patients  are  able  to  be  out  of  bed  in  from  six  to  eight  days,  there 
being  less  nausea  and  other  troublesome  sym})toms  than  usually 
follow  operations  by  the  abdominal  route.  As  drainage  and 
rapidity  are  points  to  be  especially  considered,  it  is  preferable 
to  operate  with  the  clamp.  The  use  of  ligatures  in  tliese  opera- 
tions UDt  only  lessens  drainage,  but  there  is  great  danger  of 
infection  from  the  ligature,  which  is  entirely  done  away  with 
by  the  use  of  the  clamp. 

•i.  Pur}ilent  metritis  and  diffuse  septic  jxirenchymatoits  me- 
tritis. This  is  one  of  the  most  serious  and  dangerous  conditions 
resulting  from  infection.  It  may  also  be  prevented  by  curet- 
tage and  drainage,  but  sometimes,  even  in  spite  of  the  utmost 
care  and  onergetic  treatment,  it  will  occur.  The  treatment,  to  be 
of  any  av,i  1,  must  be  carried  out  at  once  and  allows  of  no  delay, 
n(»twithstaiiding  it  is  one  of  the  most  dangerous  in  ju'lvic  work. 
The  <»nly  procedure  available  is  hysterectomy,  and,  as  in  pyosal- 
pinx  and  pelvic  cellulitis,  operation  from  l)elow  is  preferable. 
Fortunately  few  cases  occur,  and  those  reported  as  operated 
upon  are  indeed  rare.  The  operation  is  undoubtedly  at  times  a 
life-saver.  Of  course,  as  before  mentioned,  the  dangers  are 
very  great  and  the  outcome,  even  in  spite  of  operative  inter- 
ference, often   fatal.     I  believe,  as  previously  intimated,  that 
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in  these  last  two  classes  of  cases  operation  by  the  vaginal  route 
is  undoubtedly  the  better  plan.     By  this  method  we  have  a 
ready  channel  for  drainage,  the  at'ter-results  are  by  far  better, 
and,  above  all,  there  is  no  danger  of  infection  of'  the  general 
peritoneal  canity  by  dragging  diseased  structures  through  it,  as 
is  necessary  by  the  suprapubic  method.     Where  there  is  merely 
a  pus  sac  it  is  also  better  to  operate  from  below.     Where  pus 
sacs,  however,  are  very  high,  or  where  there  is  any  evidence 
of  disease  of  the  peritoneum  more  general  in  character,  the 
high  operation  or  abdominal  route  may  be  preferable.     This 
is  especially  true  where  we  desire  to  flood  the  peritoneal  cavity. 
It  would  be  well  even  after  the  abdominal  operation  to  drain 
through  the  vagina  at  the  same  time.     I  desire  to  be  put  upon 
record  as  advocating  hysterectomy  for  the  puerperal  infected 
uterus  where,  after  the  treatment  previously  indicated,  no  im- 
provement has  followed  after  twenty-four  to  forty-eight  hours,  and 
where  there  is  no  improvement  in  the  severe  symptoms  present. 
^.Circumscribed  or  diffuse  purulent  peritonitis  may  come 
on  either  within  a  short  time  after  infection,  or  may  not  exist 
until  later  when,  the  tubes  being  primarily  filled  with  pus,  there 
is  leakage  by  rupture  or  by  seapage  through  the  not  firmly 
united  fimbriae.     Unless  the  collection  of  pus  is  circumscribed 
(and  by  this  I  mean  contained  in  the  pelvic  or  inferior  portion  of 
the  peritoneal  sac)  the  outcome  is  necessarily  fatal.     The  pus  in 
diffuse  peritonitis  is  so  scattered  throughout  the  cavity  that  it  is 
impossible  to  evacuate  it  perfectly,  and  the  organisms  them- 
selves  are  so  virulent  that  often  even  before  much  pus  is  formed 
the  patient  is  in  extremis.     But  where  the  agglutinated  intes- 
tines confine  the  pus  to  the  lower  part  of  the  cavity  much  may 
be   done    by   Incision   and   drainage   either    above    or    below. 
Should  the  sac  extend  out  of  the  pelvis,  the  suprapubic  incision 
with  thorough  drainage  from  below  would  probably  be  the  bet- 
ter, for  the  reason  that  irrigation  may  be  done  with  much  less 
danger  of  tearing  up  intestinal  adhesions.     This  form  of  peri- 
tonitis may  go  on  to  recovery  in  a  short  time  or  it  may  persist 
for  years.     If  diffuse  and    the    result  of   lymphatic   infection, 
nothing  can  be  done  by  celiotomy,  as  the  uterine  and  pelvic 
lymphatics,  the  seat  and  origin  of  the  trouble,  are  not  affected 
by  the  operation.     Before  peritonitis  develops  treatment  by  the 
curette  may  be  of  some  avail.     All  cases  so  far  operated  upon 
after  spread  of  the  infection  have  died.     After  septicemia  has 
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set  in  nothing  is  hoped  for  by  any  sort  of  interference,  and  even 
before  this  a  radical  operation,  as  hysterectomy,  offers  little  if 
the  peritonitis  has  ])ecome  a  marked  feature.  Only  then  in 
local  peritonitis  witli  local  lesions  is  operation  to  be  done,  or 
early  in  peritonitis  without  demonstration  of  the  general  spread 
of  the  infection,  if  there  is  no  marked  improvement  after  less 
radical  treatment. 

"  At  the  present  time  it  is  safe  to  conchide  that  tlie  prognosis 
of  celiotomy  done  for  general  puerperal  peritonitis  is  fatal.  In 
cases  of  localized  peritonitis  it  is  best  in  those  cases  in  which  the 
inflammatory  process  has  become  well  locaHzed  and  in  which 
sepsis  is  absent,  the  case  having  resolved  itself  into  pyosalpinx, 
abscess  of  the  ovary,  or  pelvic  abscess  of  puerperal  origin.  The 
prognosis  is  fairly  good  in  cases  of  circumscribed  peritonitis 
operated  upon  promptly — i.e.^  within  two  or  three  days.  Cases 
which  have  gone  from  bad  to  worse,  and  in  which  the  operation 
is  done  as  a  last  resort,  usually  terminate  fatally." 

6.  The  treatment  for  sapremia,  2)>/^tnia.,  and  septicemia  is  to 
be  based  largely  upon  the  conditions  found,  bearing  in  mind 
always  that  the  outcome  of  septicemia  is  necessarily  fatal,  while 
in  pyemia,  should  abscesses  be  few  and  localized  where  they  can 
be  evacuated,  we  may  hope  for  better  results. 
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A  CASE  OF  FEMORAL   HERNIA  OF  A  CYST  OF  THE 
BROAD  LIGAMENTS.' 


1         BY 

SAMUEL  L.   WEBER,   M.D., 
Chicago. 


April  26th1ast  Mrs.  D.  consulted  me  about  a  swelling  in  the 
groin  that  came  suddenly  three  days  before.  She  is  a  small, 
slender  woman  31  years  old ;  has  been  married  eleven  years ; 
has  had  four  children,  the  youngest  is  2  years  old.  Forceps  were 
■used  at  first  delivery;  perineum  lacerated  and  sewed  up  after 
the  second.  Has  had  no  trouble  during  any  of  her  pregnancies 
and  no  miscarriages.  Children  healthy  and  living.  Menstru- 
ation regular  since  last  baby  two  years  ago.  Has  had  no  gyne- 
cological troubles,  no  hernia.  Has  been  thoroughly  healthy  in 
every  way  until  present  tiii-.e. 

Tliree  days  before  coming  to  see  me  she  was  washing,  and 
while  lifting  an  unusually  heavy  boiler  containing  the  wash  she 
felt  something  give  way  in  her  right  groin  with  a  sharp  though 
not  intense  pain.  She  continued  her  work,  and  on  undressing 
in  the  evening  she  saw  the  lump  in  her  groin.  Three  days  later 
the  swelling  had  increased  somewhat  since  its  tirst  appearance, 
but  gave  her  very  little  annoyance. 

Emmination.— She  is  a  small,  thin  woman  of  wiry,  muscular 
development,  has  very  little  subcutaneous  fat,  but  is  of  healthy 
color  and  appearance.  In  the  right  groin  is  a  movable,  fluctu- 
ating tumor,  about  five  inches  long  and  about  two  and  a  half 
inches  wide,  lying  with  its  long  axis  parallel  and  just  above 
Poupart's  ligament.  It  is  fairly  movable  under  the  skin,  and 
is  attached  below  apparently  at  the  femoral  opening.  The  tu- 
mor is  not  tender  to  manipulation,  distinctly  fluctuates,  cannot 
be  diminished  by  pressure,  and  is  not  increased  nor  is  there 
any  impulse  on  coughing  or  straining.  The  skin  above  it  is 
natural. 

I  recognized  it  as  an  irred  ucible  femoral  hernia,  but  was  at 
a  loss  as  to  its  contents.     Absence  of   pain,  colic,  and  of  inter- 
'  Read  before  the  Chicago  Gynecological  Society  June  21st,  1895. 
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ference  witli  tlie  movements  of  the  bowel  excluded  gut  or 
omentum.  Vaginal  examination  was  negative,  except  that  the 
right  broad  ligament  seemed  a  little  fuller  than  the  left,  but 
80  little  fuller  that  I  attached  no  importance  to  it.  The  ute- 
rus and  both  ovaries  were  in  position  and  normal. 

In  order  to  watch  the  case  awhile  I  asked  her  to  call  again  in 
two  weeks.  Two  weeks  later  she  came.  Everything  was  just 
the  same.  She  thought  the  tumor  was  just  a  little  larger.  She 
had  continued  to  have  no  inconvenience  of  any  kind,  except  that 
when  she  bent  ov^er  in  her  work  the  tumor  was  in  the  way.  I  told 
her  that  whatever  the  thing  was,  the  operation  would  be  the  same» 
She  consented  to  an  operation  to  have  the  hernia  removed. 

I  operated  May  5th.  The  usual  incision  was  made.  The  sac 
was  very  thin,  and  the  hernia  was  easily  separated  from  the  sur- 
rounding tissues  until  the  pedicle  was  reached.  The  pedicle  or 
neck  of  the  sac  was  of  denser  tissue ;  its  diameter  was  about  that 
of  a  lady's  little  finger,  and  it  entered  the  femoral  canal,  which 
was  but  little  wider  than  normal.  I  incised  the  thin  sac,  which 
was  very  evidently  not  peritoneum,  and  about  two-thirds  of  a 
pint  of  thin,  light  yellow  fluid  escaped.  I  endeavored  to  pass 
my  finger  through  the  neck  of  the  sac  for  exploration,  but  it  was 
altogether  too  narrow,  and,  not  deeming  it  good  for  the  patient 
to  forcibly  dilate,  I  explored  with  a  long  thick  probe,  which  to 
my  surprise  passed  into  a  cavity  to  its  full  length.  I  thought 
for  a  moment  that  possibly  I  was  in  the  abdominal  cavity,  but  a 
moment's  reflection  showed  me  that  its  direction  was  not  that  of 
entering  tliat  cavity,  but  downward  into  the  i)elvis;  besides,  in 
manipulating  the  probe  its  movements  were  limited  abdomen- 
ward.  Holding  the  probe  with  my  left  hand,  I  insertt'd  the 
index  finger  into  the  vagina,  and  then  easily  felt  the  probe  in 
the  right  l)road  ligament.  The  cavity  in  which  the  probe  was 
was  a  rather  large  one,  judging  by  the  freedom  with  which  the 
probe  could  be  moved  about.  It  was  just  to  the  right  of  the 
uterus  and  close  to  that  organ  and  to  the  vagina.  There  seemed 
to  be  hardly  any  tissue  between  the  wall  of  the  cavity  and  the 
lower  part  of  the  uterus.  The  tip  of  the  probe  could  be  felt 
close  to  the  lateral  wall  of  the  vagina  along  its  upper  inch  or 
inch  and  a  half.  The  cavity  was  ap|)areiitly  emj)ty.  But  little 
fluid  could  be  pressed  out  through  the  external  opening  by 
])ressing  on  the  cavity  itimanually. 

I  tied  the  sac  as  high  up  in  the  femoral  canal  as  I  could,  cut 
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off  the  external  portion,  and  finished  the  operation  exactly  a& 
one  for  a  femoral  hernia.  The  wound  healed  by  first  intention 
and  the  woman  was  out  of  bed  and  without  a  bandage  in  two 
weeks.  She  has  had  no  symptoms  since  and  does  her  regular 
household  work.  Yesterday,  about  seven  weeks  after  the  ope- 
ration, I  examined  her.  The  scar  is  normal ;  there  is  no  indica- 
tion of  a  recurrence.  On  vaginal  examination  I  could  detect 
nothing  except  that  the  right  broad  ligament  is  a  little  fuller 
than  the  left.  The  uterus  and  both  ovaries  are  in  place  and 
apparently  normal. 

In  the  literature  to  which  I  have  access  I  find  no  mention 
of  a  similar  occurrence.     This  cyst  of  the  broad  ligament  was 
either  a  parovarian  cyst  or  one  of  the  so-called  duct  of  Gartner. 
I  am  inclined  to  believe  that  it  is  one  of  the  latter,  on  account  of 
its  closeness  to  the  uterus  and  vagina,  especially  the  latter,  cor- 
responding to  the  position  of  the  remains  of   Gartner's  duct. 
This  case  cannot  accurately  be  called  a  femoral  hernia  of  one  of 
these  cysts,  for  the  femoral  ring  was  not  enlarged  ;  it  was  rather 
a  hernial  growth  of  the  cyst.     The  cyst  wall  must  have  grown 
or  been  forced  into  and  partly  through  the  femoral  canal,  and 
then  the  unusual  exertion  of  the  patient  on  the  day  of  the  occur- 
rence must  have  forced  the  cystic  fluid  into  this  pouch,  which, 
under  the  hydraulic  pressure,  stretched  and  thinned  out  so  as 
to  contain   nearly  all  of   the  fluid  of  the  internal  cyst.     The 
result  was  an  hour-glass  formation.     The  external  portion  was 
forced  to  rise  upward,  as  nearly  all  femoral  hernias  do.     In  this 
way  the  narrow  neck  was  bent  on  itself  and  the  contents  of 
the  hernia  became  irreducible.     As  to  prognosis,  if  it  is  a  par- 
ovarian cyst  it  will  probably  result  in  a  cure,  as  so  many  of  these 
are  cured  merely  by  tapping ;  if  it  is  a  cyst  of  Gartner's  duct 
it  will  very  likely  refill. 
Central  Music  Hall. 
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ANALYSIS  OF  SIX  THOUSAND   SEVEN   HUNDRED   AND 
SEVENTY-SEVEN  CASES   OF  MIDWIFERY 

ATTENDED  BY  JAMES  ROSS,  M.D.,  TORONTO,  BETWEEN  THE  YEARS  1852  AND  1892. 


WITH  NOTES  BY 

J.  F.  W.    ROSS,  M.D., 
Toronto. 


The  analysis  of  the  following  cases  has  been  made  with  the 
greatest  care.  It  was  the  custom  of  Dr.  James  Koss,  my  fatlier, 
to  keep  an  accurate  record  of  all  cases  of  confinement,  attended 
by  himself,  in  books  prepared  for  the  purpose.  They  were  ruled 
and  arranged  as  follows  :  number,  name,  residence,  date,  age  of 
mother,  single  or  married,  number  of  labors,  duration  of  labor, 
term,  presentation,  number  of  children  at  a  birth,  sex,  result 
to  mother,  to  child,  folio  detail  book,  remarks.  This  book  was 
kept  by  himself,  and  each  case  was  recorded  on  the  day  of 
the  delivery.  It  is  therefore  a  complete,  accurate,  and  reliable 
record. 

A  partial  classification  of  tiie  early  cases  was  made  by  my 
friend  the  late  R.  Zimmerman,  M.D.,  and  published  in  October, 
1877,  in  the  Canadian  Journal  of  Medical  Science. 

Age  of  the  mother. — The  age  of  the  mother  was  noted  in  5,855 
cases: 


In   1  it 

was  15 J  years. 

In  259  it 

was  27  years. 

In  58  it  was  39  years. 

6 

'   16 

"  485  ' 

28   " 

"  169  "   40   " 

"  10 

.   17 

"  149  ' 

29   " 

"  33  •'   41   " 

"  55 

18 

"  651  ♦ 

30   " 

"  49  "   42   " 

^'  55 

'   19 

"  116  ' 

31   " 

"   19  •*   43   " 

"  3l3 

•   20 

"  323  ' 

32   " 

"   18  "   44   " 

"  232 

'   21 

"  155  ' 

33   *• 

..   17  ..   45   .. 

"  375 

'   22 

"  119  ' 

34   " 

"   10  "   46   " 

"  262 

'   23 

"  214  ' 

35   " 

"   2  "   47   " 

"  408 

'   24 

"  241  ' 

36   " 

2  "   48   " 

"  261 

'   25 

"  138  ' 

37   " 

"   2  "   49   " 

"  470 

'   26 

"  188  • 

38   " 

'«   1  ••   60   " 

Sex  of  child. — In  6,725  cases  in  which  the  sex  of  the  child  was 
noted,  there  were:  males,  3,552;  females,  3,173. 

Mortality  of  mothers. — The  numl)er  of  raotliers  lost  was  39, 
or  I  in  173|§.  Of  the>*e  7  died  from  puerperal  fever,  death  oc- 
curring on  the  fifth,  sixth,  sixth,  seventh,  seventh,  eighth,  and 
twenty-eighth  days;  5  died  from  acute  peritonitis  on  the  fifth, 
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sixth,  sixth,  eighth,  and  tenth  days ;  2  died  from  convulsions  in 
thirteen  and  one-half  hours,  and  three  dajs  ;  3  died  from  puerperal 
phlebitis  on  the  seventh  and  fifteenth  days  ;  1  died  from  puerperal 
fever  and  pleuro-pneumonia  on  the  eighth  day  ;  1  died  from  puer- 
peral mania  on  the  fifteenth  day  ;  1  died  from  shock  in  thirty- 
six  hours,  rupture  of  uterus  ;  1  died  from  placenta  previa,  imme- 
diate death ;  1  died  from  suffocation  and  collapse  from  a  pre- 
existing pleuro-pneumonia,  eight  hours  after  labor  ;  1  had  had 
gastritis  and  pleuro-pneumonia  for  several  weeks,  labor  was  in- 
duced near  full  term,  death  occurred  seven  days  after;  1  died 
from  pernicious  anemia  on  the  eleventh  day  ;  1  died  from  loss 
of  blood  on  the  second  day,  after  cutting  her  throat  with  a 
razor;  1  died  from  scarlatina  maligna  and  rheumatism  on  the 
twelfth  day  ;  2  died  from  scarlatina  maligna  on  the  fifteenth 
and  twentieth  days;  3  died  from  typhoid  fever  on  the  fifth, 
fourteenth,  and  twenty-fourth  days;  1  died  from. phthisis  on  the 
eleventh  day  ;  1  died  from  phthisis  and  heart  disease  accom- 
panied by  flooding  on  the  thirteenth  day  ;  1  died  from  dysen- 
tery, acquired  some  time  previous  to  labor,  on  the  tenth  day ; 
1  died  from  exhaustion  in  thirty-six  hours ;  1  died  from  post- 
partum hemorrhage  in  two  hours ;  1  died  from  exhaustion  in 
less  than  an  hour,  version  when  in  articulo  Tnortis ',  1  died 
from  accidental  hemorrhage  and  exhaustion  in  two  and  one-half 
hours  ;  1  died  from  cause  not  noted. 


50 


590 

919 

1130 


1221 
1342 


1633 
1716 

2366 


Died  after  labor. 


In  thirty-six  hours 

Two  hours  after 

In  less  than  an  hour  . . 
On  seventh  day 

On  tenth  day 

Eight  hours  after 

On  twelfth  day 

On  sixth  day. 

On  twenty-eighth  day 


Remarks. 


Under  the  care  of  midwife  for  three  days.  Crani- 
otomy and  subsequent  version  before  delivery 
could  be  effected.  Patient  in  exhausted  condi- 
tion before  anything  was  attempted. 

Post-partum  and  accidental  hemorrhage. 

Version  in  articulo  mortis,  but  too  late. 

From  gastritis  and  pleuro-pneumonia.  Suffered 
from  gastritis  eight  weeks  previous,  and  pleuro- 
pneumonia one  year  before,  from  which  she  had 
never  fully  recovered.  Labor  induced  to  pal- 
liate suffering  and  prolong  life. 

From  dysentery. 

From  suffocation.  Had  been  suffering  from  pleu- 
ro-pneumonia for  several  weeks,  and  was  on. 
verge  of  collapse  when  labor  commenced. 

From  scarlatina  maligna  and  rheumatism. 

Took  puerperal  peritonitis  on  second  day  after 
delivery,  and  died  on  sixth  day. 

From  puerperal  fever. 
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2383 

5010 
3011 
3083 


3352 
3653 

3886 
4064 

4107 


4110 
4111 

4118 
4128 
4160 


Died  after  labor. 


On  fifteenth  day. 

On  fifth  day 

On  twelfth  day. . 
On  twelfth  day. . 


4188 


4399 
4463 


4989 
5017 


5078 
-5364 


On  fifth  day. 
Immediately . 


In  fifteen  days 
In  two  weeks. . 


f  On  fifth  day 


On  sixth  day. 


On    twenty-fourth 
day. 


On  eighth  day 


On  twentieth  day. 


On  seventh  day . . . . 


On  fifteenth  day. . . 

I 

On  eleventh  day 

On  tenth  day  


Thirteen  and    one-half 

hours. 
Thirty-six  hours  after. 


Three  days 

On  second  day. . . . 


Remarks. 


Frcm  phlebitis  arising  from  the  foul  condition  of 
house  and  bedclothes. 

From  puerperal  peritonitis. 

Cause  not  noted. 

Patient  had  long  been  affected  in  chest  ;  also  both 
heart  and  lungs  diseased.  Post-partum  hemor- 
rhage. 

From  typhoid  fever  and  diarrhea. 

From  placenta  previa  and  loss  of  blood.  Version, 
and  delivered  in  five  minutes,  but  too  late. 

From  scarlatina. 

From  typhoid  fever. 

Attended  December  7th.  Mother  died  fifth  day 
from  puerperal  fever. 

Case  attended  December  8th.  Fourth  day  puer- 
peral fever  set  in  ;  recovery. 

Case  attended  December  9th.  Recovered  without 
a  bad  symptom. 

Attended  December  11th.  Died  on  sixth,  day 
from  puerperal  fever. 

From  typhoid  fever. 

In  the  interval  6  cases  were  attended  without  any 
evidence  of  puerperal  fever. 

This  case  attended  December  21st.  i\Iother  died 
on  the  eighth  day  from  puerperal  fever  and 
pleuro  pneumonia. 

Then  9  cases  were  attended  without  any  bad 
symptoms. 

This  case  attended  December  29th.  Scarlatina  (?) 
developed  on  the  eighth  dav,  and  patient  died 
on  the  twentieth  day  after  delivery. 

Then  32  cases  were  attended  without  any  bad 
symptoms 

Case  attended  January  31st,  which  developed 
puerperal  fever,  commencing  on  the  second 
day,  and  she  died  on  the  seventh  day.  This 
case  was  confined  on  a  bed  which  was  used  for 
one  of  the  Cftses  that  died  in  December. 

Twenty-eiglit  cases  were  then  attended  without 
any  appearance  of  sepsis. 

On  March  18th  case  attended,  and  pleuro-pneu- 
monia  developed  on  fourth  day,  and  she  died 
eleven  days  later  from  exhaustion. 

From  phthisis. 

Complained  of  great  pain  previous  to  delivery. 
No  forceps  used,  and  no  difliculty  with  pla- 
centa.    Peritonitis. 

From  rupture  of  a  cerebral  blood  vessel. 

From  shock.  A  great  deal  of  force  required  to 
deliver  shoulders.  Rupture  of  uterus  found 
post  mortem. 

From  uremic  convulsions. 

From  septicemia. 
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5429 

5467 

6813 
5818 
5875 

-5888 

6538 
6634 

•6722 


Died  after  labor. 


On  sixth  day   

Two  and  one-half  hours 

f  On       twenty-third 
day. 

On  eighth  day 

IT  ">  On  eighth  day  ... 

<u 

a, 

«*  [  On  seventh  day, . . . 

On  second  day 

On  sixth  day  

On  eleventh  day 


Remarks. 


This  case  was  attended  March  1st.  Died  on  sixth 
day  from  puerperal  fever.  Placenta  adherent 
and  removed  by  hand. 

Case  attended  April  22d.  Died  in  two  and  one- 
half  hours  from  exhaustion  following  accidental 
hemorrhage. 

Case  attended  December  7th,  and  died  on  the 

30th  from  septicemia. 
Then  4  cases  were  attended  without  any  difficulty. 
Case  attended  December  16th.     Died  from  acute 

peritonitis. 
Then  57  cases  were  attended  without  any  trouble. 
Attended   March   29th,  and  died  on  eighth  day 

from  puerperal  fever.     This  case  is  a  sister-in- 
law  of  the  last  case  that  died. 
Thirteen  ca-es  were  then  attended  without  any 

difficulty  arising. 
Attended  April  2  ith.     Died  from  puerperal  fever. 
In  none  of  these  four  cases  was  the  forceps  us^d, 

and  no  difficulty  was  noted  with  regard  to  the 

extraction  of  the  placenta. 

Two  days  after  delivery  cut  her  throat  and  died 

from  loss  of  blood. 
From    acute    peritonitis.     Very  difficult  labor  ; 

Impacted  head  ;  forceps. 
From  pernicious  anemia. 


Case  No.  5017.  Rupture  of  the  uterus. — Patient  in  her 
eighth  labor,  possessing  a  good  deal  of  adipose  tissue.  Took 
ill  on  January  2d,  1879  ;  seen  at  3  a.m.  January  3d,  sitting  up 
in  bed,  but  appeared  pale.  Pains  not  very  active.  Os  found 
dilated  to  the  size  of  a  penny.  Presentation  :  occiput  left  an- 
terior. Pelvis  one  of  medium  capacity,  but  child's  head  large. 
At  6  A.M.  the  head  had  descended  and  was  pressing  on  the  peri- 
neum, but  the  patient's  strength  was  failing.  Ergot  was  given 
and  the  forceps  was  used.  Just  before  the  forceps  was  applied 
the  patient  said  she  was  dying  and  became  pale  and  almost 
pulseless.  Head  delivered,  but  shoulders  would  not  come  until 
powerful  traction  was  used — so  powerful  as  to  destroy  the  child. 
Half  an  hour  elapsed  between  the  birth  of  the  head  and  the 
birth  of  the  shoulders  ;  shoulders  very  large.  Placenta  then 
followed  by  pressure  over  the  fundus;  uterus  contracted  well. 
Fingers  passed  into  the  vagina,  but  no  rent  could  be  discovered. 
Patient  rallied  slightly,  but  soon  began  to  complain  of  severe 
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pains  over  the  abdomen.  Pulse  became  verj  quick  and  feeble ; 
countenance  continued  pale  and  the  surface  of  the  body  cold. 
About  two  hours  after  delivery  she  vomited,  and  this  vomiting 
became  persistent  and  continued.  The  discharge  from  the  vagina 
was  never  excessive.     She  died  thirty-six  hours  after  delivery. 

At  the  post-mortem  examination  liquor  amnii  and  blood  were 
found  in  the  peritoneal  cavity,  together  with  some  vernix  case- 
osa.  A  large  rent  was  found  which  extended  from  the  right 
side  of  the  neck  of  the  uterus  obliquely  upward  across  the  pos- 
terior wall  toward  the  left  cornu  and  almost  as  hiffh  as  the  left 
Fallopian  tube.  This  involved  the  whole  thickness  of  the  ute- 
rine wall.     The  os  and  cervix  remained  intact. 

Mortality  of  children. — Four  hundred  and  eleven  children 
were  lost,  or  1  in  16f^|.  Of  these  there  were :  full  term,  258  ;. 
not  full  term,  153,  the  latter  ranging  from  the  fifth  to  the  eighth 
month.  In  121  death  had  occurred  from  twenty-four  hours  to 
two  or  three  months  before  labor;  in  4  death  was  due  to  crani- 
otomy, in  3  to  morbus  ceruleus,  in  4  to  hydrocephalus,  in  22  to 
deformity  (acephalus,  spina  bifida,  etc.),  in  15  to  placenta  previa,  in 
10  to  prolapsus  funis  ;  in  55  cases  where  the  child  was  born  dead' 
the  forceps  was  used;  in  19  cases  version  was  performed  ;  in  8 
cases  the  pelvis  was  contracted,  in  18  the  shoulder  presented,  in 
24  the  foot  presented,  in  45  the  breech  presented  ;  in  42  there  was 
accidental  hemorrhage  ;  in  21  the  cause  of  death  was  not  noted. 

Presentations. — In  5,409  cases  the  head  presented,  in  148  the 
breech,  in  58  the  feet,  in  5  the  breech  and  foot,  in  34  the  arm  or^ 
shoulder,  in  25  the  face,  in  7  the  brow;  in  1,091  the  presenta- 
tion was  not  noted. 

Position  in  head  'presentations  {when  noted). — Four  thousand" 
and  twenty-seven  were  occiput  left  anterior,  550  were  occiput 
right  anterior;  400  were  occiput  right  posterior,  213  were  occi- 
put left  })Osteri()r. 

Two  hundred  and  fifty-nine  head  presentations  with  occiput 
posterior  were  converted  by  rotation  with  the  linger  into  occi- 
put anterior.  Of  these,  134  were  performed  during  the  first 
4,704  cases,  and  125  were  performed  during  the  last  2,u73  cases,, 
a  difference  of  only  9  cases,  showing  the  increased  frequency 
with  which  this  manipulation  was  performed  during  the  years 
of  riper  experience. 

Breech  presentation.^. — One  liundrL'd  and  fifty-eiglit,  or    1  in 
42j|^j^.     Of  these,  102  children    were   saved    and  46  lost,    1  in 
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147|-f .  Ten  were  twin  cases,  1  was  a  triplet  case,  9  were  dead 
some  time,  7  died  from  accidental  hemorrhage  ;  in  2  the  pelvis 
was  contracted,  3  were  deformed,  2  died  shortly  after  birth. 

Foot  presentations. — Fifty-eight,  or  1  in  116f  |.  Of  these,  33 
chikiren  were  saved  and  25  lost.  One  died  from  accidental 
hemorrhage,  3  from  placenta  previa,  4  from  deformity  ;  in  1  the 
pelvis  was  deformed  ;  6  were  dead  some  days  before  birth. 

Arm  or  shoulder  presentations. — Thirty-live,  or  1  in  lOSg^f. 
Of  these,  14  children  were  saved,  21  lost.  In  1  craniotomy  was 
performed  ;  in  2  there  was  placenta  previa  ;  3  cases  were  dead 
before  labor  (one  died  one  hour  after  birth,  and  one  case  was 
spontaneously  converted  into  a  breech). 

Face  presentations. — Twenty-five.  Of  these,  19  children 
were  saved  and  6  lost.  In  1  case  version  was  performed  ;  in  1 
ease  forceps  was  used ;  7  cases  were  converted  by  hand  into 
occiput  right  or  left  anterior. 

Brow  presentations. — Seven.  Of  these,  6  children  were  saved 
and  1  lost.  Two  cases  were  converted  into  occipital  and  1  into 
a  face  presentation. 

Unclasnfied presentations. — In  1  the  back  and  side  presented, 
in  2  the  lumbar  region,  in  1  the  thoracic  region,  in  2  the  feet 
and  head,  in  1  the  forehead  and  foot,  in  2  the  foot  and  arm^ 
in  2  the  head,  arm,  and  hand,  in  1  the  head,  hand,  and  funis,  in 
1  the  right  arm  and  funis,  in  1  the  head  and  arm,  in  1  the  leg, 
in  1  the  foot  and  leg,  in  5  the  foot  and  breech,  in  2  the  foot, 
head,  and  breech,  in  1  the  knee. 

Twin  cases. — One  hundred  and  six,  or  1  in  63^V6'-  Children 
saved,  187 ;  lost,  25,  6  of  the  latter  being  premature,  and  4  dying 
before  labor  and  1  from  placental  clot.  In  43  cases  both  chil- 
dren were  males,  in  31  both  were  females,  in  32  one  child  was 
male  and  the  other  female. 

Presentation  in  twin  cases. — In  48  both  were  head,  in  13  one 
was  head  and  the  other  foot,  in  2  both  were  breech,  in  20  one 
was  breech  and  the  other  head,  in  1  one  was  head  and  the  other 
brow,  in  3  one  was  head  and  the  other  shoulder,  in  2  one  was 
feet  and  the  other  arm,  in  1  one  was  head  and  the  other  arm 
and  face,  in  1  one  was  head  and  the  other  was  forehead  and 
foot,  in  1  both  were  feet,  in  2  one  was  foot  and  the  other  breech, 
in  1  one  was  hand  and  the  other  foot  and  leg,  in  11  the  presen- 
tation was  not  noted ;  in  2  cases  the  placenta  followed  each 
child. 

25 
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Triplet  cases. — One,  or  1  in  6,777  cases.  Of  these,  2  children 
were  saved  and  1  lost,  the  latter  being  premature  and  dead  some 
weeks.     All  females  and  breech  presentations. 

Version. — This  was  performed  in  45  cases.  In  19  the  child 
was  saved  and  in  26  lost. 

Accidental  hemorrhage. — This  occurred  in  50  cases.  In  8 
the  child  was  saved,  in  42  the  child  was  lost. 

Placenta  previa. — This  occurred  18  times.  Mothers  saved, 
17;  lost,  1.     Children  saved,  3  ;  lost,  15. 

Post-partum  hemorrhage. — This  occurred  in  33  cases.  In  31 
the  mother  was  saved  and  in  2  lost. 

Puerperal  convulsions. — This  occurred  in  11  cases.  In  9 
the  mother  was  saved  and  in  2  lost.  In  9  the  child  was  saved 
and  in  2  lost. 

Prolapsus  funis. — This  occurred  in  22  cases.  In  12  the  child 
was  saved  and  in  10  lost. 

Forceps  cases. — Four  hundred  and  ninety-one,  or  1  in  13|-^f-. 
Of  these  cases  173  occurred  in  the  first  4,704  and  318  occurred 
among  the  last  2,703,  showing  tlie  great  increase  in  the  frequency 
with  which  forceps  was  used  during  the  latter  years  of  practice. 
The  forceps  was  used  with  favorable  results  in  all.  There  were 
282  multiparous  labors,  in  which  244  children  were  saved  and 
38  lost,  or  1  in  9j\.  There  were  207  primiparons  labors,  in 
which  179  children  were  saved  and  28  lost,  or  1  in  7^1.  The 
infant  mortality  in  the  early  cases  of  forceps  delivery  was  high- 
er than  in  the  later  cases.  There  were  40  children  lost  out  of 
173  cases  in  the  first  part  of  the  series,  and  in  the  latter  part  of 
the  series  there  were  26  lost  out  of  318.  This  would  tend  to 
show  the  forceps  was  used  much  earlier  in  the  labor  in  the 
latter  cases  than  in  the  former,  and  that  this  use  of  forceps  is  a 
great  element  in  diminishing  the  infant  mortality.  In  5  cases 
the  child  had  been  dead  some  days;  in  12  the  pelvis  was  con- 
tracted;  in  3  the  children  were  hydrocephalic  ;  in  2  craniotomy 
w^as  performed  ;  in  3  the  funis  prolapsed  ;  in  4  death  occurred 
by  constriction  of  the  neck  by  the  cord. 

Ruptured  perineum. — This  occurred  27  times:  2r»  times  partial 
and  in  one  case  it  was  complete.  In  the  case  of  complete  rupture 
of  the  perineum  the  child  was  born  before  the  doctor's  arrival  and 
he  did  not  see  the  patient  subsequently.  Iti  several  cases  two  or 
three  stitches  were  inserted  at  the  time,  and  the  record  does  not 
show  that  any  subsequent  operative  treatment  was  required. 
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Chloi'oform. — This  was  first  given  in  No.  1469,  December 
16tli,  1862.  Cases  chloroform  alone  given,  458;  cases  chloro- 
form not  given,  4,454.  Cases  ergot  alone  given,  781  ;  cases 
«rgot  not  given,  4,725.  Cases  in  which  ergot  and  chloroform 
were  given  together,  397.  Number  of  forceps  eases  in  which 
■chloroform  was  given,  254 ;  number  of  forceps  cases  in  which 
•chloroform  was  not  given,  237. 

Retained  placenta. — Forty-eight  cases.  In  38  cases  bj  adhe- 
sions ;  in  2  hour-glass  contraction ;  in  8  cause  of  retention  not 
given. 

Duratioii  of  labor. — Shortest  labor  in  which  chloroform  was 
given,  3  hours ;  longest  labor  in  which  chloroform  was  given, 
•6  days ;  shortest  labor  in  which  chloroform  was  not  given,  la- 
bours ;  longest  labor  in  which  chloroform  was  not  given,  186 
hours ;  average  length  of  labor  in  which  chloroform  was  given, 
llHi  hours  ;  average  length  of  labor  in  which  chloroform  was 
not  given,  lljorcr  hours. 


A  CASE  OF  RUPTURED  TUBAL  PREGNANCY. 

ATTEMPTED  CRIMINAL   ABORTION  ;   SEPTIC   INFECTION  ;    CELIOTOMY   AND 
CURETTAGE ;   RECOVERY. 


J.   WESLEY  BOV'fiE,   M.D., 

Professor  of  Gyneoology,  National  University;  Gynecologist  to  Providence  and  Columbia 

Hospitals,  Washington,  D.  C. 


Mrs.  EI.,  white,  25  years  old,  was  seen  in  consultation  with 
Dr.  Wade  E.  Atkinson,  of  this  city,  the  evening  of  March  21st, 
1 895,  and  the  following  history  was  procured  from  him  and  the 
patient :  Her  usual  weight  was  one  hundred  and  five  pounds, 
and  her  health  fair  up  to  a  month  ago.  She  had  always  been 
regular  in  menstruation,  except  a  delay  of  one  week  two  years 
a.go ;  each  period  lasted  about  four  days  and  was  quite  painful. 

Early  in  January,  1895,  her  last  period  occurred  and  the 
usual  symptoms  of  pregnancy  followed.  On  the  9th  of  March 
following,  being  satisfied  of  being  pregnant,  she  secured  the 
services  of  an  abortionist,  who  introduced  a  soft  catheter  into 
the  uterus.  She  was  then  in  a  New  England  city,  and  next  day 
started  for  Washington.     She  drove  about  this^city  and  in  other 
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ways  passed  the  time  pleasantly.  A  slight  show  of  V)lood  ap- 
peared and  she  removed  tlie  catheter  forty-eight  hours  after  its 
insertion.  Considerable  pain  accompanied  the  flow.  On  March 
lltli  Dr.  Atkinson  was  sent  for  and  found  her  in  severe  pain, 
constipated,  and  losing  some  blood  from  uterus.  She  reported 
a  day  or  two  later  having  passed  something  from  the  vagina  that 
liad  the  appearance  of  a  little  bladder,  wiiich  from  her  descrip- 
tion the  doctor  concluded  was  a  fetus  and  its  membranes.  She 
had  one  chill,  followed  by  fever,  prostration,  and  an  offensive 
vaginal  discharge.  The  flow  of  blood,  though  slight,  continued. 
Dr.  Atkinson  used  stimulants,  cathartics,  and  antiseptic  intra- 
uterine as  well  as  vaginal  douches.  The  pain  became  so  bad 
that  anodynes  were  resorted  to;  her  temperature  reached  108°; 
night  sweats  occurred  and  profuse  diarrhea. 

When  I  saw  her  with  Dr.  Atkinson  she  was  in  bed,  apparently 
calm,  but  very  pale  and  nauseated.  Later  she  showed  much 
alarm  concerning  her  condition.  Iler  pulse  was  140  and  very 
weak,  her  temperature  102. G°,  and  she  looked  much  like  a 
sick  child  of  15.  Dr.  Atkinson  had  concluded  that  the  uterus 
should  be  completely  emptied,  and  for  that  purpose  I  was 
called. 

An  examination  revealed  a  slightly  enlarged  uterus  to  tlie 
front  and  right,  and  further  to  the  right  was  felt  a  slight  en- 
largement like  a  small  pus  tube.  To  the  left  the  pelvis  was 
fllled  with  what  seemed  to  be  a  pelvic  abscess  which  extended 
up  into  the  abdomen.  She  was  very  tender  and  an  examination 
could  not  be  satisfactorily  made.  A  nasty,  foul-smelling  dis- 
charge from  the  uterus  was  noted.  My  diagnosis  was  septic 
infection  of  the  uterus  and  its  appandages  resulting  from  a 
criminal  abortion,  and  early  surgical  eradication  was  advised. 
I  advised  exactly  what  was  done,  namely,  curettage  and  gauze 
drainage  and  removal  of  the  appendages  through  the  abdomen. 
Iler  husband  had  to  be  telegraphed  and  her  removal  to  Colum- 
bia Hospital  was  delayed  until  March  22d. 

Next  day  the  pulse  was  i-apid  and  flickering  and  her  tempera- 
ture still  high.  The  uterus  was  curetted,  considerable  decidual 
tissue  being  removed  and  careful  irrigation  employed,  followed 
by  the  insertion  of  a  long,  narrow  strip  of  gauze.  The  abdomen 
was  then  opened,  and  the  mass  to  the  left  found  extending  as 
high  as  the  umbilicus  and  consisting  of  clotted  and  fluid  blood 
that  began  to  escape  rai)idly  from  the  abdominal  cavity  when 
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the  incision  was  made.  I  immediately  diagnosed  ruptured  tubal 
pregnancy,  and  pushed  my  fingers  down  through  the  accumu- 
lation of  blood  and  grasped  the  still  bleeding  tube.  Applying 
forceps  to  ovarian  and  uterine  arteries,  the  tube  was  removed 
without  much  efiFort  and  without  any  cutting  or  the  placing  of 
a  ligature.  It  was  about  four  inches  long  and  three  inches  in 
diameter,  and  presented  an  opening  about  one  inch  in  diameter. 
The  blood  was  scooped  out  and  the  vessels  tied.  The  right  tube, 
nearly  two  inches  in  diameter  and  containing  pus,  was  released 
from  fresh  adhesions  and  removed.  The  ovaries,  apparently 
normal,  but  embedded  in  the  adhesions,  were  removed  ;  the 
left  contained  a  true  corpus  luteum,  and  the  right  three  false. 
The  abdominal  and  pelvic  cavities  were  flushed  with  normal 
salt  solution  and  a  glass  drainage  tube  inserted.  A  very  few 
sutures  were  put  in  to  close  the  abdominal  incision,  as  furtlier 
delay  was  considered  extremely  hazardous. 

The  operation  was  done  under  ether  and  required  fifty- five 
minutes.  During  that  time  strychnia  was  freely  used  hypoder- 
matically.  The  left  tube  was  found  to  contain  fetal  membranes 
but  not  a  fetus.  The  patient  was  placed  in  bed,  surrounded  by 
hot  blankets,  hot- water  bags,  etc.,  the  feet  and  legs  bandaged 
snugly,  the  foot  of  the  bed  raised  eighteen  inches  higher  than 
its  head,  and  a  stimulating  enema  given.  The  hypodermo- 
clysis  of  normal  salt  solution  was  begun  at  once,  and  witli  slight 
intermissions  continued  until  one  hundred  and  four  ounces 
had  been  thrown  into  her  circulation.  Its  excellent  effects 
I  have  often  noticed,  but  perhaps  never  so  markedly  as  in 
this  case.  There  was  no  radial  pulse  during  the  hour  follow- 
ing the  operation,  and  many  times  the  efforts  at  respiration 
seemed  mere  dying  gasps,  each  one  thought  to  be  the  last,  I 
had  very  little  hope  at  this  time  of  her  recovery,  and  sent  to  a 
neighboring  room  for  her  sister  to  hasten  as  death  was  probably 
at  hand.  In  giving  this  case  as  an  example  of  the  effects  of  salt 
transfusion,  I  have  not  overlooked  the  strong  tendency  to  reac- 
tion that  is  usually  a  feature  of  ruptured  ectopic  pregnancy. 
Notwithstanding  this  I  attribute  the  recovery  of  the  patient  to 
the  use  of  the  normal  salt  solution.  Being  a  very  small  woman 
and  having  lost  such  a  relatively  large  quantity  of  blood,  her 
veins  were  very  small.  Consequently  attempts  to  puncture 
them  for  transfusion  were  abandoned,  and  tlie  forcil)le  injection 
of  the  salt  solution  into  the  cellular  tissue  was  employed.     The 
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effect   was    gradual    but   certain    aud    constaut.     Every    hour- 
showed  improvement  until  complete  recovery  occurred. 

Tlie  glass  drainage  tube  was.  used  thirty-six  hours  and  iodo- 
form gauze  substituted  for  the  same  lengtli  of  time.  Stryclinia^ 
nitroglycerin,  digitalin,  etc.,  contributed  to  her  rapid  recovery. 
About  two  weeks  after  the  operation  a  suspicious  cough  begau 
and  was  quite  persistent.  Bacteriological  examination  of  the 
sputa  showed  no  tubercle  bacilli,  and  she  slowly  recovered  from  it. 

Examination  ot  all  the  material  removed  from  tbe  patient's- 
abdomen  failed  to  reveal  the  fetus.  The  ruptured  tube  with 
its  contained  fetal  membranes  leaves  no  doubt  that  pregnancy 
did  exist  in  that  Fallopian  tul^e. 

This  case  is  peculiarly  interesting  from  its  obscurity  previous 
to  operation.  It  is  noticeable  that  th(i  history  of  ectopic  preg- 
nancy, usually  so  deiinite  in  such  cases,  is  entirely  absent. 
Absolutely  no  symptom  pointed  to  abnormal  rather  than  nor- 
mal pregnancy.  The  evidence  of  pregnancy  of  two  months' 
duration,  the  attempt  to  dislodge  it  from  the  uterus  by  an  abor- 
tionist, and  the  subsequent  history  of  passing  a  small  bladder,  of 
the  discharge  having  a  very  foul  odor,  and  a  chill  followed  hy 
fever  and  feeble,  rapid  pulse,  pointed  to  puerperal  septic  infec- 
tion following  criminal  abortion.  Then  the  presence  of  tiuctu- 
ating  masses  to  both  the  right  and  left  (not  one  side  only)  of  the 
uterus  seemed  to  render  the  <lia'jjno8is  almost  positive.  Under 
other  conditions  I  should  have  left  the  right  ajipendage,  but  as- 
septic  infection  was  present  I  deemed  its  removal  imperative. 
The  uterine  wail  being  septic  and  the  right  Fallopian  tube  in 
the  same  condition,  I  could  not  well  hope  for  a  favorable 
result  if  the  tube  and  uterine  mucosa  were  not  removed^ 
Of  course  I  realized  the  desperate  condition  of  the  patient,  but 
saw  better  ])rospects  of  recovery  by  the  course  pursued.  The 
bleeding  in  this  case  had  proI)ably  been  going  on  two  weeks* 
rupture  probably  occurring  about  the  time  the  catheter  was  in 
the  uterus.  There  had  been  a  weak  attempt  by  Nature  to  form 
a  limiting  wall  about  the  extravasated  blood.  Early  in  June 
the  patient  called  at  my  office  and  was  apparently  well,  though 
fearful  of  "  weak  "  lungs. 

In  looking  over  the  literature  of  this  subject  1  have  not  found 
the  report  of  a  similar  case. 

1404    II    STKEET. 
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THE   TREATMENT  OF  METRITIS   AND  ENDOMETRITIS. 


AUGUSTIN  H.   GOELET,   M.D., 
New  York. 


(With  one  illustration.) 


Inflammations  of  the  uterine  mucosa  may  be  divided  into 
catarrhal^  septic  or  specific^  and  senile,  according  to  their  causa- 
tion, and  the  underlying  muscular  structure  constituting  the 
walls  of  the  organ  may  or  may  not  be  involved,  this  depending 
upon  the  character  and  duration  of  the  inflammatory  process. 

Catarrhal  endometritis,  the  possibility  of  which  is  disputed  by 
some  writers,  is,  I  believe,  frequent  and  occurs  indeperdenlly  cf 
septic  influence.  This  must  be  true,  since  it  is  often  discovered 
in  virgins  when  there  has  been  no  possibility  of  infection.  It 
exists  either  as  a  subacute  or  chronic  inflammation,  the  latter 
state  presenting  different  characteristics  depending  upon  the 
duration  of  the  inflammatory  action.  The  muscular  walls  are 
not  always  involved,  but  two  forms  of  metritis  are  encountered 
clinically  as  a  result  of  prolonged  and  exteusive  catarrhal  inflam- 
mation of  the  endometrium. 

A  catarrhal  salpingitis  may  occur  coincidently  with  catarrhal 
endometritis,  being  produced  by  the  same  causes,  and  does  not 
necessarily  result  from  extension  of  the  inflammation  from  the 
endometrium. 

Endometritis  due  to  septic  or  speciflc  infection,  on  the  other 
hand,  occurs  as  an  acute  and  chronic  inflammation,  and  the 
muscular  structure  of  the  uterine  walls  is  always  involved  unless 
it  is  arrested  early  in  the  onset  of  the  attack.  The  inflammatory 
process  spreads  rapidly  to  the  tubes  and  even  to  the  pelvic  perito- 
neum, producing  serious  complications  and  troublesome  sequelae. 

Senile  endometritis  differs  materially  from  the  other  forms  of 
inflammation  in  this  locality,  in  that  it  is  primarily  a  chronic 
inflammation  resulting  from  alteration  in  the  circulation  and 
nutrition  of  the  uterus,  due  to  the  atrophy  of  the  structures  fol- 
lowing the  natural  cessation  of  function  consequent  upon  the 
menopause.  The  secretion  from  the  endometrium,  which  is 
'  Read  before  the  New  York  Obstetrical  Society  May  20th,  1895. 
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intensely  irritating,  is  retained  within  the  cavity  of  the  uterus 
on  account  of  obstruction  in  the  canal  due  to  the  formation  of 
dense,  firm  bands  resembling  cicatricial  tissue. 

It  is  the  general  impression  that  women  who  have  passed  the 
menopause  are  exempt  from  uterine  disease,  particularly  in- 
flammations of  the  uterus,  consequently  this  condition  is  fre- 
quently overlooked,  the  symptoms  it  gives  rise  to  being  attrib- 
uted to  other  causes.  Judging  from  my  own  experience,  senile 
endometritis  is  by  no  means  rare.  It  gives  rise  to  symptoms 
which  are  somewhat  characteristic,  such  as  a  burning  sensation 
in  the  lumbar  or  sacral  region,  associated  witii  backache,  occa- 
sionally pain  in  the  occiput  or  in  the  top  of  the  head,  and  im- 
paired general  nutrition.  The  patient  will  deny  the  existence 
of  any  discharge  or  other  direct  evidence  of  uterine  disorder, 
yet  upon  examination  a  profuse  and  intensely  irritating  discharge 
will  be  found  at  the  upper  part  of  the  vagina  about  the  cervix. 
It  is  frequently  so  irritating  as  to  destroy  the  vaginal  epithelium, 
and  the  surface  in  places  is  dense,  firm,  and  shining  like  cicatricial 
bands.  Here  and  there  over  its  surface  will  be  found  ecchymosed 
elevated  spots.  In  some  cases  this  same  condition  prevails  in  the 
cervical  canal,  producing  the  obstruction  referred  to  above,  and 
no  doubt  the  interior  of  the  uterus  is  in  a  similar  condition. 

Whatever  may  be  the  primary  cause  of  these  inflammations  of 
the  uterus,  they  are  secondarily  maintained  and  prolonged  by 
defective  drainage,  permitting  the  accumulation  and  retention 
of  secretions  which  become  vitiated  and  irritating.  The  chief 
object  of  treatment,  therefore,  must  be  the  establishment  and 
maintenance  of  free  drainage  through  the  canal  of  the  cervix, 
and  absolute  cleanliness  of  the  cavity  of  the  uterus.  In  addition 
to  this  all  other  sources  of  irritation  must  be  removed  and 
engorgement  of  the  uterine  and  the  pelvic  vessels  must  be 
relieved. 

Subacute  catarrhal  endometritis  is  only  a  hyperemia  attended 
with  hypersecretion,  and  usually  the  cervical  canal  is  sufticienfly 
patulous  to  permit  drainage  of  the  secretion,  which  is  comj)ara- 
tively  thin.  Therefore  the  treatment  should  be  directed  toward 
relieving  the  comlition  of  hyperemia.  For  this  purpose  fine 
wire  faradization  is  the  most  satisfactory  agent  which  can  be  em- 
ployed. This  stimulates  vasomotor  constriction,  quickens  the 
circulation,  and  unloads  the  capillary  vessels  which  are  engorged 
and  often  obstructed.     In  addition  to  this  all  sources  of  irrita- 
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"tion  should  be  removed,  rest  should  be  enjoined,  and  a  relaxed 
state  of  the  bowels  should  be  preserved. 

If  the  mucous  membrane  of  the  cervix  becomes  intiltrated 
drainage  may  be  defeated,  and  then  it  becomes  necessary  to  free 
the  canal.  This  is  best  secured  in  these  cases  by  passing  occa- 
sionally a  conical  dilating  electrode  connected  with  the  negative 
•pole  of  the  galvanic  current,  employing  only  a  moderate  strength 
of  current  (tive  to  ten  milamperes),  for  not  more  than  two  or 
three  minutes.  This  should  be  done  only  once  in  two  or  three 
days.  Besides  dilating  the  canal  this  produces  a  certain  amount 
of  depletion,  since  the  tendency  of  the  negative  pole  is  to  attract 
liquids  from  the  tissues  in  the  immediate  vicinity  of  the  elec- 
trode. It  is  followed  by  a  more  or  less  copious  serous  or  watery 
discharge,  and  the  secretions  become  thinner  and  drain  away 
more  rapidly. 

In  the  chronic  stage,  when  there  is  infiltration  and  softening  of 
the  uterine  walls,  if  the  cervical  canal  is  patulous  the  positive 


Goelet's  clinical  uterine  irrigator. 

pole  of  the  galvanic  current  is  indicated,  or  zinc  electrolysis  may 
be  employed  with  advantage.  But  the  cavity  of  the  uterus  must 
first  be  thoroughly  irrigated  to  free  the  surface  of  the  mucous 
membrane  of  all  secretion,  which  if  permitted  to  remain  w'ould 
protect  the  endometrium  from  the  action  intended.  This  is  ac- 
complished by  using  the  clinical  irrigator  here  shown  and  a  hot 
lysol  solution  one-half  to  one  per  cent.  If  the  canal  is  not  suffi- 
ciently patulous  to  permit  the  irrigator  to  enter  readily,  it  is  con- 
nected with  the  negative  pole  of  the  galvanic  current,  which  will 
facilitate  its  introduction.  Ten  milamperes  are  sufficient  for  this 
purpose.  In  using  the  positive  pole  afterward  in  these  cases  the 
strength  of  the  current  may  be  twenty-five  to  thirty  milamperes 
and  the  duration  of  the  application  five  minutes.  If  zinc  elec- 
trolysis is  employed  fifteen  to  twenty  milamperes  continued  for 
five  minutes  will  be  sufficient.  These  application?  may  be  re- 
peated every  three  or  four  days. 

In  this  variety  faradization  may  also  be  employed  with  advan- 
tage, but  the  current  should  be  made  more  stimulating  than  when 
used  in  the  subacute  stage.     It  stimulates  contraction  of  the  ute- 
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rine  walls,  which  empties  the  uterus  and  relieves  engorgement 
and  infiltration. 

In  the  stage  of  induration,  if  electricity  is  used,  the  negative 
pole  should  always  be  employed,  because  it  softens  the  indurated' 
tissues,  produces  depletion,  and  favors  drainage.  In  this  stage, 
however,  there  is  usually  a  condition  of  hypertrophy  of  the  en- 
dometrium which  can  be  more  readily  overcome  by  curettage. 
The  stimulation  exerted  by  the  subsequent  gauze  packing  is  par- 
ticularly serviceable  in  these  cases,  because  it  establishes  thorough 
depletion  and  drainage  and  softens  the  indurated  structure. 

The  technique  of  the  operation  and  the  details  of  the  after- 
treatment  are  important. 

The  degree  of  dilatation  required  is  not  as  great  as  is  usually 
considered  necessary.  Moderate  dilatation  under  anesthesia,, 
gradually  accomplished  by  means  of  the  steel  dilator,  sufficient 
for  the  easy  introduction  of  the  curette,  is  all  that  is  necessary. 
The  gauze  packing,  if  carefully  done,  will  effect  still  further 
relaxation. 

After  sufficient  dilatation  has  been  accomplished  the  double- 
current  irrigator  should  be  introduced  and  the  cavity  thoroughly 
cleansed  vvith  either  a  solution  of  bichloride  (1  :  4000;  or,  what 
I  often  prefer,  a  one  per  cent  solution  of  lysol  (hot).  The  cavity 
is  then  curetted  and  again  irrigated  with  the  same  solution. 
Care  must  he  taken  to  remove  the  hypertrophied  membrane 
from  the  vicinity  of  the  internal  os  and  both  cornua.  The  latter 
is  particularly  important  if  there  is  an  associated  salpingitis, 
since  the  hypertrophied  elevations  about  the  orifices  of  the  tubes 
will  obstruct  drainage.  For  this  purpose  a  small-size  curette- 
should  be  used  after  the  cavity  has  been  gone  over  with  a  larger 
instrument.  A  sharp  curette  will  often  be  required  for  removing 
the  tissue  at  the  internal  os.  The  cervix  is  now  seized  with  a 
double  tenaculum  and  a  strip  of  twenty  per  cent  iodoform  gauze, 
the  absolute  sterility  of  which  has  been  previously  assured,  is 
introduced  by  means  of  a  long  applicator  forceps  and  carried 
well  up  into  both  cornua;  the  cavity  is  tilled,  and  tiie  cervical 
canal  also,  the  free  end  protruding  into  the  vagina.  I  do  not 
find  it  necessary  to  use  the  cervical  shield  for  inserting  the 
gauze.  By  avoiding  it  less  dilatation  is  re(j[uired,  less  injury  is 
inflicted,  and  the  operation  is  completed  more  rapidly.  The 
gauze  is  cut  into  strips  three-fourths  to  one  inch  wide  and  one 
yard  long.     The  vagina  is  also  filled  loosely  with  wider  strips 
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of  the  same  gauze,  and  an  aseptic  pad  is  placed  against  the 
vulva. 

The  patient  is  confined  to  bed  while  the  gauze  remains  in  the 
uterus.  Usually  a  week  is  sufficient  for  this  part  of  the  treat- 
ment. I  deem  it  necessary  to  remove  the  gauze  every  twenty- 
four  hours  instead  of  allowing  it  to  remain  undisturbed  for 
several  days,  for  it  ceases  to  act  as  a  drain  when  the  gauze  in  the 
vagina  becomes  saturated,  and  the  secretion  will  accumulate  in 
the  uterus  above  it  and  provoke  irritation  or  back  up  into  the 
tubes.  Every  time  it  is  removed  the  cavity  should  be  irrigated 
with  the  hot  lysol  solution  before  the  fresh  gauze  is  reapplied. 
The  importance  of  these  precautions  is  well  illustrated  by  the 
quantity  of  shreds  and  mucus  removed  in  this  way. 

The  curettage  and  subsequent  gauze  packing  is  by  no  mean& 
the  only  important  part  of  the  treatment  of  these  cases.  In  fact 
it  should  bs  regarded  only  as  a  preliminary  step,  for,  instead  of 
leaving  the  case  to  itself  afterward,  the  patient  should  be  required 
to  come  to  the  ofSce  at  least  twice  a  week  for  thorough  irriga- 
tion of  the  cavity  and  other  treatment  which  may  be  necessary. 
This  should  be  continued  until  it  is  absolutely  certain  that  the 
endometrium  is  in  a  healthy  condition,  as  shown  by  the  absence 
of  shreds  and  mucus  in  the  washing,  and  relief  of  the  symptoms 
which  follow  their  retention  in  the  uterine  cavity. 

The  pain,  bearing  down,  backache,  and  sensitive  condition  of 
the  uterus,  caused  by  retention  of  secretion  and  debris  in  these 
cases,  is  immediately  relieved  by  washing  out  the  uterus.  Jt  has 
been  my  experience  that  when  this  after-treatment  is  neglected 
it  often  becomes  necessary  to  repeat  the  operation,  whereas  in 
those  cases  where  it  has  been  faithfully  carried  out  a  second 
operation  has  not  been  required.  When  we  recall  how  intolerant 
the  endometrium  is  to  irritation  we  can  readily  see  how  shreds 
of  mucus  or  small  clots  may  provoke  a  recurrence  of  the  in- 
flammation. 

I  find  it  unnecessary  to  use  iodine  or  carbolic  acid  in  these 
cases.  When  an  astringent  is  required  Thiersch's  solution 
(boracic  and  salicylic  acids)  can  be  used  through  the  irrigator,  or 
zinc  electrolysis  may  be  employed. 

Some  precautions  are  necessary  in  using  the  clinical  irrigator 
at  the  office,  in  the  after-treatment  of  these  cases,  to  avoid  pro- 
voking irritation.  The  instrument  should  be  inserted  with  great 
care,  and  if  it  does  not  pass  the  internal  os  readily  it  should  be 
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connected  with  the  negative  pole  of  the  galvanic  cnrrent  to 
facilitate  its  introduction,  I  generally  leave  the  current  turned 
on  throughout  the  irrigation,  believing  that  some  good  is  ac- 
complished by  the  stimulation  exerted  upon  the  endometrium 
through  the  medium  of  the  solution,  which  acts  as  an  electrode. 
Before  the  irrigator  is  removed  the  inflow  of  the  solution  must 
be  arrested  and  the  surplus  solution  should  be  permitted  to  drain 
out,  so  as  to  leave  the  cavity  empty. 

In  acute  septic  or  specific  endometritis  the  canal  of  the  cervix 
should  be  carefully  dilated  and  the  cavity  thoroughly  irrigated 
with  a  solution  of  bichloride  (1  :  3000),  after  which  a  strip  of 
iodoform  gauze  should  be  carried  up  to  the  fundus  and  allowed 
to  project  through  the  canal  into  the  vagina  to  facilitate  drain- 
age. Iodoform  gauze  is  also  packed  loosely  in  the  vagina.  This 
should  be  removed  every  twenty-four  hours,  the  cavity  irrigated 
with  a  half  per  cent  solution  of  lysol  or  Thiersch's  soluti(  n,  and 
the  gauze  replaced. 

In  specific  endometritis  irrigation  with  a  ten  grain  to  the 
ounce  solution  of  nitrate  of  silver,  repeated  if  retjuired  after 
forty-eight  hours,  and  subsequent  irrigation  with  the  lysol  or 
Thiersch's  solution,  gives  the  best  results. 

When  endometritis  of  septic  or  specific  origin  has  become 
chronic  it  is  to  bo  dealt  with  in  the  same  manner  as  chronic  ca- 
tarrhal endometritis,  except  that  in  the  stage  of  infiltration  and 
softening  of  the  uterus  the  cnrctte,  followed  by  gauze  packing, 
should  be  used  instead  of  electricity,  because  the  glati. hilar  and 
submucous  structures  have  l)oen  attacked  by  tlie  disease  and 
this  method  of  treatment  is  more  j)rom|)tly  effective. 

In  senile  endometritis  it  is  both  unnecessary  and  unwise  to 
use  the  steel  dilator  and  curette.  The  cicatricial  bands  are  so 
dense  and  unyielding  that  any  attempt  at  forcible  dilatation 
will  almost  surely  produce  laceration  of  the  soft  intervening  tis- 
sues, and  since  the  mucous  membrane  is  already  destroyed  cu- 
rettage can  accomplish  nothing.  Occasionally,  however,  in  the 
canal  of  the  cervix  there  will  bo  found  projecting  elevations  or 
folds  of  mucous  membrane  which  are  intensely  hyperemic  and 
bleed  freely  when  touched,  resembling  >iiiall  ])olyiM.  The?e 
should  be  removed  with  the  sharp  curette. 

Unquestionably  this  form  of  endometritis  is  maintained  by 
defective  drainage,  and  can  be  ovcrcosne  only  by  freeing  the 
canal  of  the  cervix  so  that  the  vitiate<l  and  irritating  secretion 
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may  escape  from  the  uterus,  but  this  can  be  accomplished  with- 
out submitting  the  patient  to  an  operation  and  without  anes- 
thesia. The  method  of  treatment  which  I  have  found  most 
satisfactory  is  dilatation  with  the  negative  pole  of  the  galvanic 
current.  A  conical  electrode  is  introduced  at  first  every  third 
day  and  from  fifteen  to  twenty-five  milamperes  employed  for 
five  minutes  each  time.  The  cavity  may  be  irrigated  at  the  same 
time,  but  this  is  not  always  necessary.  Then  the  vagina  is  dusted 
tiioronghly  with  boracic  acid  or  a  loose  tampon  of  iodoform 
gauze  is  inserted.  This  is  removed  in  twenty-four  hours  and 
the  patient  is  directed  to  use  a  vaginal  douche  of  a  saturated  so- 
lution of  boracic  acid  twice  a  day  ;  this  is  done  for  the  purpose 
of  protecting  the  vaginal  surface  from  the  irritating  discharge 
from  the  uterus.  After  two  weeks  the  application  of  the  dilat- 
ing electrode  may  be  made  twice  a  week  for  a  month,  then  once 
a  week  for  another  month.  In  most  cases  this  is  sufficient  time 
for  the  active  treatment,  but  the  patient  is  directed  to  return  at 
longer  intervals,  say  once  or  twice  a  month  for  several  months^ 
so  as  to  avoid  a  recurrence  of  the  former  condition.  This 
method  of  treatment  seems  rational,  since  it  establishes  perfect 
drainage,  softens  the  indurated  cicatricial  tissue  in  the  cervix, 
and  tends  to  neutralize  the  acidity  of  the  dischargers,  as  the  reac- 
tion of  the  negative  pole  is  alkaline. 

This  is  essentially  a  diseased  condition  resulting  from  degene- 
rative changes  which  are  progressive,  hence  the  liability  of  recur- 
rence and  the  necessity  of  keeping  such  cases  under  observation 
for  a  considerable  period  after  a  cure  seems  to  have  been  ef- 
fected. 

To  recapitulate. — In  acute  catarrhal  endometritis  electricity 
is  an  effective  remedy,  faradization  and  the  negative  pole  of  the 
galvanic  current  fulfilling  the  requirements  of  local  treatment. 

In  the  stage  of  infiltration  and  softening  of  the  uterine  body 
in  chronic  catarrhal  endometritis  and  metritis,  the  positive  pole 
of  the  galvanic  current  and  zinc  electrolysis  combined  with  fara- 
dization are  effective  and  satisfactory. 

In  the  stage  of  induration  the  negative  pole  of  the  galvanic 
current  is  indicated  if  electricity  is  employed,  but  dilatation  with 
the  steel  dilator  under  anesthesia,  curettage  of  the  cavity  and 
gauze  packing  to  secure  depletion  and  drainage,  with  subsequent 
irrigation  of  the  cavity  until  an  absolute  cure  is  effected,  is  more 
satisfactory. 
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Acute  septic  or  specific  endometritis  demands  gentle  dilata- 
tion and  thorough  irrigation  with  antiseptic  solutions. 

In  chronic  metritis  and  endometritis  resulting  from  septic  or 
specific  infection,  curettage,  gauze  drainage,  and  subsequently 
irrigation  to  complete  the  cure  is  the  most  effective  method  of 
treatment. 

Senile  endometritis  can  best  be  overcome  by  dilatation  and 
drainage  brought  about  by  means  of  the  negative  pole  of  the  gal- 
vanic current,  and,  when  necessary,  irrigation  of  the  cavity  with 
a  saturated  solution  of  boracic  acid  or  Thiersch's  solution,  but  the 
patient  must  be  kept  under  observation  to  avoid  recurrence. 

351  West  57th  street. 


THE  AFTER-TREATMENT  OF  FOUR  CASES   OF  SALPINGO- 
OOPHORECTOMY  BY  ELECTRICITY: 

A  TEXT   AND   A   COMMENTARY. 


E.  SANDERS,  M.D., 
New  York. 


During  the  past  few  years  it  has  been  my  misfortune  to  be 
called  upon  to  treat  thirty  cases  where  removal  of  the  ute- 
rine appendages  of  one  or  both  sides  had  failed  to  relieve  the 
patient  of  her  sufferings.  Tiie  word  "  misfortune"  is  here  used 
advisedly  and  after  due  deliberation,  for  it  is  scarcely  possible 
to  meet  with  more  aggravating,  tantalizing,  and  unsatisfactory 
cases  than  these  very  ones  of  post-operative  failure.  All  mea- 
sures and  remedies  seem  to  fail  in  the  majority  of  instances  to 
give  them  any  lasting  ease,  and  from  hospital  to  hospital,  dis- 
pensary to  dispensary,  and  physician  to  physician  they  go  beg- 
ging for  the  relief  which  would  gladly  be  granted  but  which  it 
is  extremely  ditiicnlt  and  not  infrequently  impossible  to  give. 
Experience  has  shown  to  me,  however,  that  in  a  certain  propor- 
tion of  these  cases  relief  is  obtainable  through  the  agency  of 
electricity  locally  applied,  while  a  few  may  be  even  perma- 
nently cured  by  this  agent,  although  some  will  go  absolutely 
unbenefited.  Where  actual  secondary  changes  exist  within  the 
pelvis,  following  the  operation — and  this  is  true  of  a  majority  of 
these  cases — relief  is  possible,  and,  if  these  changes  be  not  too 
profound  and  deep-seated,  a  cure  may  be  even   brought  about. 
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If  these  morbid  conditions  have  existed  before  the  removal  of 
the  offending  organs,  and  hence  are  old  standing,  firmlj  rooted, 
•and  such  as  the  knife  had  failed  to  reach— as,  for  instance, 
•extensive  changes  of  the  nerves  within  the  pelvis— but  little 
is  to  be  hoped  for. 

In  twelve  instances  where  local  lesions  were  detected  which 
.«eemed  to  be  dependent  upon  the  preceding  operation,  electri- 
city was  tried,  and,  as  index  of  what  may  be  accomplished 
thereby,  the  following  four  cases,  showing  various  forms  of  ope- 
rative sequelae,  are  presented  for  consideration  : 

Case  L— Annie  G.,  set.  24  years  ;  married  two  years,  and  the 
mother  of  one  child  born  in  the  eighth  month  some  eight  months 
previous  to  presenting  herself,  March  28th,  189l/  Began    to 
menstruate  at  the  age  of   14  years  and  was  always  regular  and 
free^  from  pain.     Was  operated  upon  a  short  period  after  her 
confinement— she  says  eight  days— both  ovaries  being  removed. 
Complained  at  that  time  of  pain  in  the  side.     Since  the  opera- 
tion there  has  been  no  menstruation.     At  times,  but  then  only 
to  a  moderate  degree,  has  had  pain  in  the  lower  abdomen.     She 
suffers  mostly,  however,  from  peculiar  nervous  symptoms  of  a 
particularly  persistent  and  distressing  type— viz.,  chills  followed 
by  great  warmth,  flushings,  intense  headaches  with  succeeding 
paleness— and  at  such   times   acts   as   if   insane.     Others   have 
noticed  her  condition  and  have  become  frightened  at  her  vio- 
lence.    Besides  the  foregoing  she  complained  greatly  of  painful 
defecation.     However,  her  principal  reason   for  presenting  her- 
self  was   the   entire   absence   of   menstruation,  hoping   for  its 
restoration.     Examination  showed  the  uterus  in  its  normal  posi- 
tion but  somewhat  atrophied.     Otherwise  nothing  could  be  de- 
tected, after  a  most  careful  investigation,  except  some  tenderness 
behind  the  uterus. 

Electrical  treatment  was  not  begun  until  September  26th,  six 
months  after  first  coming  to  me  and  fully  a  year  after  the  opera- 
tion, during  which  time  there  was  a  gradual  aggravation  of  her 
sufferings,  her  nervous  symptoms,  however,  continuing'almost 
unchanged  ;  the  painful  defecation  having  somewhatj^increased  ; 
while  standing,  walking,  and  working  about  had  become  ex- 
tremely painful,  going  upstairs  being  impossible  withoufcarefully 
steadying  her  abdominal  walls  with  her  hands,  although  various 
measures  had  been  tried  for  her  relief.  Considering  her  local 
symptoms  as  in  great  part  indicative  of  post-uterine  inflam- 


400  SANDERS  :    THE    AFTER-TREA  TMENT    OF   FOUR   CASES 

matorj  trouble,  and  mainly  with  tlie  idea  of  relieving  the  pains 
thus  caused,  the  use  of  galvanism  was  begun,  the  j3lus  pole  a 
clay  ball  within  the  vagina  at  the  vault  and  behind  the  cervix, 
the  dispersing  electrode  a  pad  over  the  abdomen,  the  scar  being 
protected  by  a  piece  of  oiled  silk  with  the  object  of  preventing 
undue  pain. 

This  plan  of  treatment  was  persisted  in  during  three  months,, 
and  from  the  very  first  improvement  was  noted.  The  strength 
of  current  employed  varied  between  forty-five  and  sixty-five 
milamperes,  given  for  from  five  to  seven  minutes.  One  of  the 
first  symptoms  to  disappear  was  the  painful  defecation,  and  after 
five  applications  had  been  given  it  was  noted  that  she  had  abso- 
lutely no  pain  at  any  time.  By  the  end  of  November  she  felt 
perfectly  well  and  treatment  was  therefore  stopped  ;  did  her 
own  work,  which  formerly  she  could  not  do  except  with  much 
suffering.  Examination  showed  nothing  abnormal,  firm  pres- 
sure failing  to  elicit  the  slightest  ]iain.  All  nervous  S}mptoms 
had  vanished,  her  general  condition  was  excellent,  and  she  had 
become  rosy  and  robust.  Six  months  later  she  reported  herself 
as  having  remained  well,  but  there  had  been  no  recurrence  of 
menstruation. 

Cask  II. — Rachel  x\.,  aged  24  years  ;  married  four  years;  never 
pregnant.  Presented  herself  December  6th,  1887,  about  one 
year  previous  to  which  time  she  had  been  operated  upon,  a 
cyst  of  the  broad  ligament  being  enucleated  from  the  riglit  side, 
while  the  ovary  and  tube  were  removed  from  the  left.  Stated 
that  she  was  ouly  slightly  and  temj)orarily  benefited  by  the  ope- 
ration, and  now  again  felt  as  bad  as  ever.  Complained  entirely 
of  pain  in  the  back  and  over  the  left  side.  Was  of  a  phlegnjatic 
disposition  and  presented  no  nervous  symptoms.  Menstruated 
just  as  regularly  as  formerly.     No  dyspareunia. 

On  the  left  side  through  the  abdominal  walls  a  sausage-shaped, 
somewhat  movable  mass  was  felt,  painful  on  pressure,  and 
situated  about  in  the  ovarian  region.  Per  vaginam  this  was 
shown  to  be  an  elongated,  very  sensitive  mass  firmly  attached  to 
the  left  side  of  the  uterus  and  of  about  the  size  of  two  fists. 

September  1 1th,  ISlMi,  or  three  years  after  being  first  seen,  or 
four  years  after  the  j)erf(trmance  of  the  operation,  electrical 
treatment  was  begun.  During  the  interval  various  measures  had 
been  tried,  but  in  vain,  for  her  sufferings  continued  uninterrupted, 
without  a  particle  of  relief.     11  cr  general  condition  had  become 
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bad,  emaciation  was  marked,  appetite  gone,  sleep  disturbed^ 
she  was  unable  even  to  do  her  housework  ;  in  fact,  her  state 
had  become  truly  deplorable,  rendering  life,  as  she  put  it,  not 
worth  the  living.  All  this  time  the  local  condition  had  also 
continued  unchanged,  nothing  seeming  to  produce  the  slightest 
impression  upon  the  exudation  mass  on  the  left  side  of  the  pelvis. 

During  three  months  she  received  in  all  sixteen  applications 
of  galvanism,  high  powers  being  used  from  the  very  first,  the 
patient  proving  an  unusually  good  subject.  The  positive  pole 
was  in  the  beginning  introduced  into  the  vagina  up  to  the  vault 
on  the  left  side,  later  to  be  replaced  by  the  negative  pole  when 
pain  in  great  part  had  been  overcome.  The  current  strength 
varied  between  one  hundred  and  twenty  and  one  hundred  and 
sixty  milamperes,  the  average  being  about  one  hundred  and  fifty 
milamperes.  After  the  fourth  application  it  was  noted  that  the 
mass  had  grown  softer  and  somewhat  less  in  bulk,  while  pain 
had  almost  entirely  vanished.  From  this  time  on  the  exudate 
steadily  diminished  and  by  the  2d  of  December  had  disappeared, 
leaving  only  some  thickening  in  the  broad  ligament  behind.  On 
December  16tli  it  was  noted  that  the  patient  felt  perfectly  well, 
both  as  regarded  her  local  and  general  condition.  There  was  ab- 
solutely no  sign  of  exudation  ;  uterus  perfectly  free  and  movable. 
Menstruation  recurred  regularly  and  was  free  of  pain,  something 
from  which  she  had  formerly  suffered  greatly.  Her  only  trou- 
ble was  a  hernial  protrnsion  through  the  abdominal  incision. 

Three  months  later — that  is,  in  March,  1891 — she  again  re- 
turned with  the  story  that  she  had  been  working  very  hard,  lift- 
ing, etc.,  and  that  following  this  during  two  weeks  there  had 
been  a  recurrence  of  the  pelvic  pain.  Examination  showed  a 
mass  of  exudation  material  on  the  left  side,  the  size  of  a  fist, 
exactly  under  the  region  of  pain  and  just  where  it  had  formerly 
been.  After  her  last  visit  felt  perfectly  well,  and  presuming^ 
upon  this  began  to  work  very  hard,  with  the  result  of  the  return 
of  her  old  trouble.  Electrical  treatment  was  again  resorted  to, 
a  lower  amperage,  however,  being  given  for  the  reason  that  the 
exudation  was  of  recent  origin,  the  average  current  strength 
varying  between  seventy-five  and  a  hundred  milamperes.  Pain 
rapidly  disappeared  and  by  the  end  of  a  month  all  signs  of  exu- 
dation had  vanished. 

Patient  has  been  seen  from  time  to  time  and  has  continued 
well.     Thus  in  November,  1891,  it  was  noted  that  she  had  re- 
26 
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mained  well  and  free  from  pain,  while  examination  showed  abso- 
lutely no  sign  of  anything  wrong  in  the  pelvis.  Seen  as  late  as 
June,  1892,  she  was  in  perfect  health,  examination  of  the  pelvis 
revealing  nothing  wrong. 

Case  III. — H.  M.,  ivt.  28  years,  married  nine  years,  has 
had  two  children,  the  last  five  years  ago.  Came  under  observa- 
tion September  22d,  1891.  Was  operated  upon  six  and  a  half 
years  before  presenting  herself — that  is,  in  March,  1885 — the  left 
ovary  and  tube  being  removed.  Felt  better  for  some  time  after 
the  operation,  but  has  recently  become  as  bad  as  ever.  Opera- 
tion, she  says,  was  for  the  removal  of  a  "  tumor  and  something 
else."  Menstruates  regularly  for  three  days  at  a  time,  the 
amount  lost  being  small.  There  is  great  pain  before,  during, 
and  after  the  flow.  Complains  especially  of  pelvic  pain,  con- 
stant over  the  left  ovarian  region,  intermittent  over  the  right. 
Sleeps  but  little  and  is  extremely  hysterical. 

The  uterus  was  found  normal  in  position,  size,  and  shape, 
while  the  cervix  was  eroded  and  gave  exit  to  a  free  mucous  dis- 
charge. A  very  painful  area  was  revealed  by  the  touch  along 
the  left  side  of  the  uterus,  while  on  the  right  side  there  was 
thickening  along  the  tube,  which  was  very  sensitive  to  pressure. 

This  patient  remained  under  treatment  pretty  steadily  for  over 
a  year,  receiving  frequent  applications  of  electricity  at  first,  but 
later  on,  as  improvement  became  more  pronounced  and  the 
freedom  from  pain  more  and  more  persistent,  at  longer  and  lon- 
ger intervals,  until  finally  by  the  middle  of  May,  1892,  all  treat- 
ment was  stopped,  her  condition,  although  not  then  one  of  abso- 
lute health,  being  satisfactory  to  the  patient,  esj)0('ially  when 
compared  with  her  previous  state  of  constant  suffering.  Fol- 
lowing the  first  few  applications  there  was  absolutely  no  relief, 
but  later  on,  although  the  improvement  was  slow  and  rather  in- 
termittent, still  it  offered  encouragement  and  induced  her  to  per- 
sist, and  ultimately  she  obtained  days  and  even  weeks  of  com- 
plete freedom  from  suffering.  She  never  became  entirely  free 
of  pain  for  a  very  long  interval,  but  it  never  recurred  again  in 
its  former  intensity,  and  she  had  remained  comparatively  well 
when  last  seen,  in  June,  1893.  At  one  time  she  interrupted 
treatment  ami  entered  one  of  our  city  hospitals  with  the  hope 
of  having  something  done  for  her  entire  and  permanent  relief, 
but  after  remaining  several  weeks  she  was  finally  discharged 
with  the  information  that  nothing  could  be  done  for  her. 
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As  a  rule  she  was  ijiven  jjal^anism,  the  clav  ball  in  the  vagina 
at  first ;  later  on,  with  the  idea  of  curing  the  coexisting  endo- 
metritis, the  platinum  sound  within  the  uterus,  the  positive  be- 
ing always  the  active  pole.  Rather  low  intensities  were  admin- 
istered in  the  beginning,  from  fifty  to  seventy-five  milamperes, 
but,  improvement  failing  to  follow,  the  current  strength  was 
gradually  increased  until  from  one  hundred  and  thirty  to  one 
hundred  and  fifty  milamperes  were  reached  at  each  sitting,  the 
result  being  decided  abatement  of  her  sufferings.  Faradism 
was  several  times  tried,  but  failed  to  do  any  good  ;  in  fact,  it 
rather  seemed  to  aggravate  her  symptoms.  On  December  13th, 
1892,  my  notes  state  that  she  had  felt  pretty  fair  since  the  pre- 
vious May  when  she  had  received  the  last  application  of  gal- 
vanism. Had  had  but  very  little  pain  in  the  interval.  Felt 
satisfied  with  her  condition,  as  she  was  ahle  to  attend  to  her 
work.  Some  pain  was  elicited  on  pressure  over  the  left  side, 
and  the  right  tube  was  still  thickened  and  sensitive.  Not  so 
hysterical  as  formerly. 

June  ITth,  1893,  she  again  reported.  In  the  meanwhile  had 
grown  very  stout  and  rosy,  but  still  had  left-sided  pain  at 
times,  though  nothing  compared  to  what  it  had  l)een  formerly. 

Case  IV.— First  seen  June  30th,  1891.  Annie  B.,  set.  34 
years,  married  thirteen  years,  the  mother  of  six  children,  and 
has  had  one  abortion  in  the  second  month.  Was  operated  upon 
November  29th,  1890,  and  again  April  17th,  1891,  the  tube  and 
ovary  from  one  side  being  the  first  time  removed,  and  when 
relief  failed  to  follow,  six  months  later,  the  remaining  tube  and 
ovary  were  also  extirpated.  She  was  told  that  on  the  first  occa- 
sion a  "  tumor  "  was  removed  and  on  the  second  an  "abscess." 
Felt  better  only  for  a  short  time  after  the  second  operation,  or 
rather  as  long  as  she  remained  quiet,  but  now  again  feels  as 
bad  as  ever.  Maintains  that  the  operations  did  her  no  per- 
manent good.  Menstruation  has  persisted  somewhat  irregu- 
larly, occurring  too  often,  and  at  times  of  late  is  accompanied 
by  considerable  pain  during  the  flow.  Has  some  abdominal 
pain,  but  suffers  mostly  from  pain  in  the  lumbar  and  sacral 
regions,  while  defecation  is  the  source  of  great  torture,  so 
much  so,  in  fact,  that  a  passage  is  dreaded  and  avoided  as 
much  as  possible.  In  addition  she  complains  considerably  of 
nervous  manifestations,  such  as  flushings,  flashes  of  heat,  ex- 
•citability,  irritability,  sleeplessness,  and  depression  of  spirits. 
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Examination  shows  the  uterus  to  be  left  lateroverted,  though 
movable.  The  organ  is  ratlier  large  and  firm,  while  the  cervix 
is  somewhat  deeply  lacerated  toward  its  left  side,  but  not  evert- 
ed, the  OS  giving  exit  to  a  copious  muco-purulent  discharge. 
On  the  right  side  of  the  pelvis  a  rather  soft,  flat,  movable  mass, 
sensitive  on  pressure  and  of  the  size  of  an  English  walnnt,  was 
detected.  This  body  presented  all  the  conditions  characteristic 
of  a  chronically  inflamed  ovary,  both  as  regards  position,  shape, 
size,  feel,  etc.,  and  had  I  not  been  informed  that  the  organ  liad 
been  previously  removed  would  have  so  considered  it.  The 
vagina  itself  was  red  and  angry-looking. 

This  case  has  remained  under  observation  up  to  the  present 
time,  and  so  far,  although  much  better  than  wlien  first  seen,  has 
failed  to  obtain  permanent  relief.  Her  sacral  pain,  though 
still  occasionally  returning,  does  so  only  at  very  long  intervals 
and  then  never  in  its  former  intensity.  Of  pain  in  the  abdomen 
she  has  none,  while  defecation,  save  only  when  she  suffers  from 
diarrhea,  is  absolutely  without  suffering  and  has  now  been  so 
for  fullj'  a  year  and  a  half.  Iler  nervous  symptoms  are  in  great 
part  gone,  her  general  condition  is  much  improved ,  and  she  i& 
able  to  work  about  without  the  usual  penalty  of  pain.  Menstru- 
ation has  become  less  and  less  frequent,  and  now  only  occurs  at 
intervals  of  about  four  months,  and  then  the  flow  is  rather 
scanty.  As  soon  as  she  feels  her  old  pain  returning  she  imme- 
diately presents  herself  for  an  application  of  galvanism,  which  is 
sure  to  give  her  relief  for  three  or  four  months.  The  mass 
which  at  first  was  found  on  the  right  side  of  the  pelvis  about  in 
the  ovarian  region  soon  disap])eared  from  this  location,  and  later 
on  was  found  deep  down  in  Douglas'  sac,  resting  upon  the  rec- 
tum, where  it  has  remained  up  to  the  present  time.  At  first 
movable  and  of  the  size  of  a  walnut,  it  has  now  become  firmly 
fixed  and  adherent,  has  steadily  enlarged,  and  is  now  rounded, 
smooth,  elastic,  sensitive,  and  of  about  the  size  and  shape  of  a 
mandarin  orange.  A  third  operation  has  been  suggested,  both 
by  the  original  operator  and  the  writer,  for  the  removal  of  this 
mass,  but  this  the  patient  declines  absolutely  to  accede  to,  stat- 
ing that  she  much  prefers  death  to  further  mutilation  with  its 
uncertainties  of  relief  as  shown  by  her  previous  experience. 

The  plan  of  treatment  pursued  consisted  in  the  a[)plication  of 
galvanism,  one  pole  within  the  vagina  at  the  vault  on  the  right 
side,  the   plus   pole  in   the  beginning,  later  the  negative;  the 
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indifferent  electrode  being  at  first  placed  anteriorly  over  the 
lower  abdomen,  and  later  on,  when  the  mass  had  descended 
into  Douglas'  pouch,  over  the  sacrum,  the  object  aimed  at  being 
the  passing  of  the  current  directly  through  the  offending  body. 
In  the  beginning  rather  low  current  strengths  were  resorted 
to,  but,  although  there  was  some  relief,  the  results  not  being 
deemed  sufficiently  satisfactory,  a  gradual  increase  was  consid- 
ered necessary,  so  that  in  time  as  much  as  one  hundred  and  fifty, 
one  hundred  and  seventy-five,  and  even  two  hundred  milam- 
peres  were  given  at  a  sitting,  with  the  desired  result.  Faradism 
was  on  a  number  of  occasions  resorted  to,  but  did  no  good. 
Cataphoresis  also  was  tried,  first  with  cocaine,  then  with  a  ten 
per  cent  watery  solution  of  ichthyol.  The  former,  although  sat- 
isfactory as  far  as  the  relief  of  pain  was  concerned,  caused  cer- 
tain unpleasant  symptoms  which  forbade  its  further  use;  while 
the  latter  was  equally  satisfactory  in  respect  to  the  pain  and  had 
the  advantage  that  it  induced  no  subsequent  ill  effects.  All  in 
all  the  patient  has  received  eighty-eight  applications  of  elec- 
tricity, has  remained  almost  three  years  under  observation,  yet 
still  presents  a  large,  sensitive  mass  behind  the  uterus  which 
shows  no  signs  of  improvement,  while  contrarily  she  is  in  much 
better  general  condition,  is  able  to  do  her  own  work,  suffers  pain 
only  at  long  intervals,  which  can  be  quickly  dissipated  by  a 
single  application  of  galvanism,  while  movement  of  the  bowels  is 
no  longer  attended  with  suffering.  True,  she  is  not  cured  by 
any  means,  but  electricity  has  been  the  source  of  much  greater 
and  more  enduring  relief  than  two  surgical  operations,  and  this 
independent  of  any  risk  to  life. 

(To  be  coutinued.) 


A  NEW  LARYNGEAL  TUBE  EXTRACTOR." 


W.  W.  WETHERLA,  M.D., 
Chicago,  111. 


(With  two  illustrations.) 


Every  physician  who  has  performed  intubation  of  the  larynx 
has  no  doubt  experienced  more  difficulties  in  the  removal  than 

'  Read  by  invitation  before  the  Chicago  Gynecological  Society  June  21st, 
1895. 
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in  the  introduction  of  the  tube,  owing  to  the  tube  being  so  mucb 
smaller  than  tlie  larynx.  Having  realized  that  the  profession  is 
in  need  of  a  new  instrument  to  facilitate  the  extraction  of  tube& 
after  intubation  of  the  larynx,  1  have  succeeded  in  devising  an 
electro-magnetic  extractor  which  I  think  fulfils  all  requirements. 
For  many  years  ophthalmic  surgeons  have  used  both  per- 
manent magnets  and  electro-magnets  for  extracting  chips  of  iron 
from  the  eyeball,  and  various  forms  of  magnets  have  been  de- 
vised for  this  purpose.  The  instrument  needed  for  this  special 
purpose  is  an  electro-magnet  which  can  be  fitted  with  polar  ap- 
pliances of  various  elongated  forms  which  can  be  introduced  into 
the  wound  in  the  eyeball  to  a  sufficient  distance  to  enable  the 
particle  of  iron  to  be  attracted  and  withdrawn. 

The  first  person,  to  m}^  knowledge,  to  apply  the  electro-mag- 
net to  remove  the  laryngeal  tubes  was  Dr.  John  Bartlett,  of 
Chicago.  He  constructed,  about  three  years  ago,  an  electro- 
magnet with  a  long,  curved  polar  extension  piece  extending- 
from  the  body  of  the  magnet  sufliciently  far  to  reacli  the  tube  in 
the  larynx,  which  is  about  five  or  six  inches.  His  was  made 
similar  to  the  ordinary  electro-magnet  used  to  remove  pieces  of 
iron  from  the  eyeball.  Only  the  head  of  his  tubes  were  of  iron, 
the  remaining  body  was  of  brass.  The  doctor  informs  me  that 
his  instrument,  when  excited  by  ten  or  twelve  cautery  cells,  had 
a  lifting  power  of  a  half-pound,  which  he  did  not  consider 
powerful  enough ;  therefore  he  discarded  the  magnet  as  a 
failure. 

If  Dr.  Bartlett  had  discarded  the  long  pole  piece  and  had 
wound  his  wire  to  the  end  of  the  curved  extractor,  his  instru- 
ment would  have  been  a  success.  He  failed  to  comprehend  the 
physics  of  the  magnet.  His  failure  was  due  to  the  fact  that  the 
adding  of  a  piece  of  iron  to  the  front  or  working  end  of  a  mag- 
net greatly  diminit^hes  the  pull,  while,  on  the  other  hand,  ])ut- 
ting  the  same  mass  of  iron  at  the  far  end  greatly  increases  the 
pull  at  the  front  end,  or  the  end  with  which  you  work.  The 
front  end  exerts  a  bigger  pull  when  there  is  a  mass  of  iron 
attached  to  the  oth^r  end.  The  reason  for  this  is  that  the  whole 
iron  core,  including  its  front  end,  becomes  more  highly  mag- 
netized, because  there  is  now  a  better  way  for  the  magnetic 
lines  to  emerge  at  the  other  end  and  come  around  to  the  front 
end.  The  iron  is  a  better  conductor  for  the  mairnetic  lines  than 
the  air.     The  mass  of  iron  diminishes  the  mairnetic  reluctance  of 
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the  air  part  of  the  circuit,  and  the  flow  of  magnetic  lines  in  the 
whole  magnetic  circuit  is  thereby  improved.  The  softer  and 
purer  the  iron  composing  the  core  the  more  numerous  will  be 
the  magnetic  lines  passing  through  it.  When  we  attach  a  long 
pole  piece  to  the  front  or  working  end  of  an  electro-magnet,  as 
was  done  in  Dr.  Bartlett's  instrument,  the  magnetic  lines  will 
stream  backward  from  its  edges  and  few  will  be  left  in  front  to 
act  upon  the  piece  of  iron  to  be  lifted.  Putting  on  a  pole  piece 
to  the  front  end  of  a  magnet  diminishes  both  the  pull  in  contact 
and  the  attraction  at  a  distance  ;  it  simply  promotes  leakage  and 
dissipates  magnetic  lines. 

The  horseshoe  is  the  best  form  of  electro-magnet  for  lifting 
purposes,    therefore  the  nearer  we  approach  this  form  in  the 
construction  of  a  magnet  the  greater  will  be  the  pull,  because 
everything  that  helps  the  magnetism  to  get  from  one  end  to  the 
other  increases  the  strength  of  the  magnetic  circuit.     A  typical 
two-pole  or  horseshoe  electro-magnet  cannot  be  constructed  to 
be  introduced  into  the  larynx.     I  have  constructed  and  experi- 
mented with  an  iron -clad  or  jacketed  electro-magnet,  but  with 
negative  results.     This  form  differs  from  the  simple  bar  magnet 
in  having  an  iron  shell  or  casing  external  to  the  coil  and  attached 
to  the  core  at  the  far  end.    The  shell  or  jacket  provides  a  return 
path  for  the  magnetic  lines,  which  flow  in  one  direction  through 
the  core  and  find  an  easy  path  back  along  the  outside  of  the  coll. 
Such  iron-clad  magnets  produce  less  action  at  a  distance  across 
air  than  do  the  ordinary  forms,  but  they  give  a  greater  pull  in 
contact,  because,  as  we  have  seen  above,  everything  that  helps 
the  magnetism  to  get  around  to  the  other   end   increases  the 
strength  of  the  magnetic  circuit.     It  is  claimed  by  good  au- 
thorities that  jacketing  an  electro-magnet  increases  its  pull  six- 
teenfold.     This  applies  only  to  straight  magnets,  for  jacketing 
an  electro-magnet  which  already  has  a  return  path,  like  a  horse- 
shoe magnet,  is  an  absurdity.     On  account  of  the  difficulties  of 
jacketing  a  curved  electro-magnet  such  as  we  are  in  need  of  for 
our  purpose,  I  have  not  yet  been  able  to  give  it  a  fair  test,  but 
am  still  experimenting  in  this  line. 

The  instrument  which  I  exhibit  is  given  the  form  of  half  a 
horseshoe,  and  therefore  is  stronger  than  a  bar  magnet.  On 
account  of  its  curved  form  the  magnetic  lines  that  flow  through 
the  iron  core  do  not  encounter  such  a  large  air  space  as  they 
would  were  the  instrument  a  straight  bar  magnet.     The  dis- 
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tance  from  one  pole  to  the  other  is  shorter.  It  has  practically 
no  polar  extension  piece  ;  the  armature  or  tube  to  be  lifted 
comes  in  immediate  contact  with  the  working:  end  of  the  core 
of  the  magnet,  and  thus  fulfils  all  the  requirements  for  a  perfect 
lifting  instrument.  The  working  end  of  the  magnet,  together 
with  the  covering  of  wire,  is  intended  to  be  inserted  into  the 
larynx  of  the  patient,  and  no  force  is  lost.  The  greater  mass 
of  iron  is  at  the  far  end  to  which  the  handle  is  attached.  It 
is  ten  centimetres  long  and  has  the  same  curve  as  the  O'Dwyer 
extractor,  the  working  end  being  three  and  a  half  centimetres  in 
diameter  and  the  far  end  four  and  a  half  centimetres  in  diame- 
ter. A  metallic  liandle  screws  into  the  large  end  of  the  core. 
The  length  of  the  whole  instrument  is  that  of  an  ordinary  ex- 
tractor.    The  tubes  are  of  the   O'Dwyer  or  Waxham  pattern, 
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Fig.  1.    Laryngeal  tube  extractor. 

and  made  entirely  of  soft  pure  iron  instead  of  brass  or  German 
silver  as  are  those  at  present  in  use.  They  are  heavily  nickel- 
plated,  which  in  my  opinion  answers  as  well  as  gold-plating  and 
is  much  cheaper.  The  iron-headed  tube  of  Dr.  Bartlett  was 
retained  in  the  larynx  for  a  number  of  days  without  rusting,  and 
one  of  my  iron  tubes  remained  four  days  in  the  larynx  of  a 
child,  free  from  rust.  If  one  wishes  to  use  iron-headed  tubes 
with  brass  body.  I  see  no  reason  why  they  should  not  be  just  as 
readily  lifted  out  with  the  magnet,  since  most  of  the  magnetic 
lines  will  pass  througli  that  part  of  the  armature,  or,  as  in  our 
case,  the  head  of  the  tube,  which  is  in  contact  with  the  working 
end  of  magnet. 

The  lifting  power  of  the  instrument,  when  excited  by  a 
storage  battery  of  six  volts  and  applied  to  the  head  of  the  small- 
est-size iron  tube,  is  two  pounds,  and  when  applied  to  the 
largest-size  children's  tube  is  five   poujids.     Such  force  as  this 
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will  seldom  be  needed  in  the  removal  of  tubes  from  the  larynx. 
Any  plunge  or  cautery  battery  of  six  volts  will  answer  instead 
of  a  storage  battery.  The  first  instrument  constructed  has  a 
current  breaker  attached  to  the  handle,  which  I  have  learned  by 
trial  on  the  living  subject  is  not  the  best  construction,  since  the 
operator,  who  is  often  excited  at  the  moment,  is  liable  to  move 
the  breaker  and  cut  off  the  current,  thereby  allowing  tlie  tube 
to  lose  its  hold  from  the  extractor  and  fall  back  into  the  esoph- 
agus of  the  patient.  This  accident  has  already  happened  to 
me.  Therefore  I  would  advise  that  the  current-breaker  or 
contact-spring  be  eliminated  from  the  instrument.  An  assist- 
ant should  turn  on  the  current  by  inserting  a  cord  tip  into  the 
binding  post  of  the  battery  while  you  are  introducing  the  instru- 
ment into  the  patient's  mouth ;  when  (provided  your  battery  is 
well  charged)  you  bring  the  small  end  of  the  magnet  into  con- 
tact with  the  tube  in  the  larynx  you  are  sure  to  bring  out  the 


Fig.  3.— Sectional  drawing. 


tube,  which  will  follow  the  instrument  at  any  angle  through  the 
mouth.  With  this  instrument  the  tube  cannot  become  detached 
while  following  the  curves  of  the  mouth,  as  has  frequently  hap- 
pened with  the  old  form  of  extractor. 

No  extraordinary  skill  is  required  to  use  the  magnet.  The 
instrument  and  the  battery  may  be  left  at  the  patient's  house, 
and  the  nurse  be  instructed  how  to  insert  the  magnet  into  the 
larynx  should  indications  point  to  the  urgent  removal  of  the 
.tube  before  the  physician  can  arrive. 

Dr.  Ochsner  has  ^visely  suggested  that  the  gag  in  the  patient's 
mouth  should  not  be  made  of  iron,  but  of  some  non-magnetic 
material,  such  as  rubber  or  brass.  Dr.  O'Neil,  of  the  St.  Joseph's 
Hospital,  has  devised  a  very  good  gag  for  this  purpose.  I  use 
Dr.  Henrotin's  gag  made  of  brass.  An  iron  gag  may  be  used, 
provided  care  be  taken  not  to  bring  the  magnet  in  contact  with 
the  iron  gas  while  the  current  is  on  and  the  instrument  is  in 
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the  patient's  mouth,  otherwise  the  magnet  will  adhere  firmly  ta 
the  gag  and  fail  to  exert  any  pull  on  the  tube  in  the  larynx. 

A  complete  set  of  instruments  such  as  I  exhibit  here,  consist- 
ing of  five  nickel-plated  iron  tubes,  one  introducer,  one  electro- 
magnetic extractor,  one  mouth  gag,  one  six-volt  storage  battery 
with  conducting  cords  and  a  metal  case,  can  be  furnished  for 
$60.  This  case  which  I  exhibit  is  imported  from  Germany  and 
is  of  far  better  workmanship  than  you  generally  find  in  this 
country.  It  is  made  of  an  alloy  of  nickel  and  copper  called 
nickeline.  A  cheaper  case  can  be  made,  making  the  set  cost 
only  $50. 

I  was  rendered  valuable  assistance  in  devising  and  perfecting 
this  instrument  by  Messrs.  Frank  &  KratzMueller,  and  Ottomar 
Carliczek,  56  Dearborn  street,  who  keep  them  for  sale. 

315  North  avenue. 
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ANTISEPTIC  OBSTETRICS. 


To  THE  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Dear  Sir: — For  a  number  of  years  an  interested  and  profited 
reader  of  your  pages,  let  me  ask  a  small  space  in  answer  to  state- 
ments in  the  July  number. 

Just  why  an  experience  of  forty  years  or  more  as  a  country 
practitioner,  or  a  refusal  to  observe  some  of  the  modern  routine 
of  scrubbing,  syringing,  and  disinfecting  the  parturient  j)atient 
— indeed,  many  of  them  would  not  tolerate  this  reflection  on 
their  cleanliness — should  relegate  us  to  the  class  of  ilangurous 
practitioners  is  more  than  I  can  understand  ;  the  classification 
is  arbitrary  and  (jn  bad  lines.  AVithout  regard  to  age,  exj)e- 
rience,  or  location,  there  is  an  unlimited  variety  of  medical  men. 

We  have  the  thoughtful,  toiling  veteran,  whose  years  of  pa- 
tient and  often  painful  groping  in  the  shadow  of  the  great  un- 
certainties that  so  abound  in  our  profession  have  made  him  tole- 
rant of  the  opinions  of  others,  and  charitable  by  visions  of 
exploded  theories.  He  gives  clear  but  modest  expression  to  hi& 
beliefs.  Again,  there  is  the  self-confident  man  of  narrow  out- 
look, oracular  in  style,  ex  oatfiedra  in  positiveness,  and  charac- 
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terized  by  that  assurance  which  Yictor  Hugo  says  would  Lave 
sent  little  Gavroche  with  a  hop-ski p-and-jump  up  the  steps  of 
the  great  white  throne.  The  more  numerous  class  are  the 
general  practitioners,  endless  in  variety  and  grade  of  usefulness, 
among  them  keen  critics  of  theories  and  teachings,  armed  with 
interrogation  points  and  asking  for  proofs,  discriminating  be- 
tween physiological  processes  and  pathological  conditions,  fa- 
miliar with  natural  phenomena  and  respecting  Nature's  ability. 

I  know  it  is  heterodox  to  ignore  any  modern  fad,  but  of  the 
heterodox  there  are  not  a  few.  Rejoicing  in  medical  progress, 
they  fail  to  recognize  progress  in  many  of  the  present  hard- 
strained  theories,  and  exercise  the  privilege  of  free  thought, 
'^nullius  addictus  jurare  in  verba  magistri^^  realizing  that 
"the  first  and  last  word  in  life's  lesson  is  douUr 

I  have  the  pleasure  of  being  intimately  acquainted  with  a 
number  of  this  so-called  dangerous  class  (for  forty  years  country 
doctors) ;  indeed,  am  of  that  complexion  myself.     I  know  their 
records  in  this  line,  and  if  one-half  of  one  per  cent  may  be  con- 
sidered an  "  unavoidable  death  rate "  in  obstetrical  practice,  I 
will  state  that  one-half  of  that  fatality  would  by  them  be  con- 
sidered discreditable.     Yesterday  I  talked  with  a  veteran   of 
forty-eight  years'  extensive  practice,  strictly  country,  with  a  rec- 
ord of  not  less  than  fifteen  hundred  cases  and  only  one  death, 
and    that   from    placenta    previa  {strictly   non-microbic   in   its 
origin).     I  know  of  what  1  write,  and  the  death  rate  among  the 
veteran  practitioners  of  this  section  will  not  average  one  in 
five  hundred,  and  most  certainly  should  it  reach  one-half  of 
one  per  cent  in   the  absence  of  some  extraordinary  eiDidemic 
we  would  begin  to  question  our  methods.     We  know  the  value 
of   soap  and  water,  we  appreciate  clean  bedding  but  cannot 
always  obtain  it,  we  have  not  always  that  efficient  nursing  nor 
helpful  control  of  our  patients  and  their  surroundings  that  is  so 
greatly  in  aid  of  maternity  practice,  but  we  do  not  disregard  the 
old  list  of  etiological  factors  in  relation  to  puerperal  fever,  nor 
have  we  entirely  changed  our  theory  of  their  prevention  and 
treatment ;  briefly,  we  endeavor  to  be  always  aseptic,  ignoring 
antisepsis  in  the  absence    of   septic  agents.     Call  us  fogies,  if 
you  please,  but  let  results  disprove  our  dangerous  character,  at 
least  in  the  field  of  practical  obstetrics. 


Franklin,  Ohio. 


O.  Evans,  M.D. 
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Stated  Meeting,  June  21 5^,  1895. 
The  President,  Franklin  H.  Martin,  M.D.,  in  the  Chair. 
Dr.  W.  W.  Wetherla  exhibited 

a  new  laryngeal  tube  extractor.' 
exhibition  of  patient. 

Dr.  a.  J.  OcHSNER  (present  by  invitation). — Tliis  patient  is 
interesting  because  she  is  very  small  and  wonld  consequently 
ofier  great  difficulties  in  the  removal  of  an  intubation  tube  with 
an  ordinary  extractor,  and  because  I  removed  an  intubation  tube 
with  the  magnetic  extractor. 

She  is  16  months  old.  Intubation  was  performed  for  re- 
lief of  an  obstruction  caused  by  the  inspiration  of  a  raisin  four 
weeks  before  she  came  under  my  care.  Tracheotomy  had  been 
performed  at  the  time  of  the  accident,  but  the  child  was  still 
unable  to  breathe  without  the  use  of  a  canula,  hence  the  substi- 
tution of  an  intubation  for  a  tracheotomy  tube. 

The  smallest  tube  of  the  usual  set  was  first  inserted,  but  this 
did  not  reach  beyond  the  obstruction.  Dr.  Wetherla's  magnet 
was  applied  in  the  manner  described  i)y  him  and  the  tube  was 
withdrawn  with  perfect  ease  and  without  causing  pain. 

A  larger  tube  was  now  inserted  and  the  child  breathed  well 
until  four  days  later,  when  she  suddenly  became  asphyxiated 
from  accumulation  of  mucus  in  the  tui)e. 

The  magnet  was  again  used,  the  mouth  being  held  open  l)y  a 
steel  gag. 

In  trying  to  withdraw  the  magnet  I  found  that  the  traction 
was  upon  the  gag,  which  it  had  accidentally  touched,  instead  of 
being  upon  the  tube.  Not  having  anticipated  this  condition, 
the  accident  was  at  first  quite  puzzling. 

The  current  was  interrupted  and  the  magnet  applied  more 
carefully,  and  now  the  tube  was  removed  without  ditticulty  and 
without  in  any  way  injuring  the  tissues. 

The  extractor  is  blunt,  as  you  see,  and  it  is  practically  im- 
possible to  injure  the  larynx  with  it. 

Its  form  is  very  convenient,  so  that  the  end  of  the  tube  can 
be  touched  with  it  just  as  easily  as  with  the  finger. 

The  whole  performance  is  so  simple  that  I  am  certain  a  novice 

'  See  original  article,  p.  405. 
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or  a  layman  could  remove  the  tube  mueli  more  easily  with  this 
instrument  than  an  expert  with  the  ordinary  extractor. 

Dk.  John  Bartlett. — I  have  just  one  thing  to  suggest  in 
reference  to  this  magnetic  extractor.  When  we  thought  of  ex- 
tracting a  tube  in  this  way,  the  presumption  was  that  there 
would  be  great  difficulty  unless  the  facet  of  the  extractor  wa& 
placed  parallel  with  the  surface  of  the  head  of  the  tube  and  got 
in  that  way  a  good  hold  upon  it.  It  seemed  necessary  that  this 
exact  relation  of  the  tube  and  the  surface  of  the  extractor  should 
be  maintained,  but  fortunately  in  practice  no  such  necessity 
is  found  to  exist.  At  whatever  angle  you  hold  the  extractor 
relatively  to  the  tube,  and  whether  the  point  of  contact  be  great 
or  small,  the  magnetic  hold  of  the  instrument  upon  the  tul3ular 
armature  appears  to  be  the  same,  so  that  the  promise  is  that 
even  the  uninitiated,  with  some  instruction,  may  be  able  to  use 
the  instrument  with  success. 

Dr.  Henky  T.  Byford. — I  exhibit  these  specimens  to  illus- 
trate methods  of  operating: 

I.  suppdrating  ovarian  cystoma. 

The  tumor  was  larger  than  a  child's  head,  thin-walled,  and 
contained  a  pint  and  a  half  of  pus.  What  I  want  to  illustrate 
by  it  is  the  method  of  vaginal  drainage  which  was  employed. 
After  this  tumor  was  enucleated  there  remained  a  cyst  about  the 
size  of  a  hen's  egg,  which  I  could  not  completely  enucleate.  The 
intestines  were  adherent  over  it,  as  they  are  in  nearly  all  cases 
of  large  suppurating  cystomata,  and  the  tumor  filled,  and  was 
firmly  adherent  to,  the  pelvic  walls.  After  I  had  gotten  it  out 
I  found  I  would  have  to  pack  the  pelvis  with  gauze  in  order  to 
check  hemorrhage  and  prevent  infection  of  the  general  peri- 
toneal cavity,  I  therefore  punched  a  hole  into  the  vagina  through 
the  cul-de-sac  of  Douglas  and  packed  the  cul-de-sac  thoroughly 
with  iodoform  gauze.  Before  packing  I  attached  a  ligature  to 
the  upper  part  of  the  lacerated  broad  ligament  and  pulled  the 
ligature  down  and  out  through  the  vagina  and  thus  diminished 
the  amount  of  raw  surface,  I  closed  the  abdominal  incision 
completely.  Soon  after  the  operation  the  temperature  went  up 
to  102  and  a  fraction,  which  was  to  be  expected  after  an  opera- 
tion of  this  severity,  but  the  temperature  reaction  quickly  sub- 
sided and  the  temperature  became  normal.  The  case  illustrates 
beautifully  the  advantage  of  vaginal  drainage  in  cases  of  abdom- 
inal section. 

II.  double  pyosalpinx. 

I  show  these  specimens  because  I  removed  them  through  the 
vagina  and  without  removing  the  uterus,  I  was  told  by  one  of 
the  most  eminent  operators  in  London,  when  I  commenced  to 
operate  in  this  way,  that  I  would  run  my  head  against  a  stone 
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wall  if  I  did  not  stop  it.  I  have  frequently  removed  pus  sacs 
"through  the  vagina  without  removing  tlie  uterus,  and  have  not 
yet  lost  any  cases  except  one  in  which  I  at  the  same  time  re- 
moved the  uterus,  and  which  I  am  satisfied  would  have  been 
successful  had  I  let  the  uterus  alone.  This  pus  sac  was  quite 
large  and  firmly  adherent.  The  patient  lias  had  practically  no 
reaction  whatever. 

III.    FIBROID   TUMOR. 

This  is  a  fibroid  tumor  that  1  removed  through  the  vagina.  I 
^brought  it  merely  to  show  how  large  masses  can  be  easily  re- 
moved through  the  vagina  without  trouble.  1  removed  it  by 
morcellement,  but  did  not  do  it  as  the  French  do  in  this  respect ; 
I  did  not  use  forceps,  but  used  only  ligatures.  It  took  a  little 
while  to  get  it  dawn,  as  the  broad  ligament  was  somewhat  rigid, 
but  by  tying  a  portion  at  a  time  it  came  down,  and  by  cutting 
the  uterus  in  pieces  I  succeeded  in  getting  it  out.  1  then  pulled 
.the  ligatures  down  and  attached  the  peritoneum  to  the  vagina. 
There  has  been  no  oozing  since  to  speak  of,  hardly  enough  to 
moisten  the  gauze  in  the  vagina  ;  there  was  a  vei'v  small  peri- 
toneal opening  which  I  left  purposely  to  drain  the  peritoneal 
cavity.  When  forceps  are  used  such  adjustment  can  seldom  be 
made.  This  tumor  also  illustrates  a  point  bearing  upon  the 
necessity  of  removing  fibroids.  The  patient  was  48  years  old. 
We  have  often  been  told  that  it  is  not  necessary  to  remove  a 
fibroid  from  a  woman  that  old.  She  has  been  sick  four  years. 
Menstruation  has  been  regular.  Tiiere  has  been  no  dysmenor- 
rhea, amenorrhea,  or  metrorrhagia,  but  of  late  the  fiow  has  lasted 
six  days,  increasing  in  amount.  The  last  two  years  the  uterine 
cavity  has  grown  an  inch  in  depth.  For  over  a  year  she  has 
taken  half  a  drachm  of  the  fiuid  extract  of  ergot  three  times  a 
day.  As  the  tumor  was  growing  the  woman  wanted  to  have  it 
taken  out  before  it  got  so  large  as  to  render  it  necessary  to  make 
an  abdominal  incision. 

Dr.  T.  J.  Watkixs. — I  want  to  com.mend  the  method  of 
drainage  which  Dr.  Byford  employed.  The  difference  in  re- 
covery of  the  patient  after  vaginal  operation  and  laparatomy  is 
very  marked,  in  that  recovery  is  much  smoother  after  vaginal 
than  abdominal  section,  and  the  principal  reason  of  this,  it  seems 
to  me,  is  that  better  drainage  is  secured  by  vaginal  than  by 
abdominal  section.  ACuch  has  been  said  about  the  efficiency  of 
capillary  drainage  ;  however,  it  is  practically  impossible  to  get 
as  good  drainage  through  the  abdomen  as  through  the  vagina. 
Undoui)tedly  the  incision  made  in  celiotomy  does  not  account 
for  the  symptoms  being  severer  after  abdominal  than  after  va- 
ginal section.  The  manipulation  of  the  intestines  incidental  to 
the  alxlominal  operati(jn  may.  however,  account  in  i)art  for  the 
severer  symptoms.  Of  late  I  have  used  va»^iiuil  drainage  after 
doing  laparatomy  in  preference  to  abdominal  drainage.     In  two 
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or  three  instances  I  have  opened  into  Douglas'  pouch  through 
the  vagina,  completed  the  operation  through  an  abdominal  in- 
cision, and  then  used  the  vaginal  opening  as  a  means  of  drain- 
age. In  one  case,  after  removing  a  fibroid  uterus  complicated 
by  diseased  appendages,  I  incised  from  the  vaginal  side  into 
Douglas'  pouch  and  thus  secured  vaginal  drainage.  I  am 
nearly  convinced  that  abdominal  drainage  should  never  be  em- 
ployed when  drainage  through  the  vagina  can  be  easily  secured. 

Dr.  J.  D.  Emmet  (present  by  invitation). — I  am  much  in- 
terested in  this  subject,  though  noiy  own  experience  in  the  vaginal 
route  of  operation  is  very  limited— practically  nil.  The  subject 
is  certainly  one  which  has  interested  the  profession  a  great  deal. 
At  the  recent  meeting  of  the  American  Gynecological  Society 
it  was  the  most  interesting  subject  discussed,  especially  as  brought 
out  by  Dr.  Henrotin's  paper.  I  do  not  think,  however,  that 
enough  has  been  said  about  the  extreme  difficulty  of  doing  the 
operation  and  of  working  through  the  cul-de  sac  in  certain  cases. 
I  have  one  case  of  my  own  in  mind,  of  a  large  fibroid  which  tilled 
the  abdomen  pretty  well  and  also  sank  deep  in  the  pelvis.  I 
thought  that,  previous  to  taking  it  out  by  laparatomy,  it  would 
probably  be  easier  to  tie  the  uterine  arteries  from  below.  The 
woman  was  very  stout,  had  a  deep,  narrow  vagina,  and  in  mak- 
ing my  incision  behind  the  cervix,  and  before  I  entered  the  cul- 
de-sac,  I  unfortunately  cut  the  circular  artery.  It  took  ten  or 
fifteen  minutes  to  find  and  secure  the  ends  of  the  vessel  in  the 
connective  tissue.  It  took  up  so  much  time  that  I  finally  aban- 
doned my  purpose  of  tying  the  arteries  from  below  and  pro- 
ceeded to  open  above.  I  think  this  is  an  important  thing  to 
remember.  Almost  all  the  men  who  spoke  on  the  subject  at  the 
meeting  in  Baltimore  spoke  enthusiastically,  but  they  did  not 
tell  us  of  the  extreme  difliculty  of  operating  in  certain  cases. 

Dr.  H.  p.  Kewman.— I  think  Dr.  Byford  has  devised  a  meth- 
od of  packing  after  vaginal  hysterectomy  which  the  Society 
would  be  glad  to  know  more  about,  as  it  is  somewhat  different 
from  that  used  by  others. 

Dr.  H.  T.  Byford.— All  I  do  that  is  peculiar  is  that  I  do  not 
pack  very  much;  I  simply  pack  to  the  peritoneal  edges.  If 
there  have  been  adhesions  I  pack  in  the  cul-de-sac,  but  never  up 
among  the  intestines.  All  I  want  is  to  drain  the  bottom  of  the 
peritoneal  cavity.  If  you  have  hemorrhage  you  have  got  to 
pack  to  the  place  of  hemorrhage,  which  is  always  on  the  side  or 
helow.  If  you  have  forceps  pack  up  along  the  forceps,  but  do 
not  allow  the  packing  to  project  above  or  beyond. 

In  regard  to  iodoform  gauze,  I  do  not  myself  think  it  is  a  good 
n  \"*     "^-^^^  efficiency  is  in  having  enough "^gauze  to  absorb  about 
all  the  fluid  which  exudes  ;  the  pressure  of  the  gauze  will  pre- 
vent much  of  it,  and  the  gauze  should  absorb  the  rest. 

Dr.  J.  D.  Emmet. — I  am  very  much  interested  in  what  Dr. 
Byford  has  just  told  us  in  regard  to  drainage  by  gauze.     I  have 
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noticed  that  after  curetting,  where  the  uterus  has  been  packed 
tightly  with  gauze,  which  a  number  of  men  have  recommended 
as  being  very  important — in  fact,  necessary — the  organ  does  not 
drain  at  all,  but  if  the  gauze  is  put  in  lightly  it  will  drain.  We 
have  all  probably  noticed  that  in  a  uterus  packed  tightly,  when 
we  have  taken  out  some  of  the  gauze,  then  drainage  begins  and 
a  lot  of  fluid  which  has  been  dammed  np  will  come  out. 

Dr.  Frank  A.  Stahl. — I  would  ask  if  any  of  the  gentlemen 
have  tried  iodoformed  absorbent  cotton  as  a  drain.  Several 
years  ago,  in  performing  tracheotomies  and  celiotomies  for  ap- 
pendicitis and  for  drainage  of  pelvic  and  mammary  abscesses,  I 
formerly  used  iodoformed  gauze,  but  some  of  the  objections  that 
Dr.  Byford  has  called  attention  to  presented.  1  then  tried 
iodoformed  absorbent  cotton  for  drainage,  and  with  such  success 
that  I  have  continued  its  use.  Stri23s  of  absorbent  cotton  drain 
more  perfectly,  are  less  irritating,  and  do  not  plug  like  the 
gauze  ;  in  the  siphon  test  absorbent  cotton  is  superior  to  either 
gauze  or  wicking.  It  has  been  my  custom,  especially  in  pelvic 
and  mammary  abscesses,  to  drain  with  iodoformed  absorbent 
cotton  strips,  and  have  never  found  any  accumulation  after  re- 
moving the  cotton  strips.  An  objection  might  be  offered  to  the 
cotton  by  the  ultra-germists  that  small  filaments  of  cotton  might 
become  detached  and  form  foci  for  germs,  but  this  objection  also 
is  true  of  gauze.  I  have  never  been  troubled  with  such  a  pheno- 
menon, and  I  have  never  had  cause  to  regret  introducing  iodo- 
formed absorbent  cotton  strips  as  drains  in  my  surgical  work. 

Dr.  F.  H.  Martin. — I  would  like  to  ask  Dr.  Byford  what 
drainage  tube  he  employs  in  conjunction  with  gauze  drainage 
in  the  vagina.  Dr.  Watkins  suggested  the  possibility  that  the 
slight  shock  following  vaginal  hysterectomy  was  due  to  more 
perfect  drainage  than  obtains  after  abdominal  section.  It 
occurs  to  me  that  that  statement  may  not  be  strictly  true.  Is 
there  really  more  shock  from  abdominal  operation,  if  proper 
glass  tubal  drainage  is  employed,  than  from  vaginal  operation?" 
When  shock  occurs  after  abdominal  operation  is  it  not  because 
there  is  no  drainage?  When  the  glass  drainage  tube  is  used 
after  abdominal  operations  I  believe  that  the  patients  are  very 
much  more  comfortal)le,  have  less  peritoneal  irritation,  less  rise 
of  pulse,  and  less  nervousness  than  when  no  drainage  is  used. 
It  is  a  question  in  my  mind  whether  there  is  not  less  shock  after 
abdominal  operations  than  after  vaginal  operations.  I  believe 
that  iodoform  gauze  makes  a  very  poor  drain,  aiul  unless  used 
very  loosely  is  simjily  a  dam.  In  all  vaginal  work  I  invariably 
pack  very  loosely  with  gauze,  but  if  I  desire  free  drainage  I  use 
a  glass  tube.  I  use  a  glass  drainage  tube  in  every  case  of  abdom- 
inal section  where  there  is  the  slightest  reason  to  believe  that 
half  an  ounce  of  fluid  will  accumulate  in  twelve  hours;  I  use 
it  in  almost  every  case  because  it  does  absolutely  no  harm,  and 
occasionally  I  use  it  where  it  really  does  not  seem  indicated,  but 
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where  it  appears  very  fortunate  to  have  been  employed   on  ac- 
count of  the  large  amount  of  drainage  which  occnrt;. 

Dr.  H.  p.  Newman. — I  asked  tliis  question  of  Dr.  Byford  in 
regard  to  drainage  because  I  think  it  a  very  important  feature 
in  hysterectomy  per  vaginani.  I  liave  recently  liad  an  oppor- 
tunity of  opening  the  abdominal  cavity  after  vaginal  hysterec- 
tomy, and  noticed  particularly  that  the  forceps  aperture  was 
dangerously  near  the  intestines.  IS'o  ]>lasticii)aterial  had  formed 
around  the  iudoform-gauze  drain  twenty-four  hours  aftei-  opera- 
tion. This  was  ])rubably  due  to  the  low  state  of  the  patient.  I 
suspected  possil)ly  a  slight  hemorrhage  in  the  abdominal  cavity, 
but  I  did  not  find  this,  and  attributed  the  low  condition  to  the 
shock  alone.  It  impressed  me  with  the  great  importance  of 
properly  placing  a  di-ain  and  of  the  material  to  be  used  In 
vaginal  hysterectomy,  whether  ligatures  are  used  or  forceps, 
the  stumps  of  the  broad  ligaments  and  all  abraded  surfaces  should 
be  brought  well  down  into  the  vagina,  and  the  gauze  packing 
carried  beyond  and  above  them  so  as  both  to  drain  the  wounded 
surfaces  and  support  the  vaginal  roof  in  such  a  way  as  to  pre- 
vent hernia  of  intestines  or  omentum  ;  but  neither  the  ]jacking 
nor  the  forceps  should  project  into  the  peritoneal  cavity.  I 
believe  iodoform  gauze  is  not  a  suitable  drain  in  certain  cases. 
The  cross  tibres  and  longitudinal  fibres  will  so  mix  up  that  they 
frequently  do  not  answer  the  purpose  of  an  outward  drain  from 
the  abdominal  cavity  or  from  the  uterus.  Then,  again,  the 
quality  of  iodoform  gauze,  whether  moist  or  dry,  is  extremely 
important.  I  have  found  iodoform  wicking  answers  an  admir- 
able purpose  in  the  uterine  and  abdominal  cavities ;  its  fibres  run 
in  only  one  direction,  longitudinally,  and  it  is  made  of  material 
that  affords  very  excellent  drainage.  1  believe  one  reason  why 
better  drainage  is  not  accomplished  in  the  uterine  cavity  is  that 
the  exit  along  the  canal  is  too  thoroughly  packed  with  gauze. 
The  upper  and  lateral  surfaces  of  the  uterine  cavity  can  be 
pretty  thoroughly  packed  with  proper  material,  and  if  loosely 
packed  about  the  internal  os  and  from  there  downward  good 
drainage  will  be  assured,  particularly  if  iodoform  wicking  is 
used.  Another  question  arises,  wdiether  it  is  not  possible  to 
overdo  drainage  in  this  class  of  cases.  In  vaginal  operations 
where  an  opening  is  left  into  the  peritoneal  cavity,  and  there 
is  not  only  oozing  from  the  abraded  surfaces  but  also  the  escape 
of  the  peritoneal  fluid,  we  may  have  this  natural  protection  to  the 
peritoneal  surfaces  entirely  drained  away. 

Dr.  Samuel  L.  Webek  presented  a 

CASE   or    FEMORAL  HERNIA    OF    A    CYST    OF   THE    BROAD    LIOAMEKTS.* 

Dr.  M.  L.  Harris. — I  think  there  is  some  doubt  about  the 
diagnosis;  it  is  unfortunate  the  doctor  did  not  clear  up  this 
point.  Of  course  the  swelling  may  have  been  a  parovarian  cyst, 
but  it  seems  to  me  more  likely  to  have  been  a   hydrosalpinx. 

'  See  original  article,  p.  377. 
27 
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The  fact  that  the  probe  passed  into  the  pelvis  in  an  abdominal 
direction  toward  the  uterus — I  believe  the  doctor  said  up  to  the 
side  of  the  uterus — is  not  diao^nostic  of  a  parovarian  cyst.  It 
may  merely  have  passed  into  the  Fallopian  tube.  Prolapse  or 
hernia  of  the  Fallopian  tube  is  not  rare,  and  several  cases  of 
cysts  of  herniated  Fallopian  tubes  have  been  recorded.  This 
tumor  may  have  been  simply  a  hydrosalpinx.  There  is  a  case 
reported  by  Lentz  uf  a  parovarian  cyst  in  a  hernial  sac  in  a 
woman  52  years  of  age.  She  had  no  hernia  during  early  life, 
nor  until  up  to  a  year  previously,  when  she  noticed  a  small 
swelling  in  the  inguinal  region,  and  three  months  j)revious  to 
the  time  she  consulted  the  physician  it  had  grown  quite  rapidly 
and  become  painful.  When  she  consulted  the  surgeon  it  was 
about  the  size  of  a  goose  eo^g,  fluctuating  and  movable,  with  no 
impulse  on  coughing,  and  irreducible.  It  was  diagnosed  prob- 
able hydrocele  of  a  hernial  sac.  At  the  operation  what  was  sup- 
posed to  be  the  hernial  sac  was  opened,  disclosing  a  cyst.  Just 
above  the  cyst  and  plugging  the  neck  of  the  hernial  sac  was  the 
end  of  a  Fallopian  tube.  It  was  drawn  ont  and  ligated  and  the 
entire  ma=s  removed.  After  its  removal  it  was  found  to  be  a 
parovarian  cyst,  a  small  cyst  in  the  broad  ligament,  the  tube 
lying  above  it  and  blocking  the  hernial  canal.  The  patient  made 
a  perfect  recovery. 

Dr.  IL  p.  Newman. — The  point  raised  by  Dr.  Harris  is  well 
taken.  As  he  states,  the  condition  is  not  uncommon,  while  the 
condition  spoken  of  by  Dr.  Weber  is  very  rare,  if  it  ever  occurs. 
I  wish,  for  the  pnrpose  of  diagnosis,  the  doctor  had  entered  the 
abdominal  cavity  and  cleared  up  the  doubt  upon  this  point. 

Dr.  Frank  A.  Stahl. — I  would  ask  Dr.  Weber  the  points 
upon  which  he  bases  his  diagnosis  in  this  extraordinary  case. 
The  diagnosis  seems  rather  vague  and  does  not  ai>pear  to  be  sub- 
stantiated by  good  evidence.  The  case  appears  to  me  to  be  an 
ordinary  case  of  hydrocele. 

Official  Transactions.  T.  J.  AVatkins,  Editor. 
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Stated  Meeting,  Friday,  December  2\8t,  1894. 
The  President,  Henry  D.  Fry,  M.D.,  in  the  Chair. 
Dr.  George  Byrd  Harrison  reported  a  case  of 

PUERPERAL    eclampsia.  ' 

Dr.  W.  Sinclair  Bowen  said  the  case  reported  by  Dr.  Har- 
rison was  one  |of  peculiar  interest,  especially  as  to  the  striking 
'  See  origiual  article,  p.  365. 
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effect  produced  by  the  veratrum  viride.  Most  of  the  cases  of 
puerperal  eclampsia  seen  by  him  had  been  in  hospital  practice. 
There  it  was  the  practice  to  administer  an  anesthetic  and  deliver 
with  forceps.  Had  recently  had  a  case  in  which  the  urine  had 
been  frequently  examined  with  negative  results.  He  was  called 
to  see  the  woman  upon  the  day  of  expected  continement  and 
found  her  in  convulsions.  He  delivered  her  of  a  dead  child,  the 
woman  recovering,  lie  would  prefer  the  introduction  of  the 
solid  bougie  to  the  injection  of  glycerin. 

Dr.  U.  L.  E.  Johnson  said  he  congratulated  the  gentlemen 
upon  the  good  results  obtained  in  the  treatment  of  puerperal 
eclampsia  by  veratrum  viride.  Had  seen  a  case  in  Columbia 
Hospital  which  was  treated  with  that  drug  without  any  good  re- 
sults, but  much  smaller  doses  were  used  than  were  recommended 
in  the  paper.  He  preferred  to  immediately  empty  the  uterus  in 
preference  to  bringing  on  slow  labor.  He  used  the  forceps  or 
version.  Anything  that  would  assist  in  these  cases  was  desirable 
to  be  known.  He  emphasized  the  importance  of  prophylactic 
treatment,  and  said  he  indorsed  the  recommendations  set  forth 
by  Dr.  Fry  in  a  paper  which  he  had  read  l)efore  this  Society 
some  time  ago. 

Dr.  a.  F.  a.  King  said  that  from  accumulated  testimony  it 
was  demonstrated  that  veratrum  viride  did  good.  Ten  drops 
were  given  in  the  case  reported.  That  was  not  a  large  dose. 
The  good  eifects  of  the  drug  were  obtained  by  keeping  the  pulse 
below  60.  Five  drops  should  be  given  every  half-hour  to  produce 
that  condition.  But  it  did  not  always  control :  had  seen  two  cases 
at  Columbia  Hospital  to  which  veratrum  viride  had  been  given, 
and,  though  the  convulsions  did  not  recur,  both  patients"  died. 
The  glycerin  used  was  sterilized  by  boiling.  Labor  came  on  in 
two  hours  after  injection.  He  did  not  agree  with  Dr.  Johnson 
in  all  cases  to  immediately  and  hastily  empty  the  uterus.  The 
irritation  of  that  procedure  might  induce  convulsions.  Where 
there  are  no  convulsions  let  the  labor  proceed  by  gradual  dilata- 
tion. The  result  in  the  case  reported  was  due  to  the  careful 
management  instituted  after  she  came  under  the  care  of  Dr. 
Harrison.  It  would  be  interesting  to  know  why  veratrum 
viride  controlled  convulsions  :  perhaps  by  lessening  blood  pres- 
sure. It  was  also  interesting  to  inquire  why  the  convulsions 
stopped :  the  patient  was  anesthetized  by  carbonic  acid  retained 
in  the  blood.  When  there  was  less  arterial  blood  and  more 
venous,  anesthesia  was  more  complete. 

Dr.  H.  L.  E.  Johnson  said  he  had  thoroughly  studied  the 
subject  several  years  ago.  Matthews  Duncan  held  that  the  con- 
vulsions were  due  to  increased  blood  pressure  and  the  irritation 
of  materials  not  removed  by  the  kidneys.  Yeratrum  viride  re- 
lieved blood  pressure  and  to  that  extent  was  beneficial. 

Dr.  T.  C.  Smith  said  there  were  several  points  that  he  would 
like  Dr.   Harrison  to  clear  up.     Was  there  any  pitting  of  the 
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limbs  or  any  disturbance  of  vision  ?  Was  there  any  quantita- 
tive analysis  of  the  urine  ?  lie  would  like  to  know  how  long  it 
was  after  the  hypodermatic  injection  before  consci<^»usness  re- 
turned. If  the  patient  had  none  of  the  usual  symptoms  pre- 
monitory of  eclampsia,  what  was  the  condition  of  the  kidneys  if 
the  elimination  of  urea  was  good  ?  if  the  kidneys  were  in  bad 
condition  why  did  he  use  ether  instead  of  chloroform  '{  Wliat 
effect  had  the  glycerin  when  he  left  the  catheter  i7i  situ  ? 

Dr.  J.  W.  BovEE  said  there  was  a  great  deal  of  speculation 
as  to  what  stopped  the  convulsions.  One-third  of  a  grain  of 
morphia  would  sometimes  stop  them.  In  this  case  there  were- 
only  two  convulsions.  Ether  increased  engorgement  of  the 
brain ;  chloroform  would  have  been  preferable.  He  avoided 
ether  when  there  was  any  trouble  with  the  kidneys.  He  thought 
venesection  one  of  the  best  remedies  in  plethoric  women. 

Dk.  a.  F.  a.  King  said  the  woman  had  a  most  intense  frontal 
headache  just  before  the  convulsions  occurred.  The  woman 
did  not  know  what  had  taken  place,  though  she  was  able  to 
express  herself  as  feeling  comfortable.  He  insisted  upon  keep- 
ing the  room  dark  and  still,  as  a  valuable  aid  to  preventing  re- 
currence of  the  convulsions.  The  patient's  expression  of  com- 
fort was  due  to  the  effect  of  the  morphia.  There  was  no  doubt 
of  uremia. 

Dr.  T.  C,  Smith  inquired  if  the  child  had  uremic  narcosis 
when  it  was  born,  where  did  it  get  it  ? 

Dr,  Henry  D,  Fky  said  he  was  particularly  interested  in  the 
matter  under  discussion,  as  the  lirst  pajier  he  had  read  before 
this  Society  was  on  that  subject.  He  was  surprised  that  Dr. 
King  still  adhered  to  the  old  theory  that  eelanqisia  was  due  to 
pressure  on  the  kidneys.  He  thought  that  idea  had  been  dis- 
carded long  ago.  The  gravid  uterus  cuuld  not  press  upon  the 
renal  veins.  The  pathological  condition  of  the  kidnevs  did  not 
show  any  kind  of  congestion,  but  there  was  aneniia.  Pro})hy- 
lactic  treatment  would  in  the  vast  niajoiity  of  cases  |)revent 
eclam]xsia.  Jt  was  inq)ortant  to  ascertain  the  amount  of  urine 
and  urea  excreted.  Less  than  twenty  ounces  should  lead  one  to- 
expect  eclam])sia  and  would  indicate  the  induction  of  j)rematnre 
labor.  He  did  not  so  much  consider  the  amount  of  albumin 
present.  He  had  induced  premature  labor  in  a  number  of  cases- 
with  safety  to  mother  and  child.  In  one  woman  he  had  brought 
on  |)remature  labor  three  times.  As  t(»  the  method  of  inducing 
labor,  he  thought  an  aseptic  solid  soft  bougie  the  best  thing  to- 
be  used.  In  the  case  reported  he  thought  the  catheter  was  the 
active  agent.  He  would  not  use  a  catheter,  because  it  could 
not  be  made  aseptic.  He  would  not  use  glycerin,  because  it  wa& 
a  more  complicated  j^rocess,  requiring  besides  the  glycerin  a 
syringe  and  catheter.  The  bougie  was  simpler,  and  in  one  case 
labor  came  on  in  tiftcen  minutes  after  its  introduction.  To 
palliate,  mnrphine  was  best;  it  niiglit  be  administered  every  tif- 
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teeu  minutes.  Veratriim  viride  was  beneficial  in  those  cases 
with  bounding  pulse.  He  would  not  give  atropine  because  dia- 
phoresis was  desired. 

Dr.  a.  F.  a.  King  said  he  was  sorry  to  surprise  Dr.  Fry, 
since  surprise  had  been  described  as  reason  dethroned.  There 
were  many  causes  of  eclampsia;  pressure  was  a  cause,  also  the 
condition  existing  in  gin-drinkers.  The  advantage  of  glycerin 
was  its  promptness  of  action.  Knew  of  no  case  in  which  gly- 
cerin did  not  cause  contractions  within  two  hours.  The  bougie 
was  slow.  Germs  may  follow  the  outside  of  the  bougie  as  well 
as  enter  through  the  catheter. 

Dr.  Gkorgk  By-rd  Hakrison  said  that  he  thought  he  covered 
all  the  points  made  by  Dr.  Smith  by  saying  that  qualitative 
analysis  only  was  indicated.  He  said  it  was  expensive  to  take 
■daily  quantitative  analyses.  The  point  he  wanted  brought  out 
was  whether  the  catheter  in  situ  brousht  on  the  labor  or  not. 
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Meeting  of  May  "ith,  1895  {continued). 
Dr.  H.  Marion  Sims  presented  three  specimens: 

I.    MULTIPLE    fibroid    OF    THE    UTERUS    WITH    A    FIBROID    OF 
THE    OVARY. 

Mrs.  K.,  aged  49,  mother  of  two  children,  the  last  of  whom 
was  born  twenty-two  years  ago,  had  always  been  a  strong, 
healthy  woman,  and  never  had  to  have  a  doctor  in  her  life  except 
for  her  confinements. 

Two  years  ago  she  began  to  experience  a  continuous  bactache, 
headache,  and  dragging  across  the  lower  part  of  the  pelvis. 

The  menstruation  became  gradually  more  profuse,  until  lat- 
terly it  lasted  fur  more  or  less  the  whole  of  the  month.  She 
consulted  me  two  months  ago.  I  found  she  had  a  multiple 
fibroid  of  the  uterus  and  advised  its  removal. 

An  abdominal  hysterectomy  was  performed  a  few  days  later. 
I  was  rather  surprised  to  find  that  the  tumor  I  had  felt  in 
Douglas'  cul-de  sac  was  not  a  part  of  the  multiple  fibroid  of  the 
uterus,  as  it  had  seemed  to  be  a  part  of  the  mass  and  could 
be  moved  within  the  pelvis  with  the  uterine  tumors.  It  was 
attached  to  the  uterus  by  firm  adhesions,  which,  however,  were 
easily  broken  up.  I  found  it  to  be  independent  of  the  larger 
and  removed  it.  The  uterus  was  removed  in  the  usual  way.  I 
think  the  tumor  is  a  fibroid  of  the  ovary.  The  patient  made  a 
good  recovery. 
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II.     DOUBLE    DERMOID    CYST    OF    THE    OVARIES. 

Twenty-two  years  a«;o  Mrs.  Z.  consulted  my  fatlier,  complain- 
ing of  a  burning  pain  in  her  left  side.  He  found  she  had  a  small 
ovarian  tumor  about  the  size  of  an  orange.  He  said  :  ''  My 
dear  madam,  we  only  operate  on  these  tumors  to  save  life.  It 
will  be  many  years  before  it  reaches  that  stage  ;  when  it  does, 
come  to  me  and  I  will  remove  it.''  The  tumor  has  been  slowly 
growing  ever  since.  She  came  to  me  three  weeks  ago  and  said 
she  thought  the  time  had  arrived  when  it  was  necessary  to  ope- 
rate to  save  life.  She  was  enormous  in  size  and  very  short- 
breathed.  I  found  a  large  tumor  with  almost  imperceptible 
fluctuation.  I  said  before  operation  that  I  thought  we  would 
And  a  dermoid  cyst.  The  operation  was  done  two  weeks  ago. 
It  proved  to  be  a  large  dermoid  of  the  left  ovary  weighing 
thirty-eight  pounds,  and  a  smaller  one  of  the  right  ovary  weigh- 
ing a  little  over  two  pounds.  Each  tumor  contained  very  thiek% 
heavy  fluid,  as  thick  as  gelatin,  and  numerous  teeth,  bone,  and 
hair.  The  most  curious  specimen  removed  from  the  larger  tu- 
mor is  a  link  made  of  hair  and  resembling  a  perfectly  formed 
miniature  freight-car  link. 

III.     CASE  OF  CHOLECYSroTOMY  ;   TWENTY-EIGHT  LARGE  GALL  STONES. 

Mrs.  T.,  aged  32,  mother  of  two  children.  Following  birth  of 
second  child,  six  years  ago,  she  had  an  attack  of  ])eritonitis. 
After  a  slow  convalescence  she  was  greatly  troubled  with  con- 
stipation, which  seemed  to  become  worse  each  year.  She  then 
became  subject  to  frequent  attacks  of  jaundice,  but  never  had 
passed  a  gall  stone  or  had  any  special  pain  in  the  region  of  the 
liver.  Three  years  ago  I  treated  her  for  this  condition  and  she 
seemed  to  improve  greatly.  I  sent  her  to  Europe,  to  the  sj^rings 
of  Carlsbad,  two  years  in  succession,  and  each  time  she  returned 
ver}^  much  improved.  Two  months  ago  she  complained  of  severe 
pain  at  the  junction  of  the  ascending  and  transverse  colon,  and 
quite  a  hard  mass  could  be  felt  there.  Her  movements  from  the 
bowels  were  never  well  formed,  being  very  thin  aiul  drawn  out.  I 
gave  it  as  my  opinion  that  some  narrowness  of  the  colon  had 
been  caused  by  a  band  of  adhesions  running  across  the  transverse 
colon,  rendering  its  calibre  so  small  as  to  cause  a  collection  of 
fecal  matter,  which  was  the  mass  I  spoke  of.  AVe  had  a  con- 
sultation with  another  physician,  who  diifered  with  me  and 
thought  the  bnwel  was  the  seat  of  some  malignant  disease.  I 
decided  to  operate,  nevertheless,  and  did  su  live  (hiys  ago.  I 
found  the  transverse  colon  constricted,  just  an  inch  to  the  left  of 
where  I  thought  it  was,  by  a  Arm  band  running  diagonally  from 
the  under  surface  of  the  left  lobe  of  the  liver  to  the  umbilicus. 
The  mass  was  impacted  feces.  The  gall  bladder  contained 
twenty-eight  stoni's.  all  of  one  size  and  shape.  The  patient  is 
now  doinir  well  and  is  out  of  datiL'er. 
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Dr.  a.  F.  Currier  reported 

A    CASE    OF    OCCIPITO-POSTERIOK    PRESENTATION    WITH    VARIOUS 

OTHER    COMPLICATIONS,    RESULTING    FATALLY    TO 

BOTH    MOTHER    AND    CHILD. 

Most  of  US  do  not  enjoy  reporting  our  unfavorable  and  fatal 
cases.  It  is  a  question  whether  if  all  such  were  reported  and 
the  favorable  ones  left  unreported  the  benefit  to  humanity  would 
not  be  greater.  Such  a  result  is  not  likely  to  happen  soon,  for 
that  which  brings  glory  is  usually  preferred  to  that  which  brings 
regret  and  criticism. 

The  patient  in  question  was  a  strong,  apparently  healthy  Irish- 
woman 32  years  of  age,  pregnant  for  the  third  time.  Her  men- 
strual history  and  her  history  in  general  prior  to  marriage  pre- 
sents nothing  unusual.  Her  pelvis  was  capacious  and  normal  in 
all  respects.  She  employed  me  as  her  accoucheur  at  her  lirst 
confinement,  in  July,  1893,  this  labor  being  delayed  six  weeks 
beyond  the  expected  time.  The  presentation  was  normal,  but 
the  labor  was  tardy  and  the  pains  feeble,  and  I  was  obliged  to 
conclude  it  instrumentally.  A  large  and  vigorous  male  child 
was  delivered,  and  the  subsequent  puerperium  was  normal  in 
all  respects. 

In  1894:  she  became  pregnant  a  second  time  and  aborted  at 
the  third  month,  no  definite  cause  being  ascertained.  Soon 
afterward  she  became  pregnant  for  the  third  time,  and  about 
the  middle  of  February  in  the  present  year  called  upon  me  and 
wished  me  to  attend  her  again,  the  time  determined  upon  being 
the  week  of  March  24th  to  31st.  Up  to  that  time  she  had  been 
in  excellent  health  and  I  could  discover  nothing  in  her  condi- 
tion which  gave  rise  to  any  anxiety  as  to  the  future.  A  week 
before  her  confinement  a  niece  16  years  of  age  who  was  living 
with  her  was  taken  with  peritonitis,  perforation  of  the  duode- 
num, and  died  in  the  arms  of  my  patient,  as  I  was  informed, 
after  only  a  few  hours'  illness,  vomiting  and  purging  upon  her 
before  she  expired.  An  autopsy  was  performed  in  the  house 
under  conditions  which  added  to  the  shock  and  strain  of  the 
previous  experience. 

At  noon  March  25th  labor  began  and  progressed  for  five  or 
six  hours  with  great  rapidity.  She  was  seen  by  my  assistant, 
Dr.  Smallwood,  who  informed  me  that  the  waters  had  come 
away  and  that  the  probabilities  were  that  she  would  be  quickly 
delivered.  Some  of  the  fluid  which  came  away  from  her  had 
been  retained,  with  urine,  in  the  chamber  and  resembled  dish- 
water in  appearance.  I  regret  that  it  was  not  saved  for  micro- 
scopic examination. 

I  found  the  first  stage  of  labor  nearly  completed,  the  occiput 
posterior  and  to  the  right,  the  head  at  the  superior  strait.  The 
membranes  had  not  ruptured,  and  the  fluid  discharged  had  ori- 
ginated outside  the  ovisac,  unless  the  membranes  had  ruptured 
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above  the  presenting  part.  Almost  complete  inertia  followed 
during  the  next  five  hours.  There  was  sutRcient  force  to  cause 
the  head  to  descend  somewhat  lower  in  the  pelvis,  inclinmg  the 
left  side  lower  than  the  right  and  rotating  the  occiput  toward 
the  left  side  of  the  sacral  cavity.  I  had  been  unable  to  excite 
pains,  having  used  morphia  and  atropia  hypodermatically,  a  hot 
vaginal  douche,  and  kept  the  patient  walking  about  her  room 
as  much  as  was  deemed  prudent.  Between  11  and  12  p.m.  I  de- 
termined to  try  and  deliver,  the  patient  having  been  in  labor 
twelve  hours.  The  membranes  were  ruptured,  the  hand  readily 
passed  within  the  cervix,  and  not  only  the  faulty  vertical  posi- 
tion referred  to  was  found,  but  the  child's  left  hand,  the  cord, 
and  marginal  attachment  of  the  placenta,  hemorrhage  appearing 
externally  as  soon  as  the  membranes  were  ruptured,  and  con- 
tinning,  though  not  in  excessive  quantity,  until  the  conclusion 
of  the  labor,  I  endeavored  to  push  up  the  head  with  my  hand 
and  bring  the  occiput  into  the  first  vertical  position.  This  fail- 
ing, I  endeavored  to  do  the  same  with  forceps,  but  was  equally 
unsuccessful.  Traction  was  then  applied  until  I  was  exhausted, 
without  success.  Dr.  Smallwood  was  equally  unsuccessful. 
The  muscular  fibres  at  the  os  internum  were  then  divided  with 
scissors  by  two  incisions,  but  this  gave  no  better  result.  Po- 
dalic  version  was  then  performed,  but  unfortunately  with  the  an- 
terior instead  of  the  posterior  surface  of  the  child  to  the  front. 
The  chikPs  body  having  been  delivered,  the  arms  were  found  on 
each  side  of  the  head.  With  the  greatest  difhculty  I  at  length 
succeeded  in  extricating  them,  then  turning  the  child's  head  in 
the  pelvis.  The  forceps  was  then  applied,  and  by  combination 
of  forceps  traction  with  the  hands  to  the  anterior  and  posterior 
surface  of  the  head  the  latter  was  delivered.  The  uterus  con- 
tracted quickly  under  the  influence  of  a  hot  douche,  and  the 
rents  in  the  uterus,  perineum,  and  vulva  were  at  once  closed. 
There  was  no  hemorrhage  after  the  wounds  were  closed. 

The  child  was  a  very  large  male,  and  it  had  been  stated  to  nie 
that  the  mother  had  felt  w*  life  since  her  unfortunate  experi- 
ence of  the  previous  week.  There  was  no  sign  of  life  when  the 
child  was  delivered.  Placenta  and  mi'mbranes  were  expressed 
almost  immediately  after  the  birth  of  the  child. 

The  mother  rallied  soon  after  the  labor  was  concluded,  under 
the  influence  of  heat  and  cardiac  stimulants.  She  complained 
of  great  thirst,  as  is  so  fre((uently  the  case  after  shock  and 
hemorrhatjfe,  and  I  may  have  erred  in  giving  her  cold  water  freely 
with  ergot,  as  her  stomich  did  not  retain  it.  She  had  feelings 
of  impending  death,  which,  with  a  woman  of  strong  comujon 
sense  as  she  was,  is  usually  ominous.  The  following  day  siie 
was  fairly  omfortable  except  for  occasional  vomiting,  and  at 
5  P.M.  I  thotight  the  conditioii  so  favorabk-  that  I  did  not  deem 
it  necessriry  to  see  her  in  the  evening.  Early  the  next  morning 
.•«he  went  into  collajjse,  an<I  but  for  the  timely  assistance  of  Dr. 
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"Smallwood  she  would  have  died  at  that  time.  Stimulants  and 
heart  tonics  were  given  almost  continuously,  but  in  tiie  course  of 
the  day  peritonitis  developed  and  she  died  ahout  iorty  hours 
from  the  conclusion  of  labor. 

The  questions  which  I  would  like  to  have  answered  are  : 
Would  any  other  course  of  management  have  been  preferable? 
Has  traction  with  forceps  a  legitimate  field  in  occipito  posterior 
presentations?     If  so,  what  are  its  limits? 

The  mechanism  of  labor  in  these  cases  being  such  that  uterine 
inertia  is  prone  to  occur,  what  limit  of  time  should  be  allowed 
before  active  interference  is  instituted  ? 

Symphyseotomy  was  contemplated,  but  would  not  have  been 
allowed.     In  private  practice  its  field  is  necessarily  restricted. 

Dr  Grandin  would  say  a  word  in  reply  to  Dr.  Currier's  first 
question,  but  he  did  not  wish  to  be  understood  as  contending 
that  if  a  different  course  of  action  had  been  followed  the  ulti- 
mate result  would  have  been  different.  If  the  gentleman  would 
pardon  the  criticism,  he  would  say  that,  on  listening  to  what  had 
been  attempted  after  interference  had  been  determined  upon,  he 
^was  carried  back  to  his  student  days,  to  obstetrical  teaching 
which  now  he  considered  bad  and  had  abandoned.  It  seemed  to 
him  that  when  one  had  to  deal  with  the  condition  described — the 
woman  nearly  exhausted,  a  bad  position  of  the  presenting  part, 
a  marginal  attachment  of  the  placenta,  a  hand  down  -  Miat  the 
last  thing  in  the  world  which  one  should  do  was  to  endeavor  to 
rectify  the  position  of  the  head  or  to  employ  forceps,  leather 
rupture  the  membranes  and  perform  version.  His  criticism  was 
not  against  what  the  doctor  had  done  so  much  as  against  a  pre- 
valent method.  There  was  one  thing  in  obstetrics  which  men  of 
to-day  had  yet  to  learn — namely,  that  there  was  nothing  more 
dangerous  than  these  useless  maneuvres  at  the  pelvic  brim  when 
the  conditions  were  present  which  indicated  a  simple  procedure, 
version.  It  seemed  to  him  that  had  the  doctor  ruptured  the 
membranes,  seized  a  foot,  and  turned  the  child,  he  might  have 
delivered  the  woman  without  lacerating  the  lower  uterine  seg- 
ment, and  perhaps  without  the  ultimate  development  of  fatal 
symptoms. 

Dr.  R.  a.  Murray  did  not  wish  to  criticise  the  ease  related, 
but,  inasmuch  as  an  opinion  had  been  asked,  he  would  say  that 
he  agreed  entirely  with  Dr.  Grandin's  remarks.  He  thought  the 
modern  treatment  of  occipito-posterior  position  certainly  was  to 
endeavor  to  remedy  the  malposition  with  the  hand,  but,  failing, 
do  version.  Further,  where  one  had  lateral  implantation  of  the 
placenta  he  could  not  get  tiie  head  down  quickly  enough  with 
the  forceps  to  stop  hemorrhage.  The  first  step  in  placenta 
previa  was  to  get  the  body  of  the  child  down  so  as  to  press  on 
the  placenta  and  prevent  hemorrhage.  Lateral  implantation  of 
the  placenta  prevented  the  head  from  coming  into  the  inferior 
strait,  and  one  could  not  hope  for  dilatation  of  the  cervix.     It 
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was  a  gi-eat  mistake  which  most  men  had  in  mind,  that  attach- 
ment of  the  placenta  well  down,  either  laterally  or  centrally,, 
rendered  the  cervix  softer.  In  many  such  cases  the  cervix,  in- 
stead of  being  softer  and  more  easily  dilated,  was  much  firmer 
and  harder  to  dilate  than  usual.  It  was  succulent,  yet  it  did 
not  dilate  well.  Further,  to  attempt  to  increase  the  dilatation 
by  making  incisions  was  also  a  dangerous  procedure,  for  the 
reason  that  the  low  attachment  of  the  placenta  was  likely  to 
cause  infection  of  the  wound  by  septic  secretions.  He  believed 
that,  had  Dr.  Currier  ruptured  the  membranes,  introduced  the 
hand,  and  seized  the  feet,  he  could  have  extracted  the  child 
alive  and  would  certainly  have  spared  the  woman  great  loss  of 
blood  during  the  time  he  was  using  forceps.  To  use  forceps  on 
a  child  above  the  brim  was  much  more  dangerous  than  version, 
and  was  likely  to  complicate  the  latter  procedure  greatly  should 
it  be  resorted  to  later. 

Dk.  Marx  said,  if  he  remembered  correctly,  the  child  was  not 
alive,  and  he  saw  no  reason  why  forceps  or  version  should  have 
been  resorted  to.  By  perforating  the  head  and  extracting  the 
child  it  was  probable  the  mother  M'ould  have  been  saved. 

Dr.  Tucker  thought  the  question  hinged  on  whether  the 
child  was  or  was  not  alive.  If  it  was  dead,  do  craniotomy  ;  if 
alive,  do  version. 

Dr.  Currier  thought  the  gentlemen  had  overlooked  some  of 
the  important  points  in  coimection  with  the  case.  Probably  he 
was  in  error,  as  occurred  to  him  after  the  case  was  over,  in  not 
performing  version  at  the  beginning,  but  he  had  been  influenced 
in  taking  the  course  which  he  did  by  satisfactory  experience  at 
the  previous  confinement.  He  had  delivered  the  same  patient 
successfully  with  forceps  in  a  former  labor.  There  was  recent 
authority  for  the  course  pursued  to  be  found  in  the  works  of 
Charpentier  and  Herman.  As  to  Dr.  Murray's  remarks,  he 
would  repeat  that  the  first  stage  of  labor  had  long  been  com- 
pleted and  there  was  no  difficulty  in  introducing  the  hand  or 
forceps.  "With  regard  to  the  criticism  concerning  the  hemoi"- 
rhage,  the  head  was  brought  down  sutHciently  low,  so  that 
hemorrhage  was  not  dangerous.  There  was  no  rupture  of  the 
uterus  except  at  the  cervix.  He  might  add  that  it  was  his  first 
fatal  case,  and  believed  that  if  all  such  cases  were  reported  for 
criticism  the  benefits  to  the  world  at  large  would  be  far  greater 
than  from  the  more  agreeable  task  of  reporting  successes. 

Dr.  S.  Tynbkro  presented  photograplis  of 

A   CASE    OF    I'YOOPAGUS — .JOINED   TWINS. 

On  the  15th  of  April,  1S95,  I  was  called  to  deliver  a  woman, 
whom  1  found  in  the  last  pains  of  labor.  Examination  revealed 
the  head  low  down  on  the  perineum,  membranes  already  rup- 
tured, otherwise  nothiiiix  abiuirmal  was  discovered.     After  the 
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lapse  of  about  half  an  hour  the  head  was  delivered,  whereupon 
I  applied  traction,  delivering  with  some  difficulty  the  body  of 
the  child  as  far  as  the  middle  of  the  stei'uuin,  the  rest  of  the  child 
not  yielding.  I  then  made  an  examination,  thinking  perhaps  I 
had  a  case  of  fetal  ascites  to  deal  with,  and  decided  to  enter  the 
vagina  and  deliver  the  feet,  which  (with  the  remainder  of  the 
body)  was  accomplished  with  little  difficulty.  After  the  child 
was  ushered  into  the  world  I  discovered  that  it  could  not  be 
taken  from  the  mother,  and  after  disentangling  the  cord  from 
the  feet  my  attempt  to  remove  the  child  was  still  resisted.  On 
inserting  my  hand  into  the  vagina  two  feet  presented.  Traction 
was  applied  to  the  feet  and  the  second  child  was  delivered. 
Only  after  the  birth  of  the  second  child  was  I  aware  that  it  M'as 


a  monstrosity.  The  placenta,  which  was  expressed  easily  by  the 
Crede  method,  was  about  normal  in  size. 

The  cord  (single  at  the  attachment)  was  implanted  at  the  edge 
of  the  placenta  (marginal  implantation),  bifurcating  at  about  one 
inch  from  the  attachment. 

The  children  are  female.  The  bond  of  union  is  latero- 
posterior,  from  the  luinbo-sacral  articulation  to  the  top  of  the 
coccyx,  the  right  sacro-iliac  synchondrosis  of  one  child  being 
joined  to  the  left  sacro-iliac  synchondrosis  of  the  other.  The 
coccyges  fuse,  and  there  may  be  fusion  of  the  spine  at  the  ter- 
mination of  the  coccyx.  Lying  naturally  their  points  of  vision 
would  form  at  the  intersection  an  angle  of  about  one  hundred 
and  forty-tive  degrees.  Their  combine'l  weight  was  a  little  over 
nine  and  a  half  pounds. 

The  genitals  are  displaced  backward,  fusing  at  the  point  where 
the    rectum  should  be;  each  child  has  its   separate  generative 
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•organs,  urinating  at  different  times.  Tiiere  is  but  one  anus  and 
rectum,  thongli  the  rectum  divides  a  short  distance  above.  It  is 
situated  between  the  right  buttock  of  one  child  and  the  left  of  the 
•other,  apparently  at  the  side  of  each  child  if  viewed  individually, 
at  a  point  corresponding  to  the  intersection  of  two  imaginary 
lines,  one  drawn  through  the  median  line  of  the  right  thigh  of 
one  child,  the  other  through  the  corresponding  part  of  the  left 
.thigh  of  the  other.  They  apparently  defecate  simultaneously, 
though  I  am  of  the  opinion  that  this  seems  thus  only  because  of 
the  existence  of  but  one  anus.     When  the  feces  reach  the  anus 


the  impression  on  the  nerves  is  transmitted  to  both  children, 
and  hence  both  press  at  the  same  time. 

The  bond  of  union  appears  to  be  only  ligamentous,  no  pul- 
sation l)eing  present.  The  pulses  are  not  synchronous;  they 
neither  sleep,  cry,  nor  feed  at  the  same  time,  being  two  distinct 
individuals.  The  band  is  one  and  three-eighths  inches  in  width 
at  junction,  two  and  a  half  iiiches  in  length,  and  ai>out  five  and 
a  half  inches  in  circumference. 

Sulcus  in  front  is  one  and  a  half  inches  in  depth  ;  sulcus  in 
back  almost  nil. 

One  child  was  at  birth,  and  is  still,  smaller  than  the  other,  the 
former  being  the  first  born.  The  cord  of  the  first  born  came  off 
on  the  fifth  day,  that  of  tiie  second  on  the  sixth.     They  are  being 
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fed  artilicially  and  are  thriving.     The  feasibility  of  separating 
them  will  come  up  in  a  short  time. 

Dr.  J.  Riddle  Goffe,  who  was  detained  at  Lome  bv  illness,, 
sent  a  paper,  which  was  read  bv  Dr.  Jacobus,  the  Secretary' 
entitled  "^^ 

SOMF    FCRTHEli    C0XSIDERATI0>S    OF    THE    INTRAPELVIC    BUT    EXTRA- 

PERITOXEAL    MKTHOD    OF    DISPOSING    OF    THE    PEDICLE    AFTER 

SUPRAVAGINAL    HYSTERECTOMY    FOR    FIBROID    TUMORS 

WITH    REPORT    OF    CASES.' 

The  discussion  was  postponed  to  a  future  meetino-. 


Stated  Meeting,  May  2\st,  1895. 
The  President,  Bache  McE.  Emmet,  M.D.,  in  the  Chair. 
Dr.  Egbert  H.  Grandin  presented  a  specimen  from  a  case  of 

RUPTURED    ECTOPIC    GESTATION. 

He  stated  that  he  showed  the  specimen,  not  because  it  was  in 
itself  a  rarity  nowadays,  but  on  account  of  the  fact  that  the  wo- 
man from  whom  it  had  been  obtained  presented  symptoms  out 
of  the  usual  run  in  such  cases.     Whilst  in  his  personal  experi- 
ence  careful  weighing  of  the  symptomatology  of  ectopic  gesta- 
tion should  enable  the  expert  usually  to  reach  a  diagnosis  in  the 
stage  of  the  affection  precedent  to\upture,  instances  were  not 
at  all  uncommon  where  the  absence  of  certain  of  the  signs  which 
we  were  in  the  habit  of  expecting  so  obscured  the  diagnosis  as 
to  lead  to  the  postponement  of  operation  until  free  hemorrhao-e 
had  occurred.     The  woman  from  whom  this  specimen  had  been 
obtained  had  been  seen  in  consultation  with  Dr.  McFarlane,  of 
Astoria,  on  the  5th  of  May.     The  woman  was  in  the  neighbor- 
hood of  40  years  of  age  and  had   been  sterile  for  many  years. 
She  gave  a  vague  history  suggestive  of  precedent  pelvic  trouble  -^ 
her  menstrual  history  for  a  number  of  years  was  that  of  irregu- 
larity._    Two  weeks  prior  to  my  seeing  her  she  had  had  an  at- 
tack simulating  appendicitis.     She  gave  me  the  usual  history  of 
early  pregnancy— amenorrhea  of  nearly  twelve  weeks'  duration, 
morning  nausea,  enlargement  of  the  breasts,  and  increase  in  the 
size  of  the  abdomen.     About   two  weeks   previously  she   had 
spotted  for  a  few  hours,  and  since  that  time  had  suffered  from 
occasional  bearing-down  pain  in  the  back  and  abdomen.     I  could 
secure  no  history  of  irregular  hemorrhages  or  of  colicky  attacks 
of  pain.     On  vaginal  examination   I  determined   an  'enlarged 
uterus,    and   induration    in    both  vaginal  fornices.     On    rectal 
examination  the  enlarged  tube  could  be  felt  high  up  in  the  re- 
gion of  the  cecum,  and  on  the  left  the  appendages  were  adhe- 

'  See  original  article,  August  number,  p.  177. 
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rent  but  not  markedly  enlarged.     The  breasts  were  enlarged, 
but  the  follicles  of  Montgomery  were  not   particularly  promi- 
nent.    I  agreed  with  Dr.  SicFarlane  that  the  woman  was  prob- 
ably pregnant,  and  stated  that  there  was  a  fair  possibility  that 
ectopic  gestation   existed.     Still    the  symptomatology  was  not 
marked  enough  to  warrant  abdominal  section,  nor  was  the  evi- 
dence of  tubal  trouble  pronounced  enough  to  call  for  operative 
interference  in  the  presence  of  what  might  turn  out  to  be  ute- 
rine pregnancy.     I  counselled   careful   watching,  such  as  daily 
rectal  examination,  and  if  the  tube  increased  in  size  or  the  pains 
became  colicky,  or  there  appeared  any  evidence  suggestive  of 
rupture,  I  asked  the  doctor  to  notify  me,  so  that  we  could  at 
once  open  the  abdomen.     On  the  11th  instant  the  woman  had 
an  attack  of  al>dominal   pain,  but   it   was  transient  in  character 
and  after  its  subsidence  her  well-being  was  not  aflected  in  the 
slio-htest.     On  the  15th  the  woman  had  a  pulse  of  85,  was  feel- 
ing well,  and   on  local  examination  the  doctor  could  detect  no 
change  in  the  tube  and  the  uterus  was  larger  than  ten  days  pre- 
viously.    The  diagnosis  seemed  to   be   established    as  uterine 
pregnancy.     The  following  day,  about  11  am.,  the  patient  sud- 
denly collapsed,  the  pulse  ran  up  to  160,  and  ^ the  mucous  mem- 
brane of  the  lips  became  pale.     The  abdom'en  became  tender 
on  pressure,  and  the  general  condition  was  most  critical.     Dr. 
McFarlane  administered  a  hypodermatic  of  morphia,  ordered  hot 
saline  rectal  injections,  and  telephoned  for  me.      1  made   my 
arrangements  as  rapidly  as  possible,  and,  accompanied  by  Dr. 
Collyer,  I  reached  the  woman  about  2  p.m.,  three  hours  after 
the   development  of  the  urgent   symptoms.     The  woman  had 
reacted  in  a  measure,  her  pulse  being    180.     The   facies  was 
extremely  pale  and  the  abdomen  was  already  tympanitic.     Ab- 
dominal section  was  at  once  jjcrformed  under  ether  anesthesia. 
On  opening  the  cavity  fluid  blood  shot   out,  followed   by  fresh 
and  old  clots.     The  right  tube  and   ovary  were  at  once  freed 
from  their  adhesions  and  tied   off.     As  the  other  appendages 
were  diseased  they  were  also  ligated  and  removed.     On  the  sur- 
face of  the  omentum   were  attached  large  clots,  which    were 
peeled  off  as  far  as  possible.     The  cavity  was  emptied  as  far  as 
feasible  of  clots,  a  ([uart  of  normal   saline  solution  was  poured 
in,  and  the  abdomen  was  closed,  except  at  its  lower  end  where 
the  gauze  emerged,  which  I  felt  it  would  be  safer  to  leave  in 
to  drain  off  the  fluids  which  would  not  be  absorbed.     All  this 
work  was  done  with   great  rapidity,  the   woman  being  on   the 
table  not  more  tlian  twenty  minutes.     She  was  placed  in  bed  in 
as  good   a  condition  as  she  was  in   before  anesthetization.     To- 
day, the  fifth  after  the  operation,  she  is  convalescing. 

This  is  the  second  case  of  ectopic  gestation  presenting  anoma- 
lous symptoms  on  which  I  have  operated  for  Dr.  McFarlane, 
and  both  have  recovered.  A  third  case  operated  on  for  an- 
other gentleman  and   presenting  similar  symptoms  also  recov 
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■ered.  In  these  cases  gradual  liemorrhasfe  had  existed  for  days 
before  the  symptomatology  was  at  all  marked,  and  m  the  history 
of  these  three  cases  one  of  the  classic  signs  of  ectopic  gestation 
— the  irregular  hemorrhages  with  the  passage  of  decidua — was 
absent. 

I  desire  to  emphasize  again  the  value  of  hot  saline  solution 
irrigation  during  operative  procedures  of  this  character,  and  the 
great  reaction  acquired  and  maintained  by  leaving  a  quantity  of 
the  same  solution  in  the  cavity. 

Dr.  Grandin  asked  the  opinion  of  Dr.  Boldt  as  to  whether  the 
operation  could  have  been  done  as  quickly  and  safely  through 
the  vagina,  in  view  of  the  high  location  of  the  tumor,  its  adhesion 
ti  the  cecum,  and  the  active  hemorrhage. 

Dr.  H.  J,  Boldt  said  he  must  frankly  admit  that  he  had  not 
yet  been  able  to  arrive  at  a  definite  conclusion  on  the  point 
raised.  He  had  successfully  operated  through  the  vagina  in  one 
case  of  the  kind  reported,  while  in  another,  owing  to  active 
hemorrhage,  he  had  deemed  it  wiser  to  open  the  abdomen.  He 
did  not  think  he  would  be  able  to  control  the  source  of  hemor- 
rhage quickly  enough  through  the  vagina,  but  opened  the  abdo- 
men and  in  two  or  three  minutes  had  a  ligature  placed  around 
the  tube.  All  things  considered,  he  thought  Dr.  Grandin  had 
acted  wisely  in  not  operating  through  the  vagina  ;  that,  had  he 
so  operated,  he  probably  would  have  lost  his  patient. 

Dr.  Joseph  E.  JA^n^RIN,  having  been  called  upon  for  his  expe- 
rience, said  that  while  he  had  operated  frequently  for  ectopic 
pregnancy  by  opening  the  abdomen,  he  had  never  operated 
through  the  vagina  unless  the  hemorrhage  was  fully  under  con- 
trol. He  certainly  would  not  think  of  entering  through  the 
vagina. 

Dr.  H.  J.  Boldt  presented  a  variety  of  specimens,  and  said  he 
would  like  to  have  the  discussion  directed  more  particularly  to 
the  cases  of  pelvic  abscess  treated  by  vaginal  hysterectomy  and 
to  the  method  of  operating  in  ectopic  gestation. 

A    SERIES    OF    FOURTEEN    VAGINAL    HYSTERECTOMIES    FOR    PELVIC 

SIJPPUKATION. 

All  specimens  presented  similar  pathological  lesions.  In  all 
instances  the  uterus  was  immobile  owing  to  pelveo-peritonitis. 
The  abscesses  were  from  two  to  four  in  number.  The  adnexa 
were  affected  on  both  sides.  Clamps  were  always  used  to  con- 
trol hemorrhage.     Recovery  was  uneventful  in  each  instance. 

Despite  the  opposition  which  this  method  is  receiving  from 
numerous  sources,  I  am  sure  that  it  has  come  to  stay.  Not  only 
this,  but  I  notice  that  it  is  finding  an  increasing  number  of  ad- 
vocates from  month  to  month.  Neither  do  I  see  how  it  can  be 
otherwise.  It  is  simply  marvellous  how  rapidly  these  patients 
usually  recover.     There  are,  of  course,  exceptions  to  this  rule 
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also,  the  same  as  in  everything.  The  main  argument  which  is- 
brought  against  it  is  the  word  "unsurgical."  I  assure  you,  gen- 
tlemen, that  this  is  only  in  theory.  I  am  perhaps  an  enthusiast,, 
but  1  have  reason  to  feel  as  I  do.  When  I  commenced  thi&^ 
work  I  stood  alone  in  this  community.  I  was  not  only  opposed, 
but  was  assured  that  I  would  soon  give  it  up  again.  1  have 
now,  however,  the  gratification  that  others  are  beginning  to 
coincide  with  me  and  indorsing  the  method  almost  as  warmly  as 
I  do.  Notably  and  the  first  among  these  is  our  distinguished 
colleague  Dr.  Poliv.  Permit  me  to  say  again  to  the  opponents : 
"Try  it  a  number  of  times  and  pass  judgment  upon  it  after  gain- 
ing experience,  and  not  upon  theory." 

It  is  applicable  to  most  of  the  gynecological  disorders  for 
which  we  formerly  did  abdominal  section,  but  no  one  should 
undertake  it  who  is  not  ready  to  do  the  latter  at  a  moment's 
notice, if  a  complication  sets  in  which  may  necessitate  this.  The- 
work  requires  greater  skill  and  more  endurance,  as  well  as  a 
greater  degree  of  sensitiveness  in  touch,  than  the  abdominal 
work,  but  these,  it  seems  to  me,  are  the  greatest  objections  which 
can  1)6  brought  against  it  from  a  practical  standpoint. 

I.     SECONDARY    OPERATION    FOR    RECURRENT   CANCER   OF 
THE    BREAST. 

The  patient,  aged  50  years,  had  been  operated  upon  six 
months  previously,  and  now  presented  herself  with  a  nodule  in 
the  site  of  the  scar.  The  operation  consisted  in  taking  away^ 
the  entire  pectoral  structures  to  the  bones  on  the  aiiected  side,, 
severing  the  muscles  at  their  origin  and  insertion,  and  cleaning 
out  all  soft  parts  surrounding  the  vessels  in  the  axillary  space. 
The  parts  removed  were  taken  away  in  one  piece  according  to 
the  method  advocated  by  Dr.  Halstead,  of  Baltimore. 

II.     MALIGNANT    DISEASE    OF   THE    UTERUS    COMPLICATED    WITH 

PELVIC    ABSCESS    AND    BILATERAL    PVOSALPINX  ; 

RADICAL    VAGINAL    OPERATION. 

The  patient  aged  about  50  years.  Owing  to  her  inability  to 
speak  anything  but  Italian,  she  gave  a  rather  indefinite  history 
of  her  illness,  pain  in  the  lower  abdomen  and  back  being  the 
only  features  elicited.  It  was  determined  upon  examination 
that  she  had  a  very  large  uterus,  softened  in  consistence,  and 
that  the  pelvis  was  filled  out  by  a  semi-fluctuating  tumor  which 
upon  exploratory  puncture  showed  the  presence  of  pus.  The 
radical  vaginal  operation  was  performed  with  great  difficulty. 
The  interior  of  the  uterus  was  found  to  be  filled  with  a  soft  tu- 
mor ab'jut  ten  centimetres  in  diameter,  which  was  shown,  as  per 
appended  microscopical  examination,  to  be  a  sarcoma.  It  was 
subsequently  shown  that  the  left  ureter  was  injured  during  ope- 
ration. The  i^rimary  result  from  the  vaginal  operation  was- 
otherwise  excellent. 
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Microscopical  examination. — Sections  made  from  the  neo- 
plasm received  from  Dr.  Boldt  showed  that  the  growth,  taken  as 
a  whole,  was  of  the  connective-tissue  type.  It  was  made  up  in 
part  of  irregularly  interlacing  bands  of  white  fibrillated  connec- 
tive tissue  and  smooth  muscle  fibres.  The  major  part  of  the 
growth  was  made  up,  however,  of  embryonic  connective-tissue 
cells,  some  of  which  were  spindle  in  shape  while  others  were 
round  in  outline,  and  in  both  instances  the  cells  were  embedded 
in  a  homogeneous  matrix.  In  some  places  the  spindle  cells 
were  arranged  in  uniform  bundles,  as  is  common  in  typical 
spindle-celled  sarcomata.  In  other  instances  the  cellular  ele- 
ments were  arranged  in  a  more  or  less  alveolar  form,  masses  of 
the  round  and  spindle  cells  being  separated  from  each  other  bj 
thin  bands  of  fibrillated  connective  tissue.  This  alveolar  ar- 
rangement was  so  well  defined  at  some  points  that  the  section 
strongly  resembled  tliat  of  a  carcinomatous  growth.  But  a 
careful  study  of  the  cellular  elements  proved  conclusively  that 
they  were  of  the  connective-tissue  and  not  of  the  epithelial 
class.  This  peculiar  arrangement  at  places  resembled  very 
closely  the  condition  found  in  chronic  inflammation  of  the  endo- 
metri  um. 

Another  noticeable  feature  of  the  growth  was  the  abundant 
vascular  supply,  which  was  in  the  form  of  dilated  vessels  re- 
sembling arterioles,  the  walls  of  which  were  thickened  and  in  a 
state  of  hyaline  transformation.  There  was  not  the  abundant 
development  of  thin-walled  capillaries  and  small  hemorrhagic 
foci  which  are  often  found  in  rapidly  growing  sarcomatous 
growths. 

The  neoplasm  should  be  classed  as  lio-sarcoma  of  composite 
nature,  as  it  is  not  made  up  wholly  of  any  one  predominating 
type  of  tissue,  but  is  composed  of  various  forms  of  the  connec- 
tive-tissue substance  group,  variously  arranged  as  to  quantity  and 
distribution  throughout  the  new  formation  of  tissue. 

III.    CANCER    OF   THE    UTERCJS    BEGINNING    IN    THE   CERVICAL    CANAL. 

The  specimen  was  removed  per  vaginam  from  a  patient  aged 
40.  Beyond  the  fact  that  there  was  extensive  pelveo-peritonitis 
to  such  a  degree  that  the  operation  was  made  exceedingly  diffi- 
cult, there  was  nothing  noteworthy  in  the  case. 

IV.    CANCER    OF    THE    VAGINAL    PORTION, 

The  vagina  was  infiltrated  in  its  upper  third,  as  were  also  the 
broad  ligaments  near  the  cervical  attachment.  The  operation 
was  begun  with  resection  of  the  upper  two  thirds  of  the  vagina, 
and  then  the  lower  portion  of  the  resected  vagina  was  closed  with 
a  continuous  suture  to  prevent  any  detritus  from  coming  into 
contact  with  the  field  of  operation.  The  rest  of  the  operation 
was  performed  in  the  usual  way. 
28 
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V.    UTERUS    REMOVED    PER    VAGINAM    FOR    RECURRENT    ADENOMA. 

Previous  curettings  had  no  effect  upon  the  raetrorrhagia,  save 
to  stay  it  temporarily. 

VI.  AND    VII.    TWO  MYOFIBROMATOUS   UTERI    REMOVED  PER  VAGINAM, 

In  both  cases  pain  in  the  pelvis,  preventing  the  patients  from 
attending  to  their  usnal  duties,  was  the  indication  for  operation. 
Both  patients  were  out  of  bed  within  one  week. 

VIII.    TUBAL    GESTATION    AFTER    ^UPTURE    REMOVED    PER    VAGINAM. 

The  patient,  aged  36,  was  seen  in  consnltation,  with  the  his- 
tory that  is  common  to  extrauterine  pregnancy.  She  was  ex- 
ceedingly anemic.  A  rapid  and  feeble  pulse  with  slight  eleva- 
tion of  temperature.  Examination  showed  that  the  uterus  was 
enlarged.  The  cul-de-sac  was  slightly  pouched  out  into  vagina, 
which  was  an  evidence  in  this  instance  of  a  large  effusion  of 
free  blood  in  the  peritoneal  cavity.  Operation  per  vaginam 
about  two  hours  subsequently.  I  decided  to  operate  in  this 
manner  for  two  reasons :  first,  the  abdominal  parietes  were 
very  fat ;  and,  second,  I  saw  no  reason  why  we  should  not  be 
able#to  operate  per  vagi u am  as  well  in  tubal  gestation  as  for 
other  conditions.  The  operation  proved  successful  in  every 
respect.  The  placenta  is  still  shown  adherent  in  the  removed 
Fallopian  tube.  Gestation  had  advanced  to  the  tenth  week.  I 
believe  this  to  have  been  the  first  case  of  its  kind  premeditated 
to  be  operated  upon  per  vaginam  in  this  country.  1  subse- 
quently read  of  Diihrssen,  of  Berlin,  having  performed  the  ope- 
ration under  similar  circumstances  about  two  weeks  prior  to  my 
operation. 

]X.    TUBAL    gestation;    TUBAL    ABORTION. 

The  gestation  had  in  this  case  also  advanced  to  the  tenth 
week.  The  patient's  condition  at  the  time  of  consultation  was 
still  (juite  favorable,  and  it  was  decided  to  transfer  her  to  the 
ho.spital  and  operate  at  once,  as  in  the  previous  case.  Every- 
thing had  been  put  in  readiness  for  the  procedure,  but  at  the 
last  moment  the  patient  declined  to  be  operated  upon  until  the 
following  uKjruing.  Upon  my  arrival  I  found  the  patient  jirac- 
tically  pulseless  and  completely  blanched,  indicating  that  a  fresh 
hemorrhage  had  taken  place  during  the  night.'  The  operation 
was  commenced  per  vaginam,  practically  without  an  anesthetic 
owing  to  the  unfavorable  condition  of  the  jvatient,  and  at  the 
same  time  saline  transfusion  was  commenced.  It  seemed  evi- 
dent upon  cutting  through  the  cul-de-sac,  from  the  very  large 
amount  of  fresh  blood  coming  from  the  peritoneal  cavity,  that 
hemorrhage  was  still  in  progress,  and  I  did  not  think  that  I 
would  be  able  to  control  it  sufficiently  raj)idly  per  vaginal  ope- 
ration as   by  an  alxlominal  .-ection.      I  therefore  immediately 


NEW    YORK    OBSTETRICAL    SOCIETY.  435 

opened  the  abdomen  and  in  about  a  minute  I  bad  the  bleeding 
tube  under  control.  The  specimen  shows  verv  prettilj  the  tubal 
abortion  in  progress.  The  embryo  was  found  free  in  the  peri- 
toneal cavit}-.  Although  the  patient's  condition  was  better  when 
taken  off  the  table,  owing  to  live  pints  of  salt  water  having  been 
infused  subcutaneously,  the  improvement  did  not  last,  she  dying 
from  acute  anemia  thirty-six  hours  subsequently.  The  most 
interesting  feature  in  this  case  lies  in  the  fact  that  the  patient 
did  not  have  a  single  one  of  the  characteristic  features  of  tubal 
gestation.  The  diagnosis  was  ba*ed  entirely  upon  the  presence 
of  a  tumor  beside  the  uterus  and  slight  enlargement  of  this 
organ,  extreme  anemia  with  feeble  pulse. 

X.    A    LARGE    CYSTIC    OVARY    REMOVED    PER    VAGINAM. 

Pain  was  the  indication  for  operation.  The  patient  was  out 
of  bed  within  a  week. 

XI.    OVARIAN    ABSCESS  ;    PYOSALPINX    REMOVED    PER    ABDOMINAL 

SECTION. 

The  patient,  aged  30,  had  had  numerous  attacks  of  pelvic 
peritonitis.  Upon  examination  the  uterus  was  found  to  the  left 
of  the  median  line  and  the  whole  pelvis  was  filled  out  by  a  pel- 
vic exudation,  most  marked  on  the  right  side.  All  the  pelvic 
organs  being  firmly  matted  together,  I  was  led  to  believe  that  I 
could  save  the  left  adnexa,  hence  1  preferred  to  open  the  abdo- 
men. Tlie  intestines  were  tightly  adhei-ent  to  the  pelvic  or- 
gans, and  the  enucleation  of  the  right  adnexa  proved  a  very  dif- 
ficult task.  Altliough  the  left  adnexa  were  adherent  and  the 
canal  of  the  Fallopian  tube  not  patent  at  the  abdominal  ex- 
tremity, the  fimbriae  being  turned  into  the  tube,  they  were  finally 
peeled  out,  the  adhesion  broken,  and  the  canal  made  patent.  A 
drainage  tube  was  inserted.  The  ovarian  abscess  has  no  connec- 
tion with  the  tubal  abscess,  and  the  abscess  is  multiple,  the  com- 
partments being  separated  from  each  other  by  fibrous  connec- 
tive tissue. 

XII.    VAGINAL    HYSTERECTOMY    FOR    PUERPERAL    SEPSIS. 

The  specimen  shows  the  usual  pathological  conditions  found 
in  such  cases,  and  the  result  was  as  customary  in  such  instances 
— namely,  fatal. 

XIII.    LARGE     OVARIAN     TCTMOR     WITH     UNIVERSAL     ADHESIONS     AND 
MALIGNANT    DEGENERATION    OF    THE    RETROPERITONEAL    GLANDS. 

The  specimen  was  removed  from  a  patient  aged  48  years,  al- 
though in  appearance  she  was  about  70.  Convalescence  is  in 
progress. 

XIV.    A    LARGE    SARCOMA    OF    THE    RECTI    ABDOMINIS. 

The  tumor  was  removed  from  a  patient  aged  41  years.     Upon 
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examination  the  case  promised  to  be  one  in  which  a  favorable 
result  should  be  expected.  Upon  operation,  however,  it  was 
found  that  the  entire  muscle  from  origin  to  insertion  must  be 
resected,  and  after  removal  of  the  tumor  the  approximation  of 
the  peritoneum  became  impossible  from  the  fact  that  a  large 
part  of  this,  which  had  been  firmly  nnited  to  the  neoplasm,  had 
to  be  removed.  The  patient  suddenly  died,  about  twelve  hours^ 
after  operation,  from  heart  failure. 

SIX    CASES    OF    VAGINAL    HYSTERKCTOMY    FOR    CHRONIC    AND 
RECURRENT    PELVEO-PERITONITIS. 

In  three  of  the  patients  of  whom  the  specimens  are  presented 
the  tubes  and  ovaries  had  been  removed  l)y  other  operators 
without  producing  any  beneficial  effect.  The  symptoms  of 
which  the  patients  complained  were  various  pelvic  pains,  back- 
ache, and  sundry  refiex  aches  and  pains  ;  in  addition  to  these 
they  had  had,  prior  to  the  performance  of  the  operation,  severe 
dysmenorrhea. 

With  the  specimens  it  is  in  place  to  say  a  word  from  the 
clinical  side  of  these  and  similar  cases.  I  will  first  consider  the 
cases  which  had  been  operated  upon  previously.  They  come 
from  the  hands  of  three  different  operators,  who,  in  my  estima- 
tion, justly  deserve  the  prominence  and  reputation  which  they 
have  as  leading  gynecologists.  I  believe  that  specimens  should 
not  l)e  taken  as  guides,  as  far  as  their  pathological  changes  are 
concerned,  in  passing  judgment  as  to  the  justifiability  of  a  re- 
spective operation.  In  these  instances  I  have  no  doubt  but  what 
the  adnexa  remov^ed  did  not  show  sufficient  lesions  to  warrant 
the  operations,  and  yet  I  am  sure  that  the  complaints  of  the  pa- 
tients were  such  that  any  one  into  whose  hands  the  jiatients 
would  have  fallen  would  have  advised  the  same  course  which 
had  been  adopted  i)y  the  operators  in  question,  after  ascertaining 
how  futile  other  methods  of  treatment  were  in  these  special 
cases.  1  do  not  want  to  be  understood  as  sanctioning  every 
operation  of  this  nature  just  because  the  patients  are  complain- 
ing of  pain  ;  to  the  contrary,  I  do  not  ever  consider  it  justifiable 
to  subject  a  woman  to  such  an  operation  unless  there  are  gross 
pathological  changes  which  do  not  yield  to  other  treatment ;  yet 
there  are  exceptions  to  this  rule,  and  I  believe  that  the  physician 
in  charge  of  any  one  case  should  be  the  one  to  decide  the  matter, 
provided  lie  is  a  man  of  sufficient  experience.  I  have  touched 
upon  this  matter  because  the  patients  here  alluded  to  were  pri- 
marily in  care  of  colleagues  against  whom  the  accusation  has 
been  made,  in  an  off-hand  way,  that  they  removed  adnexa  with- 
out sufficient  indication.  Such  remarks  are  not  justifiable  to 
the  extent  to  which  they  are  frccpiently  made.  The  cases 
show,  on  the  other  hand,  the  desirability  and  the  advantage  of 
doing  such    operations  per  vaginam  and  of  doing  the  work  in 
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a  radical  manner — i.e.^  removal  of  the  uterus  at  the  same  time, 
instead  of  the  adnexa  alone. 

Had  this  course  been  pursued  the  patients  would  have  been 
spared  a  second  operation,  thej  would  have  been  without  an 
abdominal  scar,  and  they  would  have  made  a  more  rapid  conva- 
lescence in  the  tirst  place. 

I  now  enter  upon  the  details  of  two  cases,  here  presented  as 
examples  of  the  average  : 

Case  I. — Mrs.  U.,  31  years  old.  has  had  live  children,  the  last 
fifteen  months  ago.  Since  then  the  patient  has  had  pelveo-peri- 
tonitis,  which  prevented  her  from  attending  to  her  household 
duties,  especially  as  she  had  during  this  time  several  acute  exa- 
cerbations. Treatment  which  she  received  from  other  source 
was  without  benctit.  Complicating  the  pelvic  disease  there  was 
organic  cardiac  disease  (mitral  and  aortic)  of  such  extent  that  it 
was  advisable  to  abstain  from  impregnation.  It  was  this  factor 
which  influenced  me  in  deciding  upon  a  radical  vaginal  opera- 
tion as  much  as  the  existing  chronic  metritis  and  pelveo-perito- 
nitis.  The  convalescence  was  ideal,  the  patient  leaving  the  hos- 
pital at  the  beginning  of  the  fifth  day  after  operation. 

Case  IT. — The  specimen  shows  nicely  the  disadvantage  of 
certain  technical  detail.  It  was  procured  from  a  patient,  24 
years  old,  who  had  the  adnexa  removed  per  abdominal  section 
six  mouths  prior  to  her  seeking  advice  in  my  clinic.  The  pel- 
vic pains  were  increased  instead  of  being  diminished  after  the 
operation.  Bimanual  examination  revealed  nothing  definite  be- 
yond some  perimetritic  bands  in  the  pelvis  behind  and  to  the 
sides  of  the  uterus.  Although  reluctant  to  undertake  any  ope- 
rative interference,  owing  to  the  lack  of  any  more  definite 
pathological  lesion,  as  evident  upon  examination,  I  was  induced 
to  do  so  by  a  distinguished  confrere  who  happened  to  be  with 
me  at  the  time.  It  was  a  good  argument  to  use  that  inasmuch 
as  the  adnexa  had  already  been  removed  the  uterus  was  of  no 
further  use  to  the  patient,  and  the  operation  would  not  be  apt 
to  have  any  but  a  beneficial  effect.  As  will  be  seen  by  the 
specimen,  the  procedure  was  fully  justifiable.  In  the  first  place, 
there  are  the  braided  silk  ligatures,  around  which  on  either  side 
an  exudate  had  formed  ;  then  on  the  right  side  a  large  portion 
of  the  Fallopian  tube  was  not  removed,  probably  owing  to  the 
inflammatory  product  at  the  horn  of  the  uterus,  which  is  also 
well  shown  in  the  specimen.  In  addition  the  omentum  was 
rolled  up  in  a  ball  and  adherent  near  the  former  site  of  the  left 
ovary,  thereby  producing  reflex  symptoms. 

Dr.  George  M.  Edebohls  had  had  an  experience  somewhat 
similar  to  that  in  Case  14.  It  occurred  in  his  first  case  of  ven- 
tral hernia,  one  of  long  standing,  constituting  an  enormous  en- 
terocele.  After  he  had  cut  throusjfh  the  integument  covering 
the  tumor  and  the  hernial  sac,  he  found  that  there  was  not  room 
enonorh  within  the  abdominal  walls  to  accommodate  the  enor- 
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mons  mass  of  intestines,  etc.,  which  had  so  long  been  out.  He 
sewed  the  skin  together  over  the  tumor,  leaving  matters  as  be- 
fore operation.  The  integument  later  gave  way  and  the  patient 
died.  He  had  found  a  record  of  similar  experiences  on  the  part 
of  a  number  of  operators.  It  had  taught  him  not  to  interfere  in 
cases  of  large  old  hernia  until  he  had  assured  himself  that  there 
was  room  enough  within  the  abdomen  to  permit  of  the  abdomi- 
nal walls  being  brought  together  over  the  hernial  contents. 
This  could  be  done  by  reducing  the  hernia  as  far  as  po!«sible,  and 
gi'asping  the  margins  of  the  hernial  aperture  with  the  fingers  on 
either  side  to  determine  whether  they  could  be  brought  together 
in  the  median  line  over  the  tumor.  If  this  could  not  be  done  he 
declined  to  operate.  Dr.  Buldt's  case  had  differed  from  his  own 
in  that  he  had  been  compelled  to  resect  a  portion  of  the  muscu- 
lar walls  for  sarcomatous  growth,  yet  the  two  cases  were  similar 
in  that  the  patients  had  died  on  account  of  inability  to  close  the 
walls  over  the  intestines. 

Dr.  W.  M.  Polk  said  with  i-egard  to  the  cases  of  suppurative 
disease  of  the  appendages,  which  he  had  seen  Dr.  Boldt  operate 
upon,  that  the  results  obtained  confirmed  his  former  imi)ressions 
of  the  value  of  the  method  employed.  The  question  had  been 
very  appropriately  raised  as  to  the  desirability  of  employing 
this  particular  procedure  in  cases  in  which  a  portion  of  the  ad- 
nexa  was  to  be  retained.  He  must  confess  that,  with  the  uterus 
in  position,  he  was  not  convinced  that  the  vaginal  was  always 
the  better  way  for  attacking  these  cases.  The  al)dominal  route 
had  advantages,  but  at  the  same  time  the  operation  through  the 
anterior  cul-de-sac  also  had  advantages,  and  for  the  present  he 
must  admit  that  he  had  not  definitely  settled  in  his  own  mind 
which  was  the  best  course  to  pursue  in  this  class  of  cases.  It 
was  probal)le,  however,  that  different  cases  would  be  found 
which  were  best  met  by  different  methods. 

Dk.  F.  IIenrotin,  of  Chicago  (present  by  invitation),  said  he 
felt  some  diffidence  in  speaking  upon  the  subject,  but,  since  he 
was  perhaps  the  first  in  this  country  to  operate  through  the 
vagina  for  the  removal  of  the  uterus  and  adne.xa  in  suppurative 
diseases,  he  would  avail  himself  of  tiie  invitation  and  say  a  few 
word.-^.  He  thoui^htthis  method  of  operating,  like  all  other  pro- 
cedures, required  considerable  discrimination  in  the  selection  of 
cases.  It  would  not  do  to  take  too  positive  ground  and  operate 
upon  everything  per  vaginam.  H  we  did  this  we  would  do 
some  bungling  work  at  times  and  operate  through  this  channel 
where  we  nrirht  better  have  opened  the  abdomen.  Yet  there 
was  a  large  tiild  f<»r  the  method. 

Vaginal  hysterectomy  for  incurable  disease  affecting  the  ad- 
nexa  of  both  sides  was  an  operation  which  was  bound  to  live. 
It  possessed  advantages  over  the  abdominal  procedure,  and  cer- 
tainly was  Jis  unif'»rinly  successful.  But  it  was  a^piestion  in  the 
minds  of  many  men   whether  the  treatment   was  applicable  to 
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unilateral  disease,  or  to  bilateral  disease  where  one  side  was  less 
affected  than  the  other.  Where  there  were  many  adhesions  it 
seemed  to  him  conservative  work  was  more  difficult  in  operating 
through  tlie  vagina  than  in  operating  through  the  abdomen. 
The  reason  wh}^  judgment  should  be  reserved  was  tliat  we  had 
much  to  learn  regarding  the  manipulations  necessary  to  the 
greatest  success.  He  believed  that  Jacobs  and  some  others  had 
obtained  such  skill  through  extensive  experience  that  they  were 
able  to  do  work  through  the  vagina  which  those  without  much 
experience  could  only  do  with  much  less  satisfaction.  It  had 
been  three  or  four  years  since  the  speaker  had  first  advocated 
removal  of  the  uterus  for  bilateral  periuterine  suppuration. 
The  ground  which  he  then  took  was  that  which  he  held  most 
emphatically  to-day. 

Dr.  a.  p.  Dudley  said  he  did  not  consider  the  operation  for 
removal  of  the  diseased  appendages  through  the  vagina  a  new 
method.  There  were  cases  on  record  in  the  Woman's  Hospital 
on  which  Dr.  Thomas  had  operated  by  this  method  as  far  back 
as  1881.  He  and  Dr.  Goffe  had  attended  some  of  the  women  at 
that  time  from  whom  Dr.  Thouias  had  removed  the  appendages 
through  the  vagina  for  bilateral  disease.  It  was  not,  therefore, 
a  new  operation,  but  simply  a  revival  of  an  old  one. 

Dr.  p.  F.  Chambers  remarked  that  he  had  assisted  Dr.  Thomas 
remove  the  ovaries  per  vaginam  ten  or  twelve  years  ago.  There 
was  a  series  of  fifteen  or  twenty  cases  which  he  had  so  ojDerated 
upon  at  that  time  and  with  very  good  results,  yet  he  had  given 
up  the  method  and  had  since  operated  through  the  abdomen 
unless  in  exceptional  cases. 

Dr.  E.  E.  Tull  had  found  that  the  space  gained  in  incising 
the  vagina  for  removal  of  tumors  without  doing  hysterectomy 
was  much  greater  when  one  carried  the  incision  as  much  as  an 
inch  and  a  half  below  the  cervix  posteriorly.  Through  such  an 
incision  it  was  possible  to  introduce  the  whole  hand  and  to  re- 
move a  tumor  over  three  inches  in  diameter,  as  he  had  done  in 
a  case  only  two  weeks  ago. 

TWO    CASES   OF   FIBROID   OF   THE    UTERUS. 

Dr.  W.  M.  Polk  presented  two  specimens,  one  of  large  tibroid 
of  the  uterus  removed  through  the  vagina  by  morcellation,  the 
other  a  somewhat  larger  tumor  removed  entire  through  the 
abdomen.  The  first  case  was  interesting  in  the  fact  that  not- 
withstanding the  hardness  and  size  of  the  tumor,  about  that  of 
a  gravid  uterus  in  the  fifth  month,  it  was  removed  without  great 
difficulty,  although  the  operation  lasted  about  an  hour  and  forty 
minutes.  The  duration  of  the  operation  in  the  other  case  was 
shorter,  being  less  than  an  hour,  yet  the  patient  had  not  done  as 
well  as  the  first,  but  both  had  recovered.  The  method  of  ope- 
rating in  the  vaginal  case  was  to  attack  the  tumor  by  making 
spiral  incisions  into  its  interior,  removing  the   pieces  and  thus 
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causing  it  to  collapse,  making;  it  then  easy  to  remove  the  outer 
parts.  The  operation  was  easier  in  shallow  wide  pelves  than  in 
deep  narrow  ones.  Where  the  tumor  was  hard,  and  larger  than 
one's  head,  as  in  his  second  case,  it  might  be  better  to  operate 
tlirongh  the  abdomen. 

In  reply  to  Dr.  Dudley's  interrogatory  Dr.  Polk  said  he 
ligated  the  uterine  arteries.  Clamps  could  be  used,  but  in  long 
operations  they  might  be  in  the  way  or  become  dislodged. 

Dr.  G.  C.  Fkeeb'jrn  reported  that  the  specimen  presented  by 
Dr.  Currier  April  2d  was  found  on  microscopical  examination 
to  have  been  a 

TUBAL    PREGNANCY. 

Report  of  p  lihologlst. — Specimen  of  ovary  and  tube  pre- 
sented by  Dr.  A..  F.  Currier  at  meeting  of  the  Society  held 
April  2d,  1895. 

Mao'osGopic  examination. — The  specimen  consists  of  an  ovary 
and  tube,  with  a  portion  of  a  cyst  and  masses  of  blood  clot. 

The  ovary  is  of  an  elongated  oval  shape,  measuring  lifty-one 
by  twenty  five  by  twenty-four  millimetres  The  surface  is 
smooth,  except  at  the  external  end  where  it  is  slightly  corru- 
gated. The  uterine  third  of  the  tube  is  iirmly  adherent  to  the 
ovary,  the  adhesions  being  very  dense.  The  tube  has  been  cut 
open  longitudinally.  The  wall  of  the  cyst  is  thin,  its  external 
surface  rough  from  adhesions.  The  lumen  of  the  uterine  por- 
tion of  the  tube  opens  into  the  cavity  of  the  cyst,  which  is  ap- 
parently the  dilated  timi)riated  end  of  the  tube. 

MicroHGopie  examination. — The  uterine  end  of  the  tube  only 
shows  hyperplasia.  At  the  junction  of  the  tube  with  the  wall 
of  the  cyst,  embedded  in  blood  clot,  there  were  found  a  consid- 
erable numl)er  of  chorionic  villi.  The  wall  of  the  cyst  consists 
of  connective  tissue,  somewhat  laminated,  and  infiltrated  with 
blood. 

Anatom,ical  diagnosis. — Tubal  jiregnancy. 

G.  C.  Fkekhoun. 

PutJiohujiit. 

He  also  presented  two  specimens  as  pathological  curiosities. 
One  was  a  constricted  Fallopian  tnl)e  with  its  lumen  absolutely 
closed  at  the  constricted  point.  The  other  was  an  ovary  con- 
taining a  small  dermoid  the  size  of  a  pea. 

OVARIOTOMY    Ul'ON'    A    I'ATIE.VT    SIXTY-NINE    YEARS    OLD. 

Dr.  Au(justin  II.  (toelet  |)resented  a  specimen  of  ovarian 
cy>t  which  he  had  removed  from  a  patient  (>V»  years  old.  Its 
capacity  was  a  gallon  and  a  half,  and  tliere  was  degeneration  of 
the  walls,  which  were  very  thin  in  plat'i'>.  The  history  of  the 
case  is  as  follows  : 

Mrs.   E.,  ;et.   09    vears,  mother  of  six   children,  the  last   born 
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twenty-five  years  since  ;  menopause  occurred  at  45  years.  For 
the  past  three  or  four  years  she  has  been  troubled  with  pro- 
lapsus, which  during  tiie  last  year  became  so  annoying  as  to  re- 
quire attention.  It  was  then  discovered  that  there  was  a  cyst 
to  the  right  of  the  uterus  which  was  crowding  it  down  to  the 
vulva.  The  size  increased  rather  rapidly  during  the  last  few 
montlis  prior  to  the  operation.  She  had  been  a  constant  suf- 
ferer from  chronic  rheumatism  and  was  not  in  a  vigorous  con- 
dition. ^ 

Her  abdomen  was  constantly  distended  with  gas,  due  to  in- 
testinal indigestion,  before  she  was  placed  upon  special  diet  pre- 
paratory to  the  operation.  For  this  purpose  she  entered  his 
sanatorium  three  weeks  before,  and  the  result  at  the  time  of  the 
operation  showed  the  advantage  of  careful  preparation  in  these 
cases  prior  to  operation.  There  was  absolutely  no  distention  of 
the  intestines  to  interfere,  consequently  the  operation  was  com- 


Goelet's  vaginal  speculum. 

pleted    in   a  very  short  time,  to   the    great   advantage  of  the 
patient. 

The  operation  was  done  May  ISth.  Previous  to  opening  the 
abdomen  the  perineum  was  repaired.  The  time  occupied  by 
both  operations  was  thirty  minutes.  The  patient  has  not  had 
an  unfavorable  symptom  and  the  outlook  is  exceed indy  favor- 
able. ' 

VAGINAL    SPECULUM,    OR    PERINEAL    RETRACTOR. 

^    Dr.  AucxUstin  H.  Goelet  showed  his  vaginal  speculum,  which 
is  now  being  made  in  three  sizes  by  J.  Reynders  &  Co.,  two 
sizes  for  ordinary  office  work  and  one  size  having  a  short,  broad 
blade  for  operating. 
The  special  advantages  of  the  speculum  are,  viz. : 

1.  That  it  may  be  used  as  a  perineal  retractor  in  both  the 
dorsal  and  lateral  postures,  the  shank  joining  the  two  blades 
being  short  so  that  the  couch  does  not  interfere  with  its  use. 

2.  That  it  is  self-retaining  in  both  postures  without  the  sup- 
port of  the  hand. 

3.  That  it  is  smaller  and  lighter  and  in  every  way  more  con- 
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venient  than  the  ordinary  Sims  speculum,  which  it  is  intended 
to  supersede. 

4.  That  it  may  be  used  without  the  assistance  of  a  nurse  in 
both  dorsal  and  lateral  positions,  and  can  be  held  with  less 
fatigue  than  the  Sims  instrument. 

A   DOUBLE- CURRENT     UTERINE    IRRIGATOR     FOR     OPERATIVE    WORK, 

Presented  by  Dr.  Augustin  H.  Goelet. 
The  main  advantages  of  this  instrument  are: 

1.  That  it  is  much  longer  than  the  ordinary  irrigator,  being 
eight  iuches  from  the  point  to  the  opening  for  the  outflow,  con- 
sequently the  outflow  is  discharged  outside  of  the  vagina. 

2.  The  outer  tube  is  conical,  being  larger  at  place  of  exit  than 
at  the  other  end  which  occupies  the  uterine  canal.  The  point 
or  uterine  end  is  about  the  size  of  No.  21  F  scale,  and  at  the 
point  of  exit  it  measures  about  No.  28  F.  This  gradual  widen- 
ing of  the  outflow  tube  obviates  stoppage. 

3.  The  inner  tube  extends  to  the  point,  and  side  openings  are 
provided  for  the  inflow  in  case  the  opening  at  the  end  becomes 
blocked.  This  arrangement  likewise  permits  more  thorough 
irrigation  of  the  cavity.  Also,  if  the  point  should  be  directed 
against  the  entrance  of  the  Fallopian  tube  of  either  side,  escape 
of  the  fluid  from  the  side  openings  prevents  the  liability  of  its 
entering  the  tube. 

A  larger  and  loager  instrument  is  made  after  a  similar  design 
for  irrigating  the  puerperal  uterus, 

double-current  uterine  irrigator  for  office  work. 

Presented  by  Dr.  Augustin  II.  Goelet. 
Tlie  main  features  of  this  instrument  are  : 

1.  Tliat  it  is  small  enough  to  be  used  in  office  work  without 
previous  dilatation  with  the  steel  dilator.  Its  size  is  about  No. 
15  F  scale,  and  the  outer  tube  broadens  toward  the  outflow 
opening,  which  obviates  obstruction. 

2.  It  is  eight  inclies  long,  which  permits  the  outflow  to  escape 
outside  the  vagina. 

3.  The  intlow  discharges  from  the  point  and  through  lateral 
openings  as  well. 

4.  A  device  at  the  lower  end  or  handle  for  connectron  with  a 
rheophore  tip  permits  it  to  be  used  as  an  electrode  with  the 
negative  pole  wh'.;n  the  canal  is  too  narrow  for  it  to  enter  readily. 

Dr.  Joseimi  E.  .Ianvrin  presented  the  following  specimens 
with  histories : 

I.    DOUBLE    ovariotomy    FOR    CYSTIC    DEGENERATION    OF    BOTH 

OVARIES. 

Miss  K.,  aged  37  years,  consulted  nie  four  years  ago.     I  found 
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a  small  tumor  of  right  ovary  and  recommended  its  removal     She 
decided  to  wait  and,  as  I  learned  when  she  next  consulted  me 
early  m  April  of  this  year,  had  been  having  more  or  less  treat- 
ment by  electricity  for  nearly  the  entire  four  years      On  exami- 
nation m  Apn\  it  was  found  that  the  ovarian  growth  of  the 
right  side  had  increased  to  fully  three  times  its  size  of  four 
years   prior   date,  being   now  the  size  of  a  small   orange,  and 
that  a  smaller  growth  had  developed  in  the  left  ovary  also      The 
patient  had  begun  to  suffer  from  pain  and  emaciation,  and'o-ladlv 
accepted  the  proposition  to  enter  my  sanitarium  and  ha^e  the 
growths  removed.     April  22d  celiotomy  was  performed      The 
cysts  were  strongly  adherent  to  intestines,  and  the  walls,'  beine 
friable,  were  ruptured  during  their  enucleation.     The  contentl 
ot  some  of  the  cysts,  grumous  in  character,  were  disseminated 
into  the  pelvic  cavity.     Thorough  flushing-out  with  hot  water 
however,  removed  this    material,  and  an  iodoform  drain  from' 
lower  end   of   wound   was  inserted   and    the    abdomen  closed 
Gauze  drained  freely  for  twelve  hours  and  was  removed  at  end 
of  twenty-four  hours.     Patient  has  made  a  rapid  recovery 

One  of  the  cysts  of  the  right  ovary  shows  that  it  was  partially 
dermoid  m  character,  there  being  a  few  undeveloped  bony  frag- 
ments attached  to  the  inner  wall.  ^ 

II.     VAGINAL      HYSTERECTOMY,    ADENO-CARCINOMA     OF    THE    UTERUS. 

Miss  S.  S.  B.,  aged  60  years,  consulted  me  April  22d,  1895  on 
account  of  a  chronic  endometritis  which  has  existed  for  the  past 
two  years.  The  history  of  the  case  and  the  examination  com- 
pelled me  to  suspect  a  malignant  condition. 

Curettage  for  the  purpose  of  establishing  a  positive  diagnosis 
was  done  at  my  sanitarium  on  April  24th.  The  scrapings,  sub- 
mitted to  examination  by  Dr.  William  Yissman,  of  the  New 
lork  Polyclinic,  were  found  to  be  of  an  adeno-carcinomatous 
cnaracter. 

Yaginal  hysterectomy  was  done  on  May  2d  and  the  patient 
has  made  an  excellent  recovery.  I  present  the  specimen  simply 
to  go  on  record,  there  being  nothing  of  special  interest  in  the 
case. 

III.    VAGINAL    HYSTERECTOMY    FOR    REMOVAL    OF    UTERUS    AND 
MODERATE- SIZED    SUBPERITONEAL   FIBROID. 

Patient,  Mrs.  J.  K.,  aged  69  years,  has  had  four  children  and 
three  miscarriages.  During  past  three  years  has  had  severe 
menorrhagia  and  a  good  deal  of  pain.  Had  become  anemic  and 
unable  to  be  much  upon  her  feet  or  attend  to  her  household 
duties  Her  family  physician.  Dr.  John  F.  Kussell,  brought  her 
to  me  for  examination  April  29th  (this  year).  I  advised  vaginal 
hysterectomy  and   performed  the  operation  on  May  7th      The 
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uterus,  three  and  a  half  inches  in  depth,  and  having  the  tumor, 
about  the  size  of  a  small  lemon,  growing  from  its  left  anterior 
surface  just  above  the  line  of  the  internal  os,  was  readily  re- 
moved, and  the  specimen  is  presented  entire.  The  presence  of 
the  fibroid  did  not  in  any  way  complicate  the  operation.  The 
patient  has  made  an  excellent  recovery. 

CYST  OF  THE    DISTAL   END   OF   THE    LEFT    FALLOPIAN    TUBE    AND  CYS- 
TIC   DEGENERATION  OF   THE  RIGHT   OVARY    REMOVED  ONE   YEAR 
AFTER  THE  REMOVAL  OF  A  PORTION  OF  THE  LEFT  FALLOPIAN 
TUBE   AND    SMALL   CYSTS    FROM    THE    RIGHT   OVARY. 

Dk.  Ralph  Waldo  presented  the  specimens  with  the  follow- 
ing history : 

Mrs.  L.  G.,  set.  28,  began  to  menstruate  at  17  years  of  age, 
accompanied  with  severe  pain  in  the  back  and  abdomen,  more 
marked  in  the  right  side.  The  flow  was  profuse,  followed  by 
severe  prostration  which  was  scarcely  recovered  from  during  the 
interval  between  her  periods.  At  the  age  of  25  she  was  married, 
shortly  after  which  she  went  to  a  hospital  in  London  and,  from 
her  statement,  was  probably  curetted.  She  was  not  benefited  by 
this  operation  and  in  a  short  time  came  to  New  York,  where  she 
finally  sought  relief  in  one  of  the  large  hospitals,  and  the  reports 
of  that  hospital  state  that  she  complained  of  severe  pain  in  the 
right  side  (anteriorly  and  posteriorly)  and  difficulty  in  urination. 
February,  1894,  celiotomy  was  performed  and  cystic  ovaries,  sal- 
pingitis, and  uterine  adhesions  were  found.  A  portion  of  the 
left  tube  and  small  cysts  were  removed.  AVas  discharged  from 
the  hospital,  unimproved,  April  5tli,  1894.  She  steadily  grew 
worse,  and  March  9th,  1895,  was  admitted  to  Lel)anon  Hospital. 
She  was  scarcely  able  to  walk  and  complained  of  severe  pain  in 
the  lower  part  of  the  abdomen.  Urination  was  very  difficult 
and  as  a  rule  it  was  necessary  to  use  a  catheter.  It  was  always 
extremely  j^ainful  and  at  times  associated  with  convulsions. 
On  examination  a  large,  fluctuating  tumor  was  found  in  the  left 
iliac  region  and  extending  to  the  median  line.  The  tubes  and 
ovaries  were  also  found  enlarged. 

She  was  placed  on  tonic  treatment  and  it  was  necessary  to 
give  morphine  to  relieve  the  pain.  April  4th,  1895, under  ether 
narcosis,  celiotomy  was  performed,  the  abdomen  ])eing  opened 
one-quarter  of  an  inch  to  the  left  of  the  old  scar,  which  was  in 
the  median  line.  There  was  a  unilocular  cyst,  about  six  inches 
in  diameter,  formed  at  the  distal  end  of  the  left  Fallopian  tube 
and  firmly  adherent  to  the  left  ovary,  which  was  twice  its 
normal  size  and  the  seat  of  chronic  inflammation  ;  also  adherent 
to  the  l)ladder  in  front  and  intestines  behind.  The  adlie>i<»iis  to 
the  bladder  and  intestines  were  so  dense  that  it  was  necessary 
to  cut  them.  The  right  tul)e  and  ovary  were  very  adherent. 
Several  cysts  were  found  in  the  right  ovary,  one  of  whicli  was 
an  inch  in  diameter. 
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Both  tubes  and  ovaries  were  removed,  the  abdomen  was  irri- 
gated with  sterilized  water  and  closed.  Operation  lasted  fortj- 
live  minutes.  Twelve  hours  after  the  operation  urine  was  passed 
voluntarily.  Convalescence  has  been  uneventful,  primary  union 
having  taken  place  in  the  abdominal  wound. 

These  specimens  which  I  present  to  you  prove  that  in  thi& 
instance,  at  any  rate,  the  removal  of  a  portion  of  a  tube  and 
cysts  from  an  ovary  that  is  the  seat  of  cystic  degeneration  was 
not  successful  in  curing  the  patient.  Whether  "or  not  this  is 
the  case  in  other  instances  remains  to  be  proved. 

Dr.  a.  H.  Goelet  read  a  paper  on 

THE   TREATMENT    OF    METRITIS    AND    ENDOMETRITIS.* 

Dr.  W.  R.  Pryor  thought  the  paper  was  the  most  gratifying 
one  which  he  had  ever  heard  read  by  Dr.  Goelet.  Three  years 
ago  the  author  had  had  nothing  to  suggest  except  electricity. 
For  one  he  was  glad  to  welcome  him  into  the  surgical  ranks  in 
the  treatment  of  diseases  of  women.  He  now  had  a  speculum, 
he  had  an  irrigator,  and  also  a  curette.  When  he  should  come 
to  omit  the  use  of  strong  antiseptics,  and  give  the  embryonic 
membrane  a  chance  to  grow  after  the  surgical  treatment,  his 
success  would  be  still  greater.  It  was  certainly  most  pleasing 
to  have  Dr.  Goelet  amongst  the  surgical  gynecologists,  for  he 
was  their  most  bitter  opponent  three  years  ago. 

Dr.  H.  N.  Yineberg  took  issue  with  the  author  regarding  the 
treatment  of  specific  acute  endometritis,  by  which  he  supposed 
he  meant  acute  gonorrheal  endometiitis.  Dr.  Yineberg  thought 
better  results  were  obtained  when  such  cases  were  let  alone  than 
when  any  form  of  interference  was  instituted.  It  was  well 
known  that,  as  a  rule,  gonorrheal  endometritis  (or,  to  be  more 
exact,  endocervicitis)  was  rather  benign,  in  so  far  that  if  it  were 
let  alone  it  would  not  go  beyond  the  internal  os.  It  was  mostly 
in  cases  in  which  it  had  been  interfered  with  in  the  acute  stage 
that  it  extended  into  the  uterine  cavity  and  to  the  tubes  and 
ovaries.  After  the  acute  stage  had  subsided  and  the  chronic 
form  had  set  in,  if  the  endometrium  was  affected  he  thought 
curettage  and  drainage  would  then  probably  be  the  best  mode 
of  treatment.  But  in  the  acute  stage  such  treatment  would  be 
faulty. 

Dr.  E.  L'H.  McGinnis  thought  the  author  had  covered  the 
ground  very  well  indeed.  He  had  struck  the  keynote  in  saying 
that  different  kinds  of  treatment  should  be  applied  to  the  differ- 
ent varieties  of  cases.  It  did  not  seem  to  him  advisable  to  lay 
down  any  cast-iron  rule  for  the  treatment  of  metritis  or  endo- 
metritis by  any  one  method.  The  conditions  varied  so  much 
that  he  thought  the  treatment  should  be  varied  too. 

Dr.  McGinnis  said  he  had  had  no  reason  to  complain  of  elec-^ 

'  See  original  article,  p.  391. 
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tricity  in  the  treatment  of  endometritis  and  of  metritis,  but  he 
should  certainly  hesitate  to  use  either  the  faradic  or  the  galvanic 
current  where  there  was  gonorrheal  inflammation,  septic  trouble, 
or  pus.  But  one  met  constantly  with  cases  which  were  free 
from  sepsis  and  from  gonorrheal  inflammation,  and  in  these  he 
had  obtained  excellent  results  from  the  intrauterine  use  of  elec- 
tricity. For  his  own  part  he  had  preferred  to  use  the  positive 
pole  to  the  negative  of  the  galvanic  battery  in  these  cases.  He 
had  had  little  experience  with  faradism  in  the  treatment  of  me- 
tritis and  endometritis,  having  been  so  well  satisfied  with  gal- 
vanism. 

Dr.  George  T.  Harrison  would  take  issue  with  one  of  the 
critics,  Dr.  Yineberg.  The  method  of  treating  acute  gonorrheal 
infection  of  the  uterus  referred  to  in  the  paper  was  first  sug- 
gested, he  believed,  by  a  member  of  this  Society,  Dr.  Polk.  At 
that  time  it  was  regarded  as  a  very  daring  innovatioji.  But  Dr. 
Harrison  believed  that  if  one  treated  the  endometritis  during  the 
early  stage  he  might  prevent  his  patient  from  having  pyosal- 
pinx.  He  thouglit  Dr.  Vineberg  had  been  guilty  of  a  contra- 
diction in  terms,  for  he  had  started  out  by  speaking  of  the  treat- 
ment of  gonorrheal  endometritis  and  then  immediately  stated 
that  if  it 'were  let  alone  it  would  not  get  beyond  the  internal  os. 
Of  course  if  there  was  endometritis  the  inflammation  had  al- 
ready passed  the  internal  os.  The  disease  having  passed  the  in- 
ternal OS,  Dr.  Harrison  was  of  opinion  that  active  intervention 
was  indicated  in  order  to  i)revent  it  from  spreading  to  the  Fallo- 
pian tubes.  All  would  admit  that  this  was  one  of  the  most 
unsatisfactory  forms  of  endometritis  which  we  were  called  upon 
to  treat.  Curettage  might  be  done  and  new  membrane  form 
under  irrigation,  yet  the  patient  would  not  be  found  cured  of 
her  discharge.  The  only  way  to  effect  a  cure  in  many  in- 
stances was  to  use  strong  caustics,  such  as  chloride  of  zinc. 

Regarding  ordinary  forms  of  endometritis,  the  treatment  em- 
ployed by  Dr.  Goelet  was  that  which  he  used  and  which  he  be- 
lieved constituted  the  ordinary  practice.  He  should  suppose, 
however,  that  the  author's  treatment  was  more  prolonged.  He 
had  not  himself  found  it  necessary  to  keep  patients  under  ob- 
servation so  long  or  require  them  to  come  to  his  office  every 
two  or  three  days. 

Dr.  Laptiiorn  Smith,  of  ^lontreal (present  by  invitation),  said 
he  had  used  both  methods  of  treatment  of  endometritis  de- 
scribed in  the  pai)er.  In  hospital  cases  lie  employed  rapid  dila- 
tation, curettage,  and  the  a|)plication  of  pure  carbolic  acid  and 
iofline,  equal  parts  of  each,  to  every  part  of  the  endometrium, 
after  which  he  packed  the  uterus  with  gauze.  H,  however,  the 
patient  came  to  his  office  and  was  opposed  to  operations  he  used 
intrauterine  galvanism.  After  an  experience  of  five  or  six 
years  with  these  two  methods  of  treatment,  employed  in  about 
an  equal    number  of  cases,   he   must  say  that  the  results  from 
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electricity  had  been  just  about  as  good  as  those  from  operative 
treatment.  Yet  he  preferred  operative  treatment,  for  it  was 
quick,  requiring  only  about  lialf  an  hour,  whereas  the  electrical 
treatment  required  half  a  dozen  or  more  seances  and  was  at- 
tended by  some  little  trouble.  He  wished  to  corroborate  Dr. 
Goelet's  statement  as  to  the  necessity  for  carrying  out  the  elec- 
trical treatment  in  the  manner  suggested  by  Apostoli,  with 
strict  antisepsis.  A  good  many  had  tried  the  treatment  and 
had  abandoned  it,  but  they  had  failed  to  carry  out  all  the  anti- 
septic precautions.  Dr.  Smith  said  he  never  applied  the  two 
methods  of  treatment  in  the  same  case. 

Dr.  a.  p.  Dudley  said  there  were  some  points  in  the  paper 
with  which  he  must  take  issue.  They  did  not  relate  to  electrical 
treatment  exactly.  He  did  not  propose  to  discuss  that  part  of 
the  subject,  for  the  reason  that  he  thought  it  was  dying  a  natural 
death  and  he  did  not  wish  to  help  resuscitate  it.  But  there 
were  some  points  in  the  surgical  treatment  with  which  he  could 
not  agree.  As  he  had  said  a  good  many  times  before,  he  be- 
lieved that  simple  non-specific  catarrhal  endometritis  was  due  to 
passive  congestion  in  the  body  of  the  uterus.  Here  the  simplest 
form  of  treatment  applied  to  the  lining  membrane  would  prob- 
abl}'  prove  sufficient  after  the  cause  of  the  catarrhal  condition 
had  been  removed.  But  when  from  lack  of  treatment  such  a 
condition  had  passed  into  the  subacute  stage  we  usually  found 
the  lining  membrane  thickened  and  soft,  constituting  what  was 
called  a  fungous  state.  It  was  not  an  endometritis  in  the  true 
sense  of  the  word,  it  was  not  an  inflammation,  but  a  change  in 
the  mucous  membrane  induced  by  neglect  of  passive  congestion. 
For  such  a  condition  he  would  certainly  advocate  surgical  treat- 
ment— that  is,  dilatation  and  curettage.  He  also  used  carbolic 
acid,  finding  it  the  most  efficient  and  safest  apjjlication.  It  did 
not  burn  deep  enough  to  destroy  the  submucous  tissue  and  pre- 
vent restoration  of  healthy  mucous  membrane.  He  did  not 
pack  the  uterus  more  than  once.  In  his  opinion  it  was  not  good 
practice  to  make  traction  upon  the  organ  and  pack  it  everj 
other  day.  He  had  done  this  a  few  times  and  had  found  that 
the  gauze  soon  became  an  irritant,  so  that  there  was  a  discharge 
from  the  uterus,  not  alone  of  mucus,  but  of  mucus  mixed  with 
blood.  He  had  even  seen  salpingitis  result  from  such  meddle- 
some treatment. 

Regarding  senile  cases,  according  to  his  own  observation  the 
past  twenty  years  the  uterus  was  usually  hard  and  ineasui-ed 
from  three  to  three  and  a  half  and  even  four  inches  in  depth. 
As  long  as  the  diseased  state  remained  in  the  uterus  congestion 
would  continue  and  the  organ  would  fail  to  atrophy  and  return 
to  the  senile  size.  For  that  reason  he  invariably  dilated  the 
uterus,  usually  with  the  laminaria  tent,  which  had  been  carefully 
prepared  by  dipping  it  into  carbolic  acid,  drying  quickly,  then 
dipping  into  carbolized  vaseline  so  as  not  to  injure  the  uterine 
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tissue.  After  the  dilatation  the  cavity  was  thorough!}-  curetted, 
was  washed  out  once,  and  then  let  alone.  He  had  yet  to  see 
any  bad  results  from  such  work,  and  he  had  yet  to  find  it  neces- 
sary to  apply  electricity  to  any  of  those  cases. 

Dk.  H.  J.  BoLDT  asked  Dr.  Goelet  whether  he  used  packing 
with  iodoform  gauze  for  the  purpose  of  drainage.  Dr.  Goelet 
having  replied  in  the  affirmative.  Dr.  Boldt  said  this  was  an  error 
which  had  crept  widely  into  the  profession  ;  that  packing  the 
uterus  with  iodoform  gauze  after  curetting  did  not  drain  it  at  all. 
If  one  would  watch  such  cases,  placing  a  piece  of  cotton  with 
tannin  (the  test  tampon  of  Schultze)  in  front  of  the  cervix  after 
packing  the  cavity  of  the  uterus,  he  would  find  that  there  was 
no  drainage  at  all.  What  iodoform  gauze  accomplished  was 
simply  to  keep  the  canal  patent.  It  enlarged  the  uterus  slightly. 
There  was  a  secretion  forming  under  the  gauze  which  made  it 
appear  as  though  the  secretion  was  exuding  from  the  cavity  by 
drainage  through  the  gauze.  Asa  matter  of  fact,  however,  the 
gauze  did  not  drain  the  uterus. 

Dr.  Goelet  closed  the  discussion.  To  mention  the  last  point 
first,  he  would  ask  how  it  happened,  if  the  gauze  did  not  drain 
the  uterus,  that  the  packing  in  the  vagina  was  found  saturated. 
The  term  packing  was  a  misnomer.  lie  did  not  advocate  tight 
packing,  except  in  certain  conditions  to  stimulate  contraction  of 
the  uterus. 

Dr.  Boldt  replied  that  if  the  gauze  in  the  vagina  became  wet 
it  was  from  the  vaginal  secretions  and  not  from  the  uterine 
secretions. 

Dr.  Goelet. — The  saturation  of  the  gauze  is  not  caused 
wholly  by  vaginal  secretion,  for  it  is  frequently  found  saturated 
with  i)lood  which  oozes  from  the  uterus. 

Continuing,  Dr.  Goelet  said  the  conclusions  stated  in  hi 5  paper 
had  been  reached  after  considerable  experience  with  the  treat- 
ment of  metritis  and  endometritis.  He  would  say  that  elec- 
tricity would  un(|uestionably  cure  chronic  endometritis,  but 
curettage  and  irrigation  would  cure  it  much  more  quickly,  and 
for  that  reason  he  had  advocated  the  latter.  He  had  never  been 
opposed  to  any  operative  measure  when  it  was  the  best  method 
to  be  adopted.  He  had  written  a  great  deal  about  electricity 
because  it  was  a  new,  an  interesting  subject,  but  he  had  operated 
before  he  began  the  use  of  electricity,  and  continued  to  operate 
to-day. 

Regarding  the  let  alone  plan  in  gonorrheal  eiuiometritis,  ad- 
vocated by  oTie  speaker,  he  would  ask  the  gentleman  if  he  dis- 
posed of  his  cases  of  gonorrhea  in  the  male  in  the  same  way. 

Dr.  Goelet  had  hoped  there  would  be  more  discussion  upon 
the  after-treatment  of  endometritis  or  the  treatment  following 
operation.  This  was  very  necessary,  and  the  cases  in  which  it 
had  been  necessary  to  rejjeat  the  operation  were  those  in  whichy 
according  to  his  observation,  thi>  precaution  had  been  neglected. 
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The  lining  membrane  of  the  uterus  was  very  sensitive,  and  pent- 
up  mucus  or  shreds  of  membrane,  and  even  blood  clots,  would- 
cause  irritation  and  rekindle  the  inflammation.  Washing  out 
the  cavity  gave  relief  and  should  be  repeated  from  time  to  time 
until  the  mucous  membrane  became  healthy  and  mucus  or 
shreds  ceased  to  collect.  We  should  not,  then,  neglect  our  cases 
after  curettage,  but  shouki  follow  them  up  until  a  complete  cure 
had  been  obtained. 

Regarding  the  use  of  gauze,  in  some  cases  it  was  not  necessary 
to  reapply  it,  in  some  it  was,  while  there  were  other  cases  in 
which  it  need  not  be  used  at  all. 

Dr.  Dudley  had  said  that  he  did  not  use  electricity  but  he  did> 
use  carbolic  acid.  Dr.  Goelet  would  ask,  wliy  not  use  galvan- 
ism or  zinc  electrolysis,  which  were  better  and  safer  caustics  and 
would  cure  much  more  quickly  ?  As  to  electricity  dying  a  natural 
death,  the  speaker  knew  of  no  better  agent  for  relieving  conges- 
tion, which  Dr.  Dudley  had  said  maintained  the  endometritis, 
than  the  high-tension  faradic  current.  He  found  it  more  and 
more  useful  every  day,  and  did  not  doubt  but  what  Dr.  Dudley 
would  change  his  opinion  of  the  value  of  the  faradic  currentr 
if  he  would  only  try  it  in  appropriate  cases. 

Official  Transactions.  Arthur  M.  Jacobus, 

Recording  Secretary. 
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Wednesday^  March  Qth,  1895. 
The  President,  F.  H.  Champneys,  M.A.,  M.D.,  in  the  Chair ^ 
Dr.  J.  Inglis  Parsons  read  a  paper  on 

THE    disintegration    OF    ORGANIC    TISSUE    BY     HIGH-TENSION 

CURRENTS. 

These  investigations  were  undertaken  to  ascertain  the  capa- 
bilities of  electricity  as  a  destructive  agent  in  the  treatment  of 
malignant  disease.  He  had  found  from  former  investigations 
that  the  constant  current  was  only  effective  at  the  poles  for  this 
purpose,  even  with  powerful  currents.  By  using  powerful  in- 
terrupted voltaic  currents  a  much  greater  area  was  injured,, 
apparently  by  the  force  of  the  impact. 

He  had  some  success  with  this  method,  but  the  results  varied,. 

some  cases  being  more  resistant  than  others.     If  the  strength  of 

the  voltaic  current  was  raised  to  meet  this,  too  much  heat  and 

caustic  action  were  developed.     It  became  necessary  to  investi- 

29 
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gate  further.  Havins;  noticed  tlie  disruptive  effects  produced 
by  currents  of  biojli  electromotive  force,  it  was  decided  to  have 
a  transformer  made  to  a  special  design.  By  this  means  quantity 
is  turned  into  pressure,  heat  and  caustic  action  are  reduced  to 
insigniticance,  while  the  destructive  action  is  enormously  in- 
creased. The  transformer  is  capable  of  working  up  to  one  hun- 
dred and  fifty  thousand  volts,  and  can  be  griduated  from  zero 
to  the  pressure  required,  within  certain  limits. 

The  resistance  of  the  transformer  is  kept  low,  so  that  as  large 
a  proportion  of  energy  as  possil)le  may  be  expended  on  the 
organic  tissue  when  in  short  circuit.  The  primary  coil  is  sup- 
plied by  six  accumulators.  A  manual  rheotome  is  used,  so  that 
the  operator  has  perfect  control  over  his  instrument. 

Freshly-killed  beef  was  chosen  as  the  best  organic  tissue  upon 
which  to  try  the  discharges,  because  its  structure  would  easily 
show  any  alterations  that  might  take  place,  and  it  could  be 
obtained  in  sufficient  mass  to  allow  the  current  to  diffuse. 

Great  difficulty  was  experienced  in  cutting  sections  from  the 
beef  after  the  current  had  passed  through  it.  Even  when  frozen 
or  mounted  in  paraffin  it  crumbled  away  into  debris. 

By  lowering  the  pressure  in  the  transformer  some  sections 
were  obtained,  and  the  muscular  fibres  were  found  to  be  broken 
up  throughout  the  path  of  the  current.  (This  was  well  illus- 
trated by  maojic-lantern  slides  and  microphotographs.)  The 
destruction  was  found  to  extend  throughout  the  path  of  the 
current,  and  was  not  confined  to  the  poles  like  the  constant 
current.  The  sections  showed  no  evidence  of  heat  or  caustic 
action. 

Some  experiments  were  then  tried  with  an  air  gap  in  the  cir- 
cuit, instead  of  connecting  the  beef  direct  to  the  transformer. 
The  destruction  was  nothing  like  so  great,  probably  on  account 
of  the  high  resistance  of  the  air  gap. 

The  diffusion  of  the  current  was  then  worked  out  as  nearly  as 
possible  by  cutting  sections  from  different  parts  of  a  thick  piece 
of  beef  after  the  passage  of  the  electricity.  The  area  broken  up 
was  found  to  correspond  very  nearly  to  the  shape  of  an  elliptic 
spindle. 

Wlien  the  poles  are  not  always  placed  at  the  same  distance 
apart  it  is  necessary  to  know  the  ])roportion  between  solid  ellip- 
tic s|)indles  of  different  sizes.  With  the  ])oles  six  inches  apart 
the  solid  contents  are  twenty-seven  times  greater  than  at  two 
inches,  consequently  a  corresponding  increase  or  decrease  must 
be  made  in  the  pressure  of  the  current  or  the  number  of  inter- 
ruptions, according  as  the  needle  points  are  moved  further  apart 
or  brought  nearer  together. 

Finally,  a  Leyden  jar  acting  as  a  condenser  was  then  intro- 
duced into  the  circuit.  The  character  of  the  discharge  is  altered. 
It  takes  place  with  far  <»reater  rapidit}'.  The  maximum  pres- 
sure is  lowered  to  about   twentv  thousand  volts,  with   a  corre- 
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spondiiis:  increase  in  quantity.  The  sections  taken  showed  an 
utter  destruction  of  the  beef.  Apparently  verv  little  diffusion 
Occurred  ;  the  discharge  made  only  a  narrow  lane  from  one  pole 
to  the  other.  ^ 

Dr.  Lewis  Jones  said  that  he  had  made  similar  experiments 
on  the  dismtegration   of  tissue  by  means  of  high-tension  dis- 
charges, using  a  transformer.     He  was  astonished  that  Dr.  Par- 
sons should  speak  of  the  destruction  of  tissue  as  being  produced 
by  the  "  force  of  impact,"  such  an  expression  being  vague  and 
meaningless.     The  destruction  of  the  flesh  was  due  siinplv  to 
the  heat  produced  by  the  discharge.     Indeed,  there  was  no  other 
possible  way  m  which  the  electrical  energy  could  expend  itself 
on   such  a  conductor  as  a   piece  of   flesh.     In  his  (Dr.  Lewis 
Jones  j  experiments  the   piece  of  meat  quickly  heated,  and  if 
the  operation  was  continued  it  soon  emitted  steam  and  smoke 
and  tmally  flame.     To  say  that  there  was  no  heat  because  a  thin 
platinum  wire  was  not  lieated  by  the  coil  discharge  was  most 
misleading.     Of  course,  under  the  conditions  of  the  experiments 
shown,  the  platinum  wire  could  not  possibly  have  been  heated 
appreciably.     Tlie  destruction  of  tissue  was  much  greater  round 
the  poles  than  in  the  interpolar  area,  and  this  point  should  have 
been  mentioned  more  clearly  by  Dr.  Parsons. 
_  Dr.  Horrocks  said  that  if  it  could  be  shown  that  livino-  cells 
either  normal  or  pathogenic,  could  be  broken  up  by  an  electric 
current,  tnen  it  was  conceivable  that  this  method  had  a  future 
before  it.     It  had  long  been  known  that  a  simple  fracture  of  a 
bone  united  aseptically.     Similarly,  if  one  could  break  up  the 
tissue  of,  say,  a  tumor  or  an  inflammatory  mass  by  electrical 
currents,  one  might  succeed  in  setting  up  changes  which  would 
result  in  the  absorption  of  the   tumor. or  the  exudation.     He 
(L>r.  Horrocks)  drew  attention  to  the  kind  of  current  employed 
—namely,  the  faradic  or  induced.     He  could  not  quite  under- 
stand how  the  author  had  arrived  at  the  conclusion  that  none  of 
the  effects  produced   were  the  result   of   heat.     Certainly  the 
sparks  shown  to-night  were  very  much  like  lightning  flashes 
and  It  was  a  well-known  observation  that  in  death  from  light- 
mng  there  was  evidence  of  the  effect  of  heat,  especially  at  ^the 
entrance  and  exit  of  the  electrical  fluid. 

Dr  Routh  said  that  Dr.  Parsons  had  shown  how  completelv 
the  interrupted  current  could  .lestroy  tissues.  He  asked  whethe'r 
i^r.  ^arsons  was  acquainted  with  the  experiments  of  Sir  Benia- 
min  Kichardson,  which  showed  that  simple  non-electrical  vibra- 
tions chansred  and  reconstructed  tissues  in  various  ways  The 
experiments  alluded  to  were  performed  on  blood  taken  from 
tlie  tinger,  and  the  products  after  the  shock  examined  under  the 
microscope.  We  should  not  forget  that  the  action  of  the  inter- 
Hipted  current  might  be  influenced  in  some  instances  by  a 
neigliboring  vibratory  wave  and  the  results  be  modified 
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The  Diseases  and  Deformities  of  the  Fetus.     An  Attempt 
towards  a  System  of  Antenatal  Pathology.     By  J.  W.  Bal- 
LANTYNE,  M.D.,  F.K  C.P.E..  F.RS.E.,  Lecturer  on  Midwifery 
and  Gynecology,  and  on  Diseases  of  Infancy  and  Childhood, 
School   of    Medicine,   Edinburgh.     Volume   II.     Congenital 
Diseases  of  the  Subcutaneous  Tissue  and  Skin.     With  plates. 
Pp.  245.     Edinburgh  :  Oliver  &  Boyd,  18D5. 
The  second  volume  of  Dr.  Ballantyne's  series  on  "  The  Dis- 
eases and  Deformities  of  the  Fetus"  proves  to  be  all  that  the 
high  standard  of  the  first  number  had  led  us  to  expect.     It  is 
as  evidently  the  work  of  a  scholar  as  of  an  enthusiastic  and 
careful  student.     The  entire  work  shows  extremely  systematic- 
arrangement  as  well  as  thorough  treatment.     The  bibliographi- 
cal indexes  are  wonderfully  complete  and   greatly  enhance  its- 
value.     A  prominent  and  instructive  feature  of  the  work  is  the 
author's  excellent  classification  of  congenital  cutaneous  diseases. 
In  the  words  of  the  author,  this  volume  considers  "the  idio- 
pathic diseases  of  the  subcutaneous  tissue,  and  such  of  those  of 
the  skin  as  have  hyjierkeratosis  or  keratolysis  as  their  leading 
morbid  change."     The  writer  has  not  confined  himself  strictly^ 
as  might  be  imagined  from  the  title  of  tlie  series,  to  antenatal 
diseases,  hut  has  very  wisely  included  the  neonatal  maladies 
which   are   so   closely   associated.     The    chapters    on    sclerema 
neonatorum  and  the  various  forms  of  ichthyosis  and  keratolysis 
are  particularly  exhaustive.     The  author  promises  future  con- 
sideration of  congenital  diseases   of   the   hairs,  sebaceous   and 
sudoriparous  glands,  and  nails,  pigmentary  anomalies  and  con- 
genital skin  affections,  among  which  may  be  mentioned  absence 
of  the  skin  and  cutaneous  ulcers;  and  later  cutaneous  neoplasms 
and  transmitted  skin  affections  will  he  treated. 

The  present  number  of  the  series  is  characterized  by  the  same 
qualities  which  make  T^ratologia,  Dr.  Ballantyne's  journal  of 
antenatal  pathology,  so  valuable  a  work.  It  certainly  deserves 
to  meet  with  the  same  cordial  recejjtion  which  was  accorded  to 
its  predecessor.  ii.  n. 

The    Art    of    Massage  :    Its    Physiological     Effects     and 
Thekapedtic  Ap]*li('ation8.     ]^y  J.  II.  Kellogg,  M.D.     "With 

?late8.     Pp.  275.     Battle  Creek,  Mich. :    Modern  Medicine 
•ublishing  Co.,  1895. 
The  work  opens  with  a  brief  and  interesting  history  of  mas- 
sage.     A  short  cha])ter  is  then  devoted  to  the  necessity  of  correct 
anatomical   knowled}j:e,  and   is  followed  bv  a  discussion  of  the 
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physiological  effects  of  massage,  while  its  therapeutical  applica- 
tions are  briefij  treated.  Under  the  headings  of  "The  Pro- 
cedures of  Massage"  and  "Massage  of  Special  Regions"  the 
■technique  of  the  subject  is  minutely  described.  The  author 
lays  particular  stress  upon  his  classification  of  the  movements 
•employed.  In  other  chapters  attention  is  given  to  mechanical 
Swedish  movements,  the  use  of  the  dynamometer,  and  the  "rest 
cure."  A  summary  of  the  rules  of  massage,  tables  relating  to 
the  muscular  system,  and  an  appendix  of  cases  treated  by  the 
author  complete  the  book.  The  typographical  work  is  excel- 
lent, as  are  also  the  many  half-tone  engravings  from  photo- 
graphs, illustrating  the  methods  of  treatment.  The  entire 
■volume  gives  evidence  of  careful  and  systematic  preparation. 

H.    D. 

Teansactions  of  the  Southern  Surgical  and  Gynecological 
AssocrATiON.  Volume  VII.  For  1894.  Pp.  332.  Published 
by  the  Association,  1895. 

This  volume  of  Transactions  is  almost  equally  divided,  numeri- 
cally, between  gynecological  and  surgical  subjects.  Among  the 
gynecological  papers  read  at  the  sixth  annual  meeting  of  the 
Association  at  Charleston  are:  "Gonorrhea  in  Women,"  by 
Holmes  ;  "  Operation  for  Complete  Perineal  Laceration,"  by 
Price ;  "  The  History  of  Vaginal  Hysterectomy,"  by  Engel- 
mann;  "  Symphyseotomy,"  by  Baldy;  and  "  A  Report  of  Four 
Illustrative  Abdominal  Sections,"  by  McMurtry.  The  volume 
contains  also  a  most  interesting  article,  "  Reminiscences  of  Dr. 
J.  Marion  Sims  in  Paris,"  by  Souchon,  h.  d. 

Transactions  of  the  American  Association  of  Obstetricians 
AND  Gynecologists  for  the  year  1894.  Pp.  510.  Philadel- 
phia :  Wm.  J.  Dornan,  1895. 

The  number  for  1894  is  of  unusual  size  and  maintains  the 
standard  set  by  its  predecessors  in  binding,  printing,  and  paper, 
as  well  as  in  its  contents.  Very  full  abstracts  of  the  contents  of 
'this  interesting  volume  of  Transactions  have  appeared  in  the 
numbers  of  this  Journal  from  October,  1894,  to  January,  1895, 
inclusive,  while  several  of  the  papers  have  been  published  there 
in  full.  H.  D. 
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1.  Perdrizet  :  Indications  for  Amputation  of  the  Cervix 
OTHER  THAN  Cancer  {ArcMves  de  Tocologie  et  de  Gynecologle, 
August  and  September,  1894). —After  a  short  historical  survey 
of  the  subject  of  cervical  amputation  and  a  detailed  description 
of  the  various  operations  in  use,  the  author  discusses  the  indica- 
tions. 
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Stenosis  is  the  first,  and  constitutes  a  reason  for  operationi 
when  dilatation  and  stomatoplasty  have  failed  to  give  relief  and 
the  pains  of  dysmenorrhea  are  so  acute  as  to  render  it  probable 
that  mucus  or  blood  will  be  retained  in  the  uterus.  Stenosis 
unaccompanied  by  pain  but  causing  sterility  is  also  an  indica- 
tion for  the  operation. 

Chronic  and  painful  cervical  endometritis. — This,  as  a  rule, 
obstinately  resists  treatment  by  dilatation,  curetting,  cauteriza- 
tion, ignipuncture,  and  even  opening  the  glandular  culs-de  sac 
by  Doleris'  system  of  harrowing.  At  best  these  give  a  tem- 
porary relief  only,  and  amputation  of  the  cervix  is  preferable. 

In  the  case  of  nlcerations,  syphilitic  ulcers  must  be  excluded, 
as  they  yield  to  specific  treatment ;  and  tuberculous  ulcers  are 
also  not  to  be  operated  upon  in  this  manner.  The  only  ulcera- 
tions not  complicating  metritis  for  which  it  is  advisable  to 
remove  the  cervix  are  those  caused  by  lacerations  due  to  labor, 
abortion,  or  surgical  intervention,  and  no  operation  should  be 
attempted  until  a  considerable  time  has  elapsed  since  the  injury, 
unless  indeed  it  be  of  sufticient  extent  to  menace  the  life  of  the 
patient. 

Uterine  displacements. — The  operations  for  this  class  of  dis- 
eases do  not  consist  of  a  simple  amputation,  but  of  a  total  or 
partial  amputation  of  the  cervix,  followed  by  suture  of  the  stump 
to  the  adjacent  walls  in  order  to  maintain  the  uterus  in  correct 
position.  In  cases  of  anteversion  Sims'  operation  is  the  one  to 
be  adopted,  and  consists  of  a  deep  freshening  of  the  surface  of 
the  inferior  lip  of  the  cervix,  which  is  then  sutured  to  a  fresh- 
ened surface  on  the  anterior  wall  of  the  vagina,  the  uterus  hav- 
ing previously  been  replaced  in  proj^er  position. 

In  retrodeviations  various  methods  have  been  used.  Stinger 
detaches  the  vaginal  mucous  membrane  at  the  point  of  insertion 
upon  the  cervix  and  fixes  it  a  little  above  the  isthmus.  Riche- 
lot-Byford  freshens  the  anterior  lip  and  fastens  it  to  the  pos- 
terior vaginal  wall.  In  Nicoletis'  o]>eration  su])ravagitial  ampu- 
tation is  performed  and  both  vaginal  walls  are  fastened  to  the 
anterior  portion  of  the  anterior  lij).  The  uterine  orifice  is  fixed 
to  the  vaginal  wall  and  the  sutures  made  around  it.  thus  secur- 
ing its  permeability. 

In  cases  of  pseudo-prolapsus  or  intravaginal  hypertrophy  of 
the  cervix  biconical  amputation  is  preferable  to  other  procedures, 
and  consists  of  transverse  incision  <»f  the  cervix  up  to  its  vaginal 
insertion,  the  formation  of  two  wedge-shaped  fiajis  upon  each 
lip  of  the  cervix,  and  separate  suture  of  each  lij). 

Incomplete  utero  vaginal  prolapse,  which  is  almost  invariably 
accompanied  by  retrodeviation,  is  to  l)e  operated  upon  by  Kiche- 
lot-liyford  or  Nicoletis'  method,  treating  it  as  though  it  were 
simply  a  posterior  displacement. 

In  complete  pndapsus  intra-  or  supravaginal  am]>utation, 
according  to   the  degree  of   prolapsus,  is  absolutely  indicated- 
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Every  operation  should  be  preceded  by  curetting  and  accom- 
panied by  strict  antisepsis. 

ContraindiGatlons. — JSTo  operation  should  be  attempted  during 
a  period  of  acute  intlammatiMn  of  the  cervix,  and  it  should  be 
ascertained  tliat  there  is  no  coexisting  lesion  to  complicate  the 
proceedings,  such  as  serous,  purulent,  or  bloody  exudations 
from  the  tubes  or  ovaries.  All  acute  inflammations  of  the  ute- 
rus and  appendages  contraindicafe  amputation,  as  do  pelvic 
peritonitis  or  celluhtis.  Cervical  metritis  which  occurs  in  re- 
peated and  successive  attacks  of  acute  form,  with  or  without 
metritis  of  the  body  of  the  uterus  and  unaccompanied  by  disease 
of  the  appendages  and  peritoneum,  is  the  only  acute  affection 
which  does  not  contraindicate  amputation. 

Acute  vulvovaginal  affections  should  be  cured  before  the 
operation  is  attempted.  A  bad  general  condition  of  health,  and 
even  the  slightest  febrile  state,  are  contraindications,  as  is  the 
existence  of  diabetes,  which  is  so  frequently  masked  by  an  ap- 
pearance of  perfect  health  that  the  physician  should  never  omit 
a  careful  examination  of  the  urine  before  deciding  upon  ope- 
ration. 

Summary  in  conclusion. — 1.  Amputation  of  the  cervix  uteri 
is,  as  a  rule,  a  benign  operation,  necessitating  the  use  of  an 
anesthetic,  and  rarely  followed  by  any  complication  wdiere  strict 
asepsis  is  observed. 

2.  Amputation  constitutes  the  true  cure  for  cervical  disease 
in  a  relatively  short  period  of  time. 

3.  It  also,  either  directly  or  indirectly,  is  of  great  benefit  to 
cervical  endometritis,  anteversion,  retroversion,  and  prolapsus  of 
the  uterus. 

4.  In  simple  or  complicated  lacerations  produced  by  labor  or 
obstetrico-surgical  intervention  it  is  strongly  indicated. 

5.  The  best  methods  of  amputation  are  those  of  Simon-Marck- 
wald  (two  flaps  to  each  lip  of  the  cervix),  or  Schroder's  (one  flap 
to  each  lip),  and  that  of  Huguier. 

6.  Cervical  amputation  done  under  the  above  conditions  has 
no  bad  effect  upon  subsequent  labors  and  is  not  followed  by 
post-operatory  complications. 

7.  Amputation  of  the  cervix  should  always  be  preceded  by 
surgical  curetting.  a.  r.  s. 

2.  HOTMAN  DE  ViLLIKRS:  TwO  CaSES  OF  SaLPINGO-OVARITIS 
TREATED     AND     CURED    BY     MEANS      OF      VaGINAL      TaMPONS     WITH 

Glycerin  (Archives  de  Tocologie  et  de  Gynecologies,  August, 
1891). — The  first  case  was  that  of  a  young  unmarried  working 
girl  of  19  years.  Menstruation  had  always  been  regular,  there 
was  no  history  of  leucorrhea,  and  her  general  health  had  always 
been  excellent. 

A  year  previous  to  her  first  visit  in  July  she  was  subjected 
to  a  sudden  fright  during  her  menstrual    period  ;  the  menses 
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stopped,  and  abdominal  pains  of  some  severity  continued  for 
several  days  and  then  ceased  for  two  days  upon  a  reappearance 
of  the  flow.  In  October  genital  pruritus  set  in  and  became  so 
intolerable  that  she  went  to  a  hospital,  where  an  interne,  without 
making  any  previous  examination,  introduced  a  sound  into  the 
uterus.  Intense  abdominal  pains,  at  first  general  and  finally 
localized  in  the  left  iliac  fossa,  followed  this  procedure,  obliging 
the  patient  at  the  end  of  a  week  to  take  to  her  bed.  During 
five  months  of  suffering  the  only  treatment  applied  consisted  of 
laudanum  plasters  upon  the  abdomen  and  hot  vaginal  injections 
of  a  bichloride  solution. 

In  the  month  of  April  of  this  year  the  patient  came  to  the 
Hotel-Dieu.  Upon  examination  deYilliers  found  the  abdomen 
relaxed,  but  pressure  produced  such  intense  pain  in  the  left  iliac 
fossa  that  nothing  could  be  ascertained  from  external  palpation. 
The  vulva  was  normal,  the  oval-shaped  hymen  intact.  Uterus 
anteverted  and  movable.  Cervix  small  and  conical.  The  ap- 
pendages of  the  right  side  normal ;  on  the  left  side  the  enlarged 
and  painful  ovary  was  found  in  Douglas'  cul-de-sac,  and  the 
hardened  tube  was  of  the  size  of  the  little  finger,  adherent  to 
the  ovary,  but  apparently  not  bound  down  to  neighboring 
organs.  Diagnosis  was  made  of  chronic  parenchymatous  sal- 
pingo-ovaritis  due  to  traumatism  by  means  of  a  septic  instru- 
ment. Treatment  for  two  months  consisted  of  rest,  bichloride 
injections,  the  introduction  of  small  pledgets  of  iodoform  or 
salicylic  gauze,  and  revulsive  applications  to  the  abdomen  over 
the  seat  of  pain,  but  there  was  very  little  improvement.  The 
patient  left  the  hospital  in  despair  and  consulted  de  A^illiers  in  his 
office.  He  succeeded  in  introducing  a  small  bivalve  speculum, 
and  found  that  there  was  a  thickened,  yellowish  exudation  from 
the  cervix.  Microscopic  examination  excluded  all  suspicion  of 
gonorrhea.  Remembering  the  negative  results  of  previcjtis  treat- 
ment, he  decided  to  introduce  a  large  amount  of  glycerin  into 
the  vagina,  securing  its  retention  by  means  of  tampons  of 
absorbent  cotton,  to  be  withdrawn  after  forty-eight  hours.  This 
was  done  every  two  days,  and  by  the  fourth  treatment  there  was 
already  marked  improvement.  The  pains  in  the  left  iliac  fossa 
were  lessened,  and  |)ressure  caused  scarcely  any  pain.  After 
the  sixth  treatment  it  was  found  that  the  ovary  and  tube  were 
diminished  in  size,  and  after  the  eighth  treatment  they  were 
normal.     A  complete  cure  was  effected. 

The  second  case  was  tliat  of  a  woman  of  2G  years,  a  dancer  in 
the  Olyinpia  Theatre,  in  whom  there  was  doulde  salpingo  ovari- 
tis dating  from  a  juiscarriage  four  years  previously.  On  the 
right  side  there  was  parenchymatous  salpingo-ovaritis,  on  the 
left  there  was  suppurative  salpingitis,  but  it  was  not  possible  to 
ascertain  whether  the  ovary  was  affected.  All  methods  of  treat- 
ment having  been  tried  without  effect,  and  the  patient  absolutely 
refusing  to  submit  to  surgical  measures,  the  glycerin  and  ab- 
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•sorbent  cotton  treatment  was  resorted  to.  The  first  treatment 
in  February  was  badly  tolerated.  At  the  second  seance  with- 
drawal of  the  third  tampon  was  followed  by  a  flow  of  pus,  and 
the  tumor  on  the  left  side  was  found  to  have  completely  dis- 
appeared, leaving  the  ovary  free  to  the  touch. 

Treatment  was  continued  every  two  days  and  suspended  early 
in  May,  as  all  pain  had  disappeared  and  no  pus  was  found  on  the 
tampons,  but  vaginal  injections  of  carbolic  and  thymol  solutions 
were  administered.  On  the  20th  of  June  examination  showed 
*hat  the  tube  and  ovary  of  the  right  side  were  normal ;  on  the 
left  side  the  tube  was  felt  to  be  hard  and  unequal  to  the  touch, 
the  ovary  of  normal  size  and  no  longer  sensitive. 

In  the  first  case  surgical  intervention  was  not  to  be  thought 
■of,  but  in  the  second  an  operation  was  clearly  indicated  and 
would  certainly  have  been  attempted  had  the  patient  consented. 
The  treatment  is  simple  and  is  certainly  a  valuable  resource, 
both  in  cases  where  surgical  interference  is  refused  and  in  those 
where  the  patient  is  unable  to  give  up  her  daily  avocations, 
although  complete  rest  in  bed  would  of  course  accelerate  the 
good  results. 

In  extremely  acute  cases,  or  during  a  period  of  exacerbation 
of  lesions  of  the  uterus  and  appendages,  it  is  not  indicated,  nor 
in  affections  where  there  is  any  obstruction  to  the  evacuation 
of  fluid.  Strict  utero-vaginal  antisepsis  should  of  course  be 
observed.  a.  r.  s. 

3.  Labadik-Lagrave  and  Basset  :  Diagnosis  and  Medical 
Treatment  of  Salpingitis  (Z<x  Semaine  medicale,  January 
'9th,  1895). — The  diagnosis  is  easy  and  certain  when  vaginal  pal- 
pation shows  distinctly  rounded  elevations  of  the  tube,  when  a 
tumor  can  be  distinguished  which  is  attached  to  a  cornu  of  the 
uterus  by  a  pedicle  or  separated  from  it  by  an  appreciable 
groove.  In  difficult  cases  we  may  apply  Apostoli's  method  of 
diagnosis  : 

1.  All  painful  symptoms  of  the  appendages  which  are  exag- 
gerated by  galvanization  of  the  uterus  with  thirty  to  fifty  mil- 
amperes,  but  which  disappear  upon  faradization,  are  of  nervous 
or  hysterical  origin, 

2.  In  any  uterus  which  does  not  bear  fifty  milamperes  at  its 
periphery  inflammatory  lesions  are  to  be  suspected. 

3.  Every  uterus  which  shows  no  reaction  during  and  particu- 
larly after  the  application  of  one  hundred  to  one  hundred  and 
fifty  milamperes  has  a  healthy  periphery. 

4.  Every  uterus  whose  intolerance,  at  first  excessive  (not  sup- 
porting twenty  or  thirty  milamperes),  increases  and  is  accompa- 
nied by  a  rise  of  temperature,  is  one  whose  periphery  is  the  seat 
of  lesions  not  amenable  to  conservative  surgery. 

In  the  diagnosis  of  salpingitis  the  following  must  be  differen- 
tiated :    fibromata  of  the  posterior  face  of  the  uterus,  ovarian 
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cysts,  retroflexion,  prolapse  of  the  appendages,  lumbo-abdominal 
neuralgia,  ovarian  neuralgia  of  hysterical  origin,  phlegmons  of 
the  broad  ligament,  uterine  lymphangitis,  adenophlegmon,  tubal 
pregnancy,  encysted  retrouterine  hematocele,  and  malformations 
of  the  uterus. 

In  the  treatment  of  catarrhal  salpingitis  with  oophoritis,  of 
hydrosalpinx,  and  of  pyosalpinx,  even  surrounded  by  adhesions, 
we  obtain  rapid  disappearance  of  the  symptoms  of  pain  and 
tubdl  swelling  by  dilatation  followed  by  curettage  and  prolonged 
drainage.  The  most  essential  feature  is  large  dilatation  con- 
tinued until  menstruation  occurs.  The  curettage  should  be  par- 
ticularly thorough  at  the  cornua  near  the  openings  of   the  tubes. 

In  old  cases  of  salpingo  oophoritis,  with  very  flexuous  tubes 
prolapsed  and  adherent,  our  treatment  causes  disappearance  of 
the  pains,  a  marked  diminution  of  the  tumor,  and  an  improve- 
ment of  the  general  condition,  so  that  a  relative  cure  results 
though  the  indurated  tube  and  ovary  never  regain  their  normal 
condition. 

The  majority  of  our  patients  have  been  seen  either  three, 
six,  or  nine  months  after  treatment  ;  the  cure  had  been  main- 
tained. 

We  believe  that  dilatation  alone  or  with  curettage  can  cause 
evacuation  of  a  tubal  cyst.  By  what  means  do  the  dilatation, 
curettage,  and  drainage  act?  According  to  Dentu  dilatation 
softens  the  uterine  tissue  and  relaxes  the  internal  orifice  of  the 
tubes.  Walton  thinks  that  while  it  leads  to  evacuation  of  the 
cyst  by  enlarging  this  oritice  it  causes  the  rupture  of  certain 
fibres,  hence  relieves  congestion  of  the  broad  ligaments  and  ova- 
ries, and  stretching  the  nerves,  hence  cessation  of  spasms  and 
pains.  Bonnaire  attributes  to  a  rubber  drain  with  which  he 
maintained  the  dilatation  a  trophic  action  on  the  uterus  and  ap- 
pendages. We  believe  in  this  curative  process,  which  we  hope 
to  obtain  with  the  more  antisej)tic  drain  of  iodoform  gauze. 

H.    D. 

4.  Lvow,  Y. :  Lksioxs  of  the  Femalk  CxENrrALiA  prouuckd 
DDRiNG  Coitus  {Nouvelles  Ai'diiven  (P  Oh,'<fi'1ri<pie  et  de  Gync- 
coloffie,  December,  1894). — This  subject  is  of  importance  from  a 
medicolegal  as  well  as  a  gynecological  standpoint. 

The  hymen  may  remain  intact  after  coitus  either  because  the 
male  organ  hae  not  penetrated  the  vagina,  or  when  the  solidity 
of  the  hymen  or  narrowness  of  the  vagina  from  im])erfect  devel- 
opment prevents  intromission,  or  in  cases  which  ])resent  a  very 
elastic  hymen  with  a  large  opening.  I'snally.  during  the  first 
union  this  organ  is  ruptured  by  a  single  blow,  the  line  of  tear 
being  single,  double,  or  radiating  from  the  opening;  more  rarely 
the  hymen  is  torn  away  at  its  attached  margin  and  remains 
hanging  by  (»ne  side.  In  violent  intercourse,  especially  when 
the  hymen  is  annular  and  thick,  the  tear  may  extend   into  the 
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vaginal  wall.  The  hymen  is  not  merely  a  fold  of  mucous  mem- 
brane, but  contains  muscular  tissue  and  may  be  well  supplied 
with  blood  vessels.  As  a  rule  the  hemorrhage  following  its 
rupture  is  slight  and  soon  ceases;  if  serious  the  bleeding  vessels 
should  be  tied  ;  if  parenchymatous  a  tampon  is  effectual.  The 
tear  usually  heals  in  two  or  three  days,  but  acute  inflammation 
may  arise  from  infection  of  the  wound  or  too  frequent  coitus. 

Laceration  may  occur  in  the  region  between  the  clitoris  and 
the  meatus  urinarius,  or  severe  hemorrhage  may  be  caused  by 
rupture  of  the  turgid  blood  vessels  of  the  neck  of  the  uterus. 
Improper  formation  of  the  hymen,  malposition  or  diminutive 
size  of  the  genital  opening,  and  abnormal  position  or  violence 
during  coitus  may  lead  to  recto-vaginal  fistula. 

The  author  believes  that  vesico-vaginal  fistula  due  to  coitus  is 
almost  an  anatomical  impossibility,  even  in  a  short  vagina,  as 
the  penis  never  enters  entirely  when  in  the  natural  position.  A 
distended  bladder  might  be  thought  to  aid  in  the  production  of 
such  a  fistula,  but  it  presses  the  uterus  backward  and  upward, 
thus  lengthening  the  vagina  and  stretching  its  anterior  arch,  and 
the  only  possibility  is  the  detachment  of  the  anterior  fornix  from 
the  uterus.  Lesions  of  the  upper  part  of  the  vagina  do  not 
occur  if  it  is  healthy  and  of  normal  elasticity  and  extensibility, 
despite  the  relative  size  of  male  and  female  organs  and  the 
violence  of  intercourse,  except  occasionally  when  in  an  unnatural 
position.  In  the  author's  two  cases  the  pathological  condition 
was  furnished  in  one  by  atrophy  associated  with  the  climacteric, 
in  the  other  by  chronic  atrophic  parametritis. 

Intercourse'  by  the  urethra  occurs  only  in  cases  of  atresia 
hymenalis  when  it  is  locus  minoris  resistenticB.  Usually  in  this 
case  the  uretlira  is  slowly  dilated  by  persistent  efforts,  but  rapid 
dilatation  may  result  in  its  rupture.  h.  d. 

5.  PiNARD,  A. :  Symphyseotomy  at  the  Baudelocque  Clinic 
DURING  1894:  {Annalen  de  Gynecologie  et  dWhsteirique,  January, 
1895).— Pinard  reports  twenty-two  cases  of  contracted  pelvis  m 
which  syraphvseotomy  was  performed  at  the  Baudelocque  Chnic 
during  the  ye'ar  ending  December  7th,  1894,  adhering  strictly  to 
the  principles  which  had  been  followed  in  1893.  These  were, 
briefly  : 

1.  Abandonment  of  induced  labor. 

2.  No  application  of  forceps  where  bony  obstruction  exists 
(either  in  the  superior  strait,  the  cavity,  or  the  inferior  strait). 

3.  Never  perform  embryotomy  on  a  living  child. 

4.  Temporary  enlargement  of  the  pelvis  (by  symphyseotomy, 
pubiotomy,  iscliio-pubiotomy,  coccygotomy)  in  all  cases  where 
bony  obstruction  is  not  overcome  by  the  contractions  and  in 
which  the  head  is  well  placed  and  calculations  show  that  pelvic 
section  will  permit  it  to  pass. 
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5,  Cesarean  section  with  utero-ovarian  amputation  in  cases  of 
absolute  narrowness. 

Of  the  twenty-two  cases  nineteen  mothers  and  twenty  infants 
were  saved.  Of  the  three  mothers  who  were  lost,  one  died  from 
intestinal  obstruction  and  two  from  septicemia  contracted  be- 
fore entering  the  clinic.  The  two  children  who  died  were 
killed,  one  by  fracture  of  the  skull  produced  by  the  forceps  of  a 
physician  who  attended  the  mother  before  she  was  admitted  to 
the  clinic,  the  other  by  asphyxia  due  to  compression  of  the  cord. 
In  this  case  the  mother  said  nothing  of  the  occurrence  of  her 
pains,  dilatation  was  accidentally  discovered  to  be  complete, 
and  the  child  died  before  symphyseotomy  could  be  performed. 

Among  the  nineteen  mothers  who  recovered  there  was  no 
accident  or  complication  attending  the  operation  and  no  serious 
hemorrhage.  At  the  time  of  writing  all  have  returned  to  their 
former  avocations  in  as  good  condition  as  before  symphyseotomy 
as  regards  both  standing  and  walking.  In  none  has  the  solidity 
of  the  pelvis  been  injured,  although  three  have  since  become 
pregnant.  In  one  case  this  operation  was  performed  upon  a 
woman  for  the  second  time,  but  with  the  same  favorable  results. 
It  was  practised  once  each  for  brow  and  face  presentations,  twice 
for  breech,  and  once  for  a  shoulder  presentation  which  could  not 
be  changed  into  one  of  the  vertex  during  pregnancy. 

One  question  remains  for  study  :  Should  one  divide  the  pelvis 
when,  the  child  still  living,  the  woman  is  already  infected,  or 
should  one  rather  in  this  case  perform  Cesarean  section  followed 
by  amputation  of  the  uterus  and  ovaries  ?  This  the  future  must 
answer.  n.  d. 

6.  Stieber:  Tubal  Pregnancy  [of  Fourteen  Months  {A?'- 
chives  tnedicales  de  Toulouse,  February  1st,  1895). — The  patient 
was  married  in  November,  1891.  Menstruation,  previously  regu- 
lar, ceased  in  May,  1892,  and  later  her  breasts  and  abdomen  showed 
the  usual  signs  of  pregnancy.  In  December,  1S92,  pains  in  the 
head  and  abdomen  ;  breasts  became  hard,  painful,  and  secreted 
a  quantity  of  milk.  This  lasted  eight  days,  then  fetal  move- 
ments had  ceased.  In  February,  1893,  painful  uterine  contrac- 
tions with  a  f-inall  flow  of  blood  and  membranes  and  secretion  of 
milk.  The  abdomen  diminished  in  size  and  gradually  became 
hard.  In  March  the  menses  reappeared,  accompanied  by  pains 
in  the  loins  and  thighs. 

On  August  20th  the  patient,  a  primij)ara  aged  20,  entered  the 
clinic.  Examituition  disclosed  a  median  ov(»id  tumor  tiie  size  of 
a  fetal  head  at  term,  tender,  irregular,  and  of  varying  consist- 
ence, one  portion  hard,  another  elastic.  Moving  the  cervix 
laterally  did  not  disturb  the  tumor;  pressing  the  latter  forward 
moved  the  uterus  also. 

Median  laparatomy  by  Jeanne!  on  August  25th  showed  an 
unruptured  cyst  of  the  right  tul)e.     The  tumor  was  separated 
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from  the  adherent  omentum  and  opened.  It  contained  a  red- 
dish sebaceous  magma  and  a  fetus.  Total  extirpation  of  the 
tubal  cyst  and  right  ovary,  also  cystic,  was  followed  by  rapid 
recovery. 

The  right  cornu  was  normal,  as  was  also  the  insertion  of  th& 
round  ligament  into  the  uterus,  not  into  the  wall  of  the  cyst. 
The  excision  of  the  cyst  did  not  open  the  uterine  cavity.  These 
points,  and  the  fact  that  tubo-interstitial  pregnancies  have  been, 
known  to  continue  until  near  term  without  causing  rupture,  con- 
firm a  diagnosis  of  tubo-interstitial  pregnancy  lasting  fourteen 
months,  with  death  of  the  fetus  at  six  months,  rather  than  that 
of  a  pregnancy  in  the  uterine  cornu.  The  absence  of  rupture  is 
explained  by  the  attachment  of  the  placenta  to  the  uterine  flank 
of  the  infero-lateral  wall  of  the  cyst.  h.  d. 

7.  Gautier,  G.  :  Electrical  Treatment  of  the  Yomiting  or 
Pregnancy  {Ai'chives  de  Tocologie  et  de  Gynecologies  January,. 
1895). — Applying  the  efifects  of  the  voltaic  current  upon  dis- 
orders of  the  stomach  in  general,  Gautier  advocates  its  employ- 
ment in  the  vomiting  of  pregnancy,  of  which  he  has  cured 
twenty  cases  by  this  method.  The  positive  pole  is  applied  over 
the  pneumogastric,  phrenic,  and  sympathetic  nerves  above  the 
right  clavicle  between  the  two  insertions  of  the  sterno-mastoid  ; 
the  negative,  at  the  level  of  the  umbilicus.  The  current  used  i& 
descending,  of  slight  intensity  and  long  duration.  An  ascend- 
ing current  provokes  while  a  descending  relieves  vomiting.  A 
strength  of  eight  to  ten  milamperes  on  an  average  is  sufficient, 
and  care  must  be  taken  to  make  and  break  the  circuit  gently,  by 
using  a  rheostat  or  a  battery  from  which  single  cells  can  be  cut 
out.  Each  application  should  last  from  one-quarter  to  one-half 
hour.  H.  D. 

8.  BuDiN :  Prophylactic  Treatment  of  Ophthalmia  Neo- 
natorum BY  A  Nitrate  of  Silver  Solution  of  1:150  (^Ar- 
chives de  Tocologie  et  de  Oynecologie^  May,  1895). — After  tliree 
years  of  experience  Budin  again  recommends  this  treatment. 
In  1892  he  published  an  article  describing  the  use  of  nitrate  of 
silver  1  :  50,  advised  by  Bischoff  and  Crede  as  a  prophylactic,  a 
drop  being  allowed  to  fall  upon  the  opened  eyelids  of  the  new- 
born infant.  Further  experience  has  shown  the  writer  that, 
while  this  is  absolutely  efficacious,  it  causes  a  swelling  of  the 
eyelids,  followed  by  so  abundant  suppuration  that  it  has  been 
mistaken  by  some  for  a  purulent  conjunctivitis,  which  they 
wished  to  relieve  by  new  cauterizations. 

Solutions  of  carbolic  acid  2:100,  mercuric  chloride  1:5000, 
1  :  4000,  or  even  1  :  2000,  and  insufflation  of  iodoform  are  worth 
far  less  than  nitrate  of  silver. 

Budin  has  continued  the  use  of  silver  nitrate,  but  has  em- 
ployed a  solution  of  1  :  150,  which,  while  causing  none  of  the 
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inconvenience  of  the  1 :  50  solution,  has  given  most  satisfactory 
results.  Of  two  thousand  and  four  children  treated  with  this 
solution  there  were  only  two  cases  of  paraient  ophthalmia  and 
seven  of  secondary  conjunctivitis.  These  results  majbe  in  part 
explained  by  the  precautions  taken.  These  include  a  bath  tatd 
vai^inal  injection  of  mercuric  chloride  (1:4000)  before  confine- 
ment, if  this  is  not  too  far  advanced,  drying  the  infant's  eyes 
and  introducing  several  drops  of  the  I  :  150  silver  nitrate  solu- 
tion just  after  birth,  and  immediate  isolation  of  the  mother  and 
child  if  the  slightest  complication  occurs  in  either.  h.  d. 

9.  HouzKL,  G. :  Influence  of  Sea-bathing  and  Prolonged 
Immersion  upon  Menstruation (Co/?^r^s  intetmational  des  Bains 
de  Mer  et  d''  flijdrotherapie  marine^  Boulogne-sur-Mer,  1894). — 
The  writer  believes  that,  in  those  accustomed  to  it,  soa-bathing 
<jontinued  during  menstruation  aids  this  function,  increases  the 
duration  of  genital  life,  and  greatly  increases  fecundity.  He 
presents  as  a  result  of  the  examination  of  one  hundred  and 
twenty-three  fisherwomen  of  Boulogne,  who  were  in  the  habit 
of  being  in  the  sea  for  hours  at  all  seasons  and  during  their 
menstrual  periods,  the  following:  average  of  puberty,  13  years 
10  months;  of  menopause,  in  sixty-five  who  had  reached  this 
period,  49^  years;  giving  a  genital  life  three  years  seven  months 
longer  than  in  Paris.  The  average  number  of  children  of  those 
married  was  7.8.  All  favored  being  in  the  sea  during  menstru- 
ation. In  some  the  flow  was  made  more  abundant,  others  were 
always  free  from  pain  if  in  the  water.  It  might  be  imagined 
that  this  immersion  had  no  effect  upon  the  menses  because  these 
women  had  been  accustomed  to  it  from  childhood,  but  thirty- 
six  cases  had  not  been  in  the  sea  before  pul)erty.  That  the  in- 
fluence is  not  a  race  peculiarity  is  shown  by  the  same  results  in 
the  ease  of  visiting  foreigners. 

Houzel  therefore  advocates  sea-bathing  for  all  weakness  and 
irregularities  in  women  who  have  not  serious  diseases  of  the 
appendages.  It  should  be  begun  by  liviiig  for  a  time  in  the 
sea  air,  and  later  becominir  accustomed  to  bathiu":  in  the  inter- 
vals  between  menstruations  before  doing  so  at  those  times. 
The  blood  is  driven  from  the  surface  by  the  coldness  of  the 
water  retlexly  and  by  its  pressure,  increasing  the  blood  supply 
of  the  viscera,  the  uterus  and  appendages  among  others.  Tlieir 
vitality  is  thus  increased  and  they  perform  their  functions  with 
greater  ease  and  intensity.  ii.  d. 

10.  TuKFiER  and  Lkvi  :  Study  of  Urktero-vaginal  Fis- 
tula {Annates  de  Gyiucologie  et  d''Obsti'(i'}«jue^  May  and  June, 
ls95).  —  In  the  treatment  of  uretero-vaginal  tistuhv  suturing  the 
divided  ends  and  applying  an  immovable  intraurt'tliral  sound 
is  the  operation  of  election,  as  no  fistula  is  left.  A  well-marked 
tistula  may  close  spontaneously.     If  not,  cauterization   may  be 
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tried,  but  for  both  congenital  and  acquired  cases  vesical  anas- 
tomosis bj  way  of  the  vagina  is  the  method  to  be  chosen  if  the 
ureter  is  not  contracted.  If  this  is  rendered  impracticable  by 
adhesions  the  abdominal  way  is  indicated,  especially  if  the  injury 
of  the  ureter  is  noticed  during  the  operation.  Even  a  pyelo- 
nephritis at  the  outset  may  recover  without  nephrectomy.  It 
may  disappear  upon  anastomosis  of  the  ureter  with  the  bladder  ; 
secondary  hydronephrosis  is  often  cured  by  this.  If  vesical 
anastomosis  is  impossible  we  may  employ  either  intestinal,  cuta- 
neous, or  vesico-cutaneous,  all  more  serious  than  vesical  on 
account  of  the  liability  to  secondary  infection  which  may  neces- 
sitate nephrectomy.  Because  of  this  danger  nephrectomy  is 
shown  by  statistics  to  be  safer  than  intestinal  anastomosis,  if  the 
other  kidney  is  healthy.  The  cutaneous  method  is  less  dan- 
gerous than  the  intestinal,  though  more  inconvenient  for  the 
patient ;  but  if  the  hopes  of  Rydygier  and  Van  Hook  are  real- 
ized it  will  be  possible  to  form  a  canal  from  the  cutaneous 
opening  to  the  bladder.  Where  the  opposite  kidney  is  diseased, 
or  the  general  condition  prevents  nephrectomy,  or  if  the  patient 
has  passed  the  sexual  period,  colpocleisis  may  be  practised. 
With  a  young  woman  this  is  not  allowable  and  the  risks  of 
nephrectomy  must  be  run.  JS^ephrectomy,  however,  is  contra- 
indicated  in  all  cases  where  trouble  in  the  other  kidney  is  sus- 
pected. H.  D. 
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1.  Preliminary  Programme  of  the  American  Association 
OF  Obstetricians  and  Gynecologists,  eighth  annual  meeting, 
at  Auditorium  Hotel,  Chicago,  September  24th,  25th,  and  2Gth, 
1895  :  1.  President's  annual  address,  J.  Henry  Carstens,  De- 
troit. 2.  Relation  of  pelvic  suppuration  to  structural  changes 
that  may  occur  in  the  Fallopian  tubes,  A.  P.  Clarke,  Cam- 
bridge. 3.  Nephrorrhaphies,  George  Ben  Johnston,  Richmond. 
4.  Detached  fibroids,  George  H.  Rohe,  Catonsville.  5.  A  clini- 
cal contribution  to  lateral  displacements  of  the  uterus,  Edward 
J.  Ill,  Newark.  6.  Appendicitis,  A.  Vander  Veer,  Albany. 
7.  Intermediate  treatment  of  puerperal  sepsis,  A.  B.  Miller, 
Syracuse.  8.  Kraurosis  vulvas,  a  contribution  to  its  pathology 
and  therapeutics,  H.  W.  Longyear,  Detroit.  9.  Report  of  three 
recent  cases  in  gall-bladder  surgery,  Edwin  Ricketts,  Cincinnati. 
10.  Subject  to  be  announced,  H.  E.  Hayd,  Buffalo.  11.  Intes- 
tinal obstruction  following  peritoneal  operations,  A.  H.  Cordier, 
Kansas  City.  12.  Subject  to  be  announced,  S.  Y.  Howell.  Buf- 
falo. 13.  Cure  of  tubal  distention  without  laparatomy,  F.  A. 
Glasgow,  St.  Louis.  14.  Subject  to  be  announced,  W.  B.  Dor- 
sett,  St.  Louis.     15.  Subject  ito  be  announced,  C.  C.  Frederick, 
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Buffalo.  16.  Hysterectomy  in  bilateral  diseases  of  the  appen- 
dages, giving  remote  results,  Florian  Krug,  JSTew  York.. 
17.  Discussion:  Vaginal  hysterectomy  versus  abdominal  sec- 
tion for  pus  tubes,  {a)  Title  unannounced  (affirmative),  X.  O^ 
Werder,  Pittsburg,  {h)  When  shall  hysterectomy  accompany 
bilateral  removal  of  the  appendages?  Keuben  Peterson,  Grand: 
Rapids,  (c)  Pathological  and  surgical  contraindications  of  the- 
vagina]  route  in  dealing  with  puriform  diseases  of  tubes  and 
ovaries,  Joseph  Price,  Philadelphia,  {d)  Title  unannounced 
(affirmative),  George  H.  Rohe,  Catonsville.  18.  JJiscvssioii  r 
Eclampsia  gravidarum,  (a)  Etiology,  Frederick  Blume,  Al- 
legheny, (i)  Pathology,  George  F.  Hulbert,  St.  Louis,  (c)  Title 
to  be  announced,  W.  H.  Taylor,  Cincinnati,  (d)  Prophylaxis,, 
H.  W.  Longyear,  Detroit,  (e)  Puerperal  convulsions  versus  in- 
sanity, W.  P.  Manton,  Detroit.  (/)  Treatment,  J.  M.  Duff,, 
Pittsburg ;  A.  H.  Wright,  Toronto  ;  Thomas  Lothrop,  Buffalo. 
10.  Exhibition  of  various  types  of  rectal  papillae,  R.  T.  Morris^ 
New  York,  20.  Subject  to  be  announced,  E.  Arnold  Praeger, 
Los  Angeles,  Cal.  2L  Ruptured  interstitial  pregnancy,  L.  H. 
Dunning,  Indianapolis.  22.  Has  gynecology  received  just  rec- 
ognition as  a  specialty  ?  M.  B.  Ward,  Topeka.  23.  Indicationa 
for  operation  in  puerperal  sepsis,  L.  S.  McMurtry,  Louisville. 
24.  Pneumo-peritoneum,  James  F.  W.  Ross,  Toronto.  25.  Sub- 
ject to  be  announced,  J.  B.  Murphy,  Chicago.  26.  Subject  to- 
be  announced,  Charles  A.  L.  Reed,  Cincinnati.  27.  Subject  to 
be  announced,  M.  Rosen wasser,  Cleveland. 

William  Warren  Potter, 

Secretanj. 

2.  The  William  F.  Jenks  Memorial  Prize  of  five  hundred 
dollars,  under  the  deed  of  trust  of  Mrs.  William  F.  Jenks,  has 
been  awarded  to  A.  Brothers,  M.D.,  162  Madison  street.  New 
York,  for  the  best  essay  on  "  Infant  Mortality  during  Labor, 
and  its  Prevention." 

The  Prize  Committee  also  reports  as  highly  meritorious  the- 
essay  on  the  same  subject  bearing  the  motto  '*  Vade  Mecum." 

The  writers  of  the  unsuccessful  essays  can  have  them  returned 
to  any  address  they  may  name,  by  sending  it  and  the  motto 
which  distinguished  the  essay  to  the  Chairman  of  the  Prize 
Committee,  Horace  Y.  Evans,  M.D.,  College  of  Pliysicians, 
Philadelphia. 

Jamks  v.  Ingham, 
Charles  S.   Wckts, 
I.  Minis  Hays, 
Trustees  of  the  Wm.  F.  Jeyikx  Memorial  Fujidy 
Pfiihidelphia. 
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1883,   TO   DECEMBER  31st,  1894.' 


PAUL  F.   MUNDE,  M.D., 
Gynecologist  to  the  Hospital. 


CWith  forty-five  illustrations.) 


Prior  to  the  year  1877  there  was  no  separate  gynecological 
department  in  Mount  Sinai  Hospital.  In  this  respect  this  hos- 
pital did  not  differ  from  the  majority  of  others  in  this  country 
at  that  time.  Cases  coming  under  this  category  were  assigned 
to  the  medical  and  surgical  female  wards  respectively,  according 
to  the  estimated  nature  of  the  case.  Gynecological  operations 
were  rarely  performed,  especially  if  of  a  serious  or  capital  nature. 
With  the  establishment  in  1875  of  the  dispensary  connected 
with  the  hospital  and  of  a  separate  gynecological  department  in 
tliat  institution,  cases  of  this  nature  were  seen  more  frequently, 

'  I  am  greatly  indebted  for  the  collation  of  figures  and  the  collection  of 
statistics  up  to  1892  to  Dr.  L.  J.  Ladinski,  of  New  York,  formerly  house 
surgeon  to  Mount  Sinai  Hospital,  and  for  the  collation  of  the  cases  of  the  last 
two  years  to  Dr.  Thomas  D.  Tuttle,  house  surgeon  during  the  year  1894,  now 
of  Fulton,  Missouri. 
30 
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and  if  requiring  hospital  treatment  were  of  course  referred  to 
the  hospital  wards.  In  time  it  became  apparent  that  these  cases 
could  not  receive  the  proper  care  and  attention  in  the  general 
surgical  ward,  and  in  1877,  consequently,  a  special  gynecological 
service  was  created  and  Dr.  Erail  Noeggerath  placed  in  charge, 
with  the  title  of  gynecologist  to  the  hospital.  On  his  resigna- 
tion in  the  spring  of  1882  I  was  promoted  from  the  position  of 
gynecologist  to  the  dispensary,  which  I  had  held  since  the  in- 
ception of  that  institution,  to  succeed  Dr.  Noeggerath  as  gyne- 
cologist to  the  hospital. 

The  gynecological  service  had  been  gradually  increased,  until, 
on  ray  taking  charge  of  it,  it  had  attained  its  present  dimensions 
and  comprised  twenty  free  beds  in  one  large  ward.  This  ward 
is  situated  on  the  northern  side  of  the  hospital,  occupying  the 
whole  first  floor, and  is  known  in  the  hospital  books  as  the  "First 
Female  Ward."  There  are  ten  beds  on  a  side.  The  ward  mea- 
sures seventy-five  feet  in  length,  twenty-four  feet  in  breadth, 
and  fifteen  feet  in  height.  Each  patient,  therefore,  has  1,350 
cubic  feet  of  air  allotted  to  her.  The  beds  are  not  surrounded 
by  curtains,  in  order  to  allow  free  ventilation.  Tl)ere  are  eight 
large  windows  in  the  ward,  besides  seven  top  ventilators.  At 
each  end  of  the  ward  are  large  folding  doors,  which  are  usually 
kept  open.  The  ventilation  of  the  ward  can  therefore  be  said 
to  be  in  every  respect  first-class,  and  such  a  thing  as  impure  air 
or  overcrowding  is  entirely  out  of  the  question. 

At  the  rear  of  the  ward  is  a  small  room  used  for  the  j)urpose 
of  examination  of  patients  and  for  minor  operations  such  as  can 
be  performed  without  special  ])reparation — e.(j.^  dilatation  and 
curetting  of  the  uterus,  opening  of  small  abscesses,  etc.  Jiath 
rooms,  lavatories,  and  closets  occupy  the  remainder  of  this 
extension.  In  the  front  of  the  ward  is  a  small  private  room 
designed  for  patients  in  moderate  circumstances  who  are  able  to 
pay  a  trifiing  weekly  sum  to  the  hospital,  besides  anotlier  room 
with  two  windows  which  contains  two  beds  and  is  specially  re- 
served for  laparatomy  cases  during  the  first  week  after  (qiora- 
tion,  who  are  attended  by  special  trained  nurses  furnished  l)y 
the  hospital  free  of  charge. 

So  far  as  the  general  wards  of  a  hospital  permit,  the  gyneco- 
logical patients  of  Mount  Sinai  Hospital  enj(»y  all  the  privileges 
which  can  reasonably  be  expected  by  patients  from  the  lower 
classes   who  pay  nothing  for  either  board  or  medical  attendance. 
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The  medical  care  of  the  ward  is  in  charge  of  the  surgical 
house  staff  of  the  hospital,  which  comprises  one  house  surgeon, 
one  senior  and  one  junior  assistant,  one  surgical  dresser,  and  one 
provisional,  the  latter  being  assigned  to  the  gynecological  and 
ophthalmological  services  specially,  his  duty  being  to  attend 
either  of  the  surgeons  of  these  departments  during  their  visits 
when  the  senior  members  of  the  surgical  staff  are  otherwise  en- 
gaged. There  are  also  four  nurses  constantly  in  the  ward,  who 
are  detailed  by  the  training  school  connected  with  the  hospital. 
It  IS  almost  needless  to  say  that  the  ward  is  never  without  suffi- 
cient supervision  by  these  nurses  either  by  day  or  by  night. 

At  the  head  of  each  bed  is  a  card  bearing  the  date  of  admis- 
sion, name,  age,  etc.,  of  the  patient,  also  the  diagnosis  after  it 
has  been  made  by  me,  and,  if  an  operation  has  been  performed, 
the  date  and  nature  of  the  operation.  Besides,  the  usual  tem- 
perature, pulse,  and  respiration  chart  hangs  above  each  bed,  and 
the  customary  notes  are  made  at  regular  hours  by  the  head 
nurse.  Regular  rounds  are  made  by  the  house  staff  twice  daily, 
and  I  make  it  a  rule  to  visit  the  ward  every  day,  with  rare  ex- 
ceptions, and  to  examine  every  patient,  no  matter  how  trivial 
the  complaint,  at  least  oace  a  week.  Serious  cases,  of  course, 
are  looked  after  by  me  as  often  as  they  may  require. 

^Yisitors  are  allowed  to  see  the  patients  between  2  and  4 
o'clock  every  Wednesday,  Saturday,  and  Sunday— a  custom 
which  undoubtedly  is  a  great  comfort  to  many  patients,  but  at 
times  is  productive  of  harm,  particularly  in  iervous,  excitable, 
or  very  sick  patients.  Capital  cases  are  not  permitted  to  see 
visitors  unless  by  my  special  permission. 

The  number  of  patients  admitted  to  the  gynecological  service 
has  gradually  increased  from  year  to  year,  being  ]81  in  1883 
and  505  in  1894.  A  reference  to  the  table  given  later  on  will 
show  the  relative  increase  of  cases  in  each  year.  The  number 
of  operations  has  increased  in  proportion. 

_  The  gynecological  service  has  always  been  and  still  is  a  con- 
tinuous one,  and  is  therefore  a  considerable  tax  upon  my  time 
and  strength,  which  1  have  been  able  to  bear  in  consequence  of 
being  allowed  to  take  a  vacation  every  summer  of  from  two  to 
three  months.  During  this  time  in  former  years  the  service 
was  supplied  by  one  or  the  other  of  the  visiting  surgeons  to  the 
hospital,  notably  Drs.  Scharlau,  Wyeth,  Fluhrer,  and  Gerster, 
who  have  very  kindly  substituted  for  me  during  my  absence'. 


468 


MUNDE  :    GYNECOLOGICAL   SERVICE    OF 


In  order  to  furnish  an  official  substitute  during  my  vacation  or 
otlier  temporary  absences,  two  years  ago  the  directors  appointed 
an  assistant  gynecologist  in  the  person  of  Dr.  Joseph  Brettauer, 
who  since  then  has  had  charge  of  the  service  during  the  summer 
months. 

For  the  accommodation  of  patients  able  to  pay  there  are 
twenty-five  private  rooms  on  the  second  floor.  These  rooms 
are  at  the  disposal  of  all  the  members  of  the  visiting  staff, 
medical,  surgical,  gynecological,  and  ophtbalmological  and  anral. 
The  rules  of  the  hospital  permit  the  visiting  physician  or  surgeon 
to  charge  patients  occupying  such  private  rooms  for  bis  services, 
provided  the  patient  has  been  sent  to  the  hospital  by  him  as  his 
private  patient  or  the  patient  desires  the  exclusive  attendance  of 
one  particular  visiting  physician. 

In  the  followinsr  table  will  be  found  a  record  of  the  various 

diseases  treated  in  my  service  during  these  twelve  years,  of  the 

operations  performed,  and  of  the  results  obtained.     It  was  not 

possible  for  me  to  give  the  figures  from  May,  1882,  when  1  took 

charge  of  the  service,  to  January,   1883,  because  the  books  at 

that  time  were  so  carelessly  kept  as  to  be  useless  for  a  report  of 

this  kind. 

TABLE  I. 

List  op  Diseases  and  their  Results. 


Disease. 


VULVA : 

Abscess  (vulvo-vapuial). 

Elephantiasis 

Epithelioma  

Fistula  ( vulvo  vaRinal).. 
Polypus  Cleft  latnum).. 


PERINEl'M  : 
Lncerutton 
PblcKiuon... 


RECTUM  : 

Carcinoma 

Condylomata 

FiBsure  in  ano. 

Fistula  In  ano 

Fistula  (recto-vaRinal; 

Heraorrhoitls        

Ischiorectal  abscess... 

Polyi'us 

ProctitiB 

Stricture 

Ulcer 


Remarks. 


During  pregnancy. 


Death  from  septicemia. 


Incidental. 


Syptailitlc. 
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Remarks. 


URETHRA  AND  BLADDER 
Urethral  carunela 

Urethral  prolapse ., 

Urethral  stricture 

Urethral  fibroid 

Urethrocele 

Epithelium  of  urethra 

Epithelium  of  bladder. 

Cystitis  . .  

Ve^^icovasinal  fistula 

Vesico-uterine  fistula . 


VAGINA  : 

Atresia 

Cyst 

Oystocele . 

Double 

Epithelioma 

Occlusion  (imperforate  hymen). 

Rectocele 

Rupture     ...    

Steno^^is 

Ulcer  Cdue  to  pessary) 

Vaginitis  (venereal) 

Vaginitis  (senile) 


UTERUS : 
Cervix  Uteri  : 
Carciuoma. . . . 
Hypertrophy . 
Laceration.  .. 
F)lypus 


Corpus  Uteri : 

Abortion 

Anteflexion 

Atrophy  (senile) 

Endometritis  (including  cervical). 
Fibroid  tumor 


Foreign  body 

Pregnancy  and  labor  (ordinary). 

a,  Extrauterine 

b,  Double  uterus 

c,  Hydatids 

d,  Hydramnion 

e,  Placenta  previa 

Hyperplasia 

Infantile 

Inversion 


Lateral  flexion  . . . 
Metritis,  puerperal 
Prolapse 


60 


1 

37 
1 

1 

65 

7 

5 

20 

1 

149 


584 


14? 


147 
53 

ll.... 
•■i97  197 
liO     56 


Retroversion  and  retroflexion     

Sarcoma  (•,')  and  carcinoma  (4) 

Sub  nvolution..  

Stenosis  of  uterine  canal  (ext.  and  inter.os) 


TUBF,S  : 

Salpingitis,  chronic  (and  oophoritis) 

Hydrosalpinx..  

He  natosalpiiix  (probably  not  ectopic).. 
Pyosalpinx 


4<3 


85 


161 
6 
21        9 

90     6T 

1083 


20 


2y, 


•,12     52 
4       4 

40     21 1     11 


22 


o^^ 


Remarks. 


Peritonitis  from  rupture 
of  ovarian  abscess. 


Parturient. 


Deaths  from  septicemia. 
Sterility. 


Cured  by  galvano-puuc- 
ture,  abdominal  hys- 
terectomy, or  vaginal 
enucleation. 


Uncomplicated. 
Amenorrhea  and  sterility 
Complete       amputation 
and  oophorectomy. 


Death  after  ventral  fixa- 
tion. 


1  52  cured  by  removal. 

5' 
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Disease. 


OVARIES  : 

Abscess 

Cystic  tumor    

Hibroitl 

Carcinoma 

Hematoma ' 

Papil  oma 

Prolapse..   .  

Edema 

Oophoritis  (chronic)  with  salpingitis. 


PELVIC  PERITONEUM  AND  CEIiLULAR 
TISSUE  : 

Abscess 

Carcinoma 

Cyst  of  broad  ligament. 

Cellulitis 

Hematocele  (intraperitoneal)  and  I 

Hematoma  (extraperitoneal)  i 

Peritonitis 

Sarcoma.  


ABDOMEN : 

Abscess  of  wall  of 

General  carcinosis  of  abdominal  organs  . . 

Carcinoma  of  peritoneum 

Carcinoma  of  colon 

Sarcoma  of  wall  of 

Peritonitis,  general 

Peritonitis,  tuliercular..   

Sinus  of  wall  of 

Hernia  of  abdominal  wall  (ventral  hernia). 


GENERAL  DISEASES: 

Amenorrhea 

Abscess  of  kidney. 
Abscess  of  psoas  mu.'scle 
C'arcinoma  mamma* 
Dermoid  tunior  of  nates. . 

Hysteria 

Floating  kidney 

Int^-stinal  obstruction.. 

Phlegmasia  doleus 

Phlegmon  of  piibes  . .   .    . 

Perityphlitis 

Pyemia  

Caries  of  coccyx 

Cystic  tumor  of  niamma 
Ab.'^cess  of  rnaiiima.. 
Nynaphomania    


Total  number  of  diseases  treated 8060  2-211  1156  191  108 


Remarks. 


19  cured  by  removal. 


Deaths  from  septicemia. 


12  Secondary  and  septic. 
1 


Following        abdomina 
section  or  pregnancy. 


Clltoridect  my. 


Total  ntimber  of  piitiunts  treated "1898 

Admitted  and  found  not  to  be  gynecological,  therefore  not  included  in 

above  list  -Uii 


Total  number  of  patients  admitted  to  gynecological  service  from  January 

Ist,  1883,  to  January  Ist,  1895 4. '11 

Some  patient.s  therefore  were  afllicted  with  more  than  one  .separate  disease. 
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Remarks  on  the  Diseases  Treated. 

Diseases  of  the  Ydlva.  Vulvo-vaginal  Ahscesfi. — Of  this 
very  coimnon  disease  it  will  be  seen  that  only  eleven  cases  were 
observed,  the  reason  for  this  relative  infrequency  being  prob- 
ably that  such  cases  are  usually  the  result  of  gonorrheal  infec- 
tion and  that  cases;  of  this  character  were  but  rarelv  admitted  to 


Fig.  1.— Elephantiasis  vulvae  before  operation. 

the  hospital,  venereal  diseases  being  more  frequently  seen  in 
the  large  general  hospitals  of  this  city.  The  treatment  con- 
sisted in  a  free  incision,  thorough  antiseptic  irrigation,  and  pack- 
ing with  iodoform  gauze,  under  which  ten  of  the  cases  were  dis- 
charged cured,  one  leaving  the  hospital  at  her  own  request 
before  complete  cure. 
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Elephantiasis  of  the  Vulva  was  observed  once  in  a  mulatto 
woman  who  was  four  months  pregnant.  The  tumor  encroached 
upon  the  vaginal  oritice  so  much  (the  clitoris  and  labia  majora 
and  minora  being  all  involved)  that  delivery  at  term  would 
have  been  impossible.  Hence  the  mass  was  removed  with  the 
knife,  being  first  constricted  with  an  elastic  ligature  tied  under 
three  long  pins  passed  beneath  the   tumor.     Bleeding   vessels 


FiQ.  2.— Eiepbauiiasis  vulva?  after  o|HTation. 

were  thus  secure!  separately  and  the  wutind  closed  by  sutures. 
Pregnancy  was  not  disturbed,     (Figs.  1  and  2.) 

Epithelioma. — Two  cases  wore  observed  and  apparently  cured 
by  complete  extirpition  of  the  disease  with  the  knife.  "Whether 
the  disease  returned  later  I  cannot  say.  The  disease  was  limited 
entirely  to  tlie  vulva  and  not  secondary  to  its  occurrence  in  a 
neighboring  part.     (Fig.  3.) 
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Polijpm. — Ode  very  rare  case  of  fibrous  polypus  hanging 
from  the  left  labium  was  observed,  and  was  of  course  easily 
cured  by  the  removal  of  the  tumor. 

A  Curious  Injury  of  the  Hymen  was  seen  in  three  women,  but, 
not  being  of  pathological  significance,  is  not  recorded  as  a  sepa- 
rate disease.  It  consisted  in  a  tearing  away  of  the  whole  ring 
of  the  hymen  from  its  attachment  during  coition,  leaving  the 
membrane  hanging  only  by  a  slender  strip.     The  central  open- 


FiG.  3. -Epithelioma  vulvas. 

ing  of  the  hymen  was  uninjured,  and  the  membrane  hung 
loosely  over  the  vaginal  orifice.  Two  of  the  women  had  had 
children.  Coition  was  of  course  performed  under  the  loose 
hymen  and  caused  no  pain.  Only  if  by  chance  the  glans  penis 
should  happen  to  catch  in  the  small  opening  of  the  hymen 
would  pain  and  bleeding  be  produced  by  traction  on  the  slender 
attachments  during  the  efforts  of  intromission.     This  occurred 
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in  a  case  reported  by  a  Swiss  physician,  who  tirst  called  my 
attention  to  this  peculiar  accident.     (Fig.  4.) 

Perinedm. — Of  one  hundred  and  eighty-four  cases  of  lacera- 
tion of  this  body  wiijch  were  admitted,  one  hundred  and  forty- 
one  were  cured,  of  course  by  operation  ;  forty-one  were  improved 
only,  the  operation  not  having  proved  an  entire  success ;  but  all 
the  cases  were  operated  upon.     Those  which  were  too  slight  to 


Via.  4.— Curious  injury  of  l)ynieu. 

require  operation  are  not  mentioned  in  this  list.  Two  of  tlie 
ca^es  died,  very  much  to  my  regret,  both  of  septic  infection 
the  origin  of  which  was  never  determined. 

IlEcruu. — This  organ  is  not  necessarily  a  part  of  the  gyneco- 
logical area,  but  its  diseases  are  so  commonly  associated  with 
pathological  con<litions  of  the  sexual  organs  of  the  female  that 
they  were  not  infrequently  met  with  in  my  service  and  there 
treated  instead  »f  being  referred  to  the  general  surgical  de- 
partment. 

Catarrh  of  the  rectum  i>  not  a  very  uncommon  affection  in 
women  and  very  often  simulates  uttro  ovarian  diseases.  1  lind 
it  very  fro(juently  associated  with  backward  displacement  of  the 
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uterus  and  as  a  complication  of  hemorrhoids  and  fistula  or  fis- 
sure in  ano.  It  is,  therefore,  well  to  remember  that  the  rectum 
maj  be  the  seat  of  the  symptoms  of  which  the  patient  complains, 
and  that  anytlnng  like  mucous  or  bloody  discharges  from  that 
canal,  or  of  burning,  throbbing,  bearing-down  sensation  in  the 
region  of  the  coccyx,  or  of  painful  defecation  may  with  great 
probability  indicate  a  disease  of  the  bowel  instead  of  the  sexual 
organs.  Prehminary  to  a  successful  treatment  of  a  diseased 
condition  of  the  rectum,  dilatation  of  the  sphincter  ani  is  abso- 
lutely indispensable.  In  catarrh  of  the  rectum  applications  of 
nitrate  of  silver  solution,  one  drachm  to  the  ounce,  repeated 
ev^ery  two  or  three  days  until  improvement  is  manifest,  have 
done  me  excellent  service.  The  tenesmus  usually  following 
these  applications  must  be  relieved  by  hypodermics  of  morphine 
and  by  pouring  melted  vaseline  into  the  bowel  immediately 
after  the  cauterization.  Warm  carron  oil  (equal  parts  of  linseed 
oil  and  lime  water)  used  as  an  enema,  two  to  four  ounces,  nio-ht 
and  morning,  to  be  retained,  is  an  excellent  remedy  to  promote 
healing  of  the  inflamed  rectum  after  cauterization. 

Uloers  of  the  rectum  are  best  treated  by  applications  of  pure 
nitric  acid  made  through  a  cylindrical  speculum. 

The  other  affections  of  the  rectum  mentioned  in  the  report 
differ  in  no  wise  from  the  same  conditions  in  the  male  as  re- 
gards either  symptoms  or  treatment. 

The  interior  of  the  rectum  can  be  easily  and  fully  exposed  as 
far  up  as  the  level  of  the  sacral  promontory  through  an  ordinary 
vaginal  cylindrical  speculum,  or  by  elevating  the  posterior  peri- 
neum and  depressing  the  anterior  perineum  with  a  Sims  specu- 
lum in  each  hand,  the  patient  occupying  the  genu-pectoral 
position. 

Urethra  and  Bladder.— It  is  a  curious  fact  that  in  the  eyes 
of  some  general  surgeons  the  female  bladder  should  still  be  cmi- 
sidered  as  not  belonging  to  the  sexual  system  of  woman,  but 
should  be  looked  upon  as  an  organ  the  diseases  of  which  come 
under  the  head  of  general  surgery.  This  fact  may  account  for 
the  comparatively  small  number  of  diseases  of  the  bladder  which 
come  into  my  service.  Until  recently  the  admitting  physician 
of  the  hospital  has  sent  a  very  large  number  of  diseases  of  the 
bladder  in  the  female  to  the  general  surgical  service,  where  they 
have  been  kept,  treated,  and  operated  upon,  even  to  the  point 
of  vaginal  cystotomy  for  chronic  cystitis.     And  still  all  gyne- 
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cological  text  books  contain  separate  chapters  devoted  to  the  dis- 
eases of  the  female  bladder,  Skene  even  giving  as  many  as  three 
hundred  pages  of  his  book  to  this  subject.  It  has  required  a 
vigorous  protest  on  my  part  to  at  last  overcome  this  custom. 

Strange  to  say,  that  very  common  disease,  urethral  carbuncle, 
1  find  to  have  occurred  only  in  eleven  cases.  I  can  hardly 
imagine  this  to  be  true,  since  my  recollection  certainly  impresses 
me  that  I  operated  on  many  more  instances  of  that  affection, 
but  probably  it  was  only  secondary  to  some  other  disease  and 
has  therefore  not  been  specially  noted. 


Fio.  5. —Prolapse  of  urethra  in  triil  of  "Jjyears.     i  iif  u|ii)tT  sound  is  in  the  urethra,  the 
lower  in  the  vagina. 

Prolapse  of  the  Urethra  occurred  once,  in  a  girl  9  years  of 
age.  It  was  cured  by  excision,  the  raw  edges  being  united  by 
catgut  sutures.     (Fig.  5.) 

Stricture  of  the  Urethra  I  find  t-)  have  occurred  twice.  \\\  my 
experience  this  is  a  rare  disease  in  the  female,  <piite  contrary 
to  its  occurrence  in  the  male.  It  is  usually  pnjduced  by  trau- 
matic intlucnces,  mostly  duritig  childbirth,  and  cured  by  dilata- 
tion. 

Urethrocele — that  is,  a  sacculation  of  the  lower  wall  of  the 
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urethra  into  the  vagina — is  mentioned  once.  This  also  is  a  rare 
disease  in  my  experience,  although  I  believe  others,  like  Tliomas 
Addis  Emmet,  report  seeing  it  quite  frequently.  It  must  not 
be  confounded  with  cystocele,  which  consists  in  a  prolapse  of 
the  anterior  vaginal  wall  and  bladder  without  involving  the  ure- 
thra. The  cure  of  urethrocele  is  entirely  surgical  and  will  be 
discussed  further  on. 

Chronic  Cystitis  was  met  with  twenty-eight  times,  and  I  know 
these  figures  to  mean  the  condition  independent  of  other  pelvic 
inflammations.  I  am  sorry  to  say  that  only  fourteen  cases  are 
reported  as  cured  and  that  one  even  died.  We  all  know  how 
intractable  old  cases  of  cystitis  are  in  both  sexes  ;  nothing  short 
of  an  artiticial  vesico-vaginal  fistula  will  succeed  in  even  reliev- 
ing, not  to  speak  of  curing,  an  old  catarrh  of  the  bladder  in 
which  the  mucous  membrane  has  become  so  diseased  by  ulcera- 
tion, cicatrization,  and  hypertrophy  as  to  be  practically  no  longer 
a  mucous  membrane.  Often  it  is  encrusted  with  calcareous  de- 
posits, which  have  to  be  scraped  out  bodily  through  the  dilated 
urethra  or  an  artiticial  vaginal  fistula.  The  want  of  success  in 
curing  these  cases,  therefore,  must  not  be  a  matter  of  surprise, 
since,  as  a  rule,  only  inveterate  forms  of  the  disease  come  to  the 
hospital. 

Vesico-uterine  and  Vesico-vaginal  Fistulce.—Oi  the  former 
two  cases  were  observed.  One,  which  was  really  a  combined 
utero-  and  vagino-vesical  fistula,  was  cured  by  sewing  the  pos- 
terior lip  of  the  cervix— the  anterior  lip  and  half  of  the  anterior 
vaginal  wall  being  destroyed — to  the  remainder  of  the  anterior 
vaginal  wall  and  then  closing  what  was  left  of  the  fistula  by 
transverse  sutures,  silver  wire  being  used.  In  all  twenty-six 
stitches  were  employed  in  this  case.  Union  was  complete,  except 
a  small  stitch-hole  fistula  which  was  cured  by  a  second  operation. 
Of  course  the  cervical  canal  was  turned  into  the  bladder,  and 
menstruation  must  hereafter  take  place  through  that  viscus  ;  but 
that  was  inevitable  under  the  circumstances,  and  the  patient  when 
discharged  was  exceedingly  comfortable  (Fig.  6).  In  the  other 
case,  while  attempting  to  draw  down  the  cervical  canal  in  order 
to  brins  the  fistula  into  view,  an  adhesion  between  the  uterus 

1  •  •     • 

and  its  appendages  must  have  given  way,  for  a  fatal  peritonitis 
developed  and  the  post-mortem  showed  a  rupture  of  an  old 
abscess  of  the  ovary  which  had  not  been  suspected.  Of  the 
eleven  cases  of  vesico-vaginal  fistula  nine  were  cured,  one  im- 
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proved,  and  one  discharged  uncured.  Usually  only  one  opera- 
tion was  necessarj',  the  method  employed  being  that  of  Sims — 
namely,  broad,  rather  shallow  paring  of  the  edges  of  the  fistula 
without  wounding  the  mucous  meml>rane  of  the  bladder,  the 
stitches  also  (silver  wire)  not  including  the  bladder  mucosa. 
The  patient  who*  was  discharged  only  improved,  as  well  as  the 
one  discharged  uncured,  refused  treatment.  This  injury  is  now 
met  with  very  rarely  except  by  operators  who  have  become 
known  as  specialists  in  this  particular  line.     I  hope,  indeed,  that 


Fio.  6. — Ut^ro-vesical  fistula.    Anterior  lip  of  cervix  sloiipbe*!   away,  posterior  lip  of 
cervix  (A)  sewed  to  remnant  of  vesico-vaginal  septum  (B).    (DiaKramniatio.) 

tiie  recent  improvements  in  obstetrics  will  soon  do  away  entirely 
with  an  accident  which  should  really  almost  never  occur. 

Vagina. — The  most  common  affection  of  the  vajjina  which 
came  under  observation  was  that  of  Prolapse  of  the  PoHtev'wr 
Vaifinal  Wall  together  with  that  of  the  anterior  wall  of  the  rec- 
tum, commonly  known  as  lucioceh.  This  was  met  with  usually 
in  combination  with  laceration  of  the  perineum,  sometimes 
associated  with  prolapse  of  the  anterior  vaginal  wall  and  bladder, 
or  cystocele,  together  with  more  or  less  dropping  of  the  uterus 
itself.     The  treatment  of  this  condition  of  course  was  entirely 
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operative,  onh'  such  cases  being  mentioned  in  the  list  as  re 
quired  such  radical  means.  The  method  of  operation  employed 
will  be  mentioned  in  detail  hereafter  under  the  head  of  Opera- 
tions. In  itself  rectoeele,  in  my  opinion,  is  not  a  condition 
requiring  active  surgical  interference;  it  is  only  when  combined 


-Rectoeele  and  cvstocele. 


with  more  or  less  prolapse  of  the  anterior  vaginal  wall  and 
bladder  and  of  the  uterus  that  it  produces  decided  symptoms 
and  requires  surgical  treatment.     (Fig.  T.) 

The  next  most  common  atfection  of  the  vagina  was  Vaginitis, 
of  which  twenty  cases  were  admitted.  The  treatment  of  acute 
or  subacute  vaginitis,  whether  of  venereal  origin  or  not,  consists, 
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in  my  practice,  in  the  application  of  a  solution  of  nitrate  of  silver, 
sixty  grains  to  the  ounce,  every  other  day,  the  whole  mncous 
membrane  being  thoroughly  swabbed  through  a  cylindrical 
speculum  with  this  solution  until  it  has  changed  its  bright  or 
dark  red  color  to  the  pale  pink  hue  of  the  normal  vaginal  lining. 
When  this  result  has  been  achieved,  astringents,  preferably  iodo- 
form and  tannin  powder  in  equal  parts,  are  applied  to  the  vagina 
until  it  is  entirely  restored  to  health.  A  careful  irrigation  of 
the  vagina  with  a  1 :  10,000  solution  of  bichloride  precedes  each 


i 


Fio.  8.— Granular  vaginitis  coiubiried   witli  rectocele    and    cystocele.    The  numerous 
swollen  papillae  of  the  vaeinal  surface  are  plainly  visible. 

cauterization.  It  usually  takes  from  four  to  six  weeks  to  cure 
such  cases  permanently.  They  are  really  not  hospital  cases  at 
all  and  can  be  treated  just  as  well  in  the  office  or  dispensary,  but 
they  are  often  associated  with  endometritis  or  salpingitis  and 
hence  find  their  way  into  hospital  wards,  as  I  presume  was  the 
case  with  us.  When  the  papilhie  are  swollen  it  is  called  granu- 
lar vaginitiH  (Fig.  8).     The  treatment  is  the  same. 

Senile   Vaginitis,  or  an   intlamraation  of  the  vaginal  mucous 
membrane  occurring  after  the  menopause  as  a  result  of  inalnntri 
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tion  of  the  part,  is  recorded  only  once.  This  is  rather  surpris- 
ing, since  it  is  not  an  uncommon  affection;  but  it  is  no  more  fit 
for  a  hospital  ward  than  the  ordinary  form  of  vaginitis,  which 
I  suppose  explains  its  having  been  mentioned  once  only  in  our 
report.     The  treatment  is  practically  the  same  as  that  of  ordinary 


vaginitis. 


Cystocele,  or  prolapse  of  the  anterior  vaginal  wall  and  bladder, 
is  recorded  thirty-seven  times  (Fig.  7).  As  it  is  met  with  in  every 
case  of  prolapsus  uteri  et  vaginae,  it  must  have  occurred  very 
much  oftener  than  this,  but  only  the  cases  in  which  it  was  the 
prominent  symptom  are  mentioned  under  this  heading.  This 
condition  is  curable  only  by  a  plastic  operation,  but  unfortunate- 
ly the  results  of  this  operation  are  rarely  permanent,  since  the 
scar  which  narrows  the  anterior  vaginal  wall  and  keeps  it  and  the 
bladder  in  position  is  very  liable  to  separate  sooner  or  later  after 


Fig.  9.— Gehruns's  pessary  for  cystocele. 

the  operation  and  the  old  prolapse  returns.  I  have  been  more 
successful  in  treating  cystocele — I  do  not  say  curing  it,  but  in 
relieving  the  symptoms  and  keeping  the  anterior  vaginal  wall  in 
position — by  means  of  a  mechanical  support  than  by  operative 
measures.  The  mechanical  support  which  I  employ  is  that  de- 
vised by  Dr.  Eagene  C.  Gehrung,  of  St.  Louis,  which  answers 
the  purpose  better  than  any  other  contrivance  of  the  kind  which 
I  have  seen  (Fig.  9).  It  has  to  be  watched  for  fear  of  producing 
erosion  of  the  vaginal  wall,  and  of  course  it  must  be  properly  fitted 
and  applied  to  each  case ;  but  when  so  fitted  it  can  be  worn  for 
years  with  unlimited  comfort  and  satisfaction,  the  only  require- 
ment being  that  every  two  or  three  months  it  should  be  removed, 
cleaned,  and,  if  no  abrasion  has  been  produced,  reinserted.  It 
is  only  when  the  cystocele  is  associated  with  a  rectocele  and 
prolapse  of  the  uterus  itself  that  I  perform  the  plastic  operation 
31 
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hereafter  to  be  described  for  this  condition.  An  uncomplicated 
cystocele  I  very  seldom  think  fit  for  operation,  since  I  can  get 
much  better  results  with  the  Gehrung  pessary.  Hence  we  find  in 
the  list  but  fifteen  of  the  thirty-seven  cases  of  cystocele  reported 


^ 


Fio.  10.— Epithelioma  of  posterior  vaRinal  wall. 

as  cured.  Twenty-one  were  improved,  and  in  these,  of  course, 
the  pessary  mentioned  was  used.  It  is  only  when  the  perineum 
is  very  much  torn  or  the  pelvic  tloor  too  much  relaxed,  so  tliat  a 
Gehrung  pessary  even  of  the  lar^'est  size  cannot  be  retained,  that 
we  are  obliged  to  resort  to  operative  means  for  the  cure  of  the 
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condition   or   to  let  it    alone.     Astringents   applied   either   as 
powder  or  in  the  shape  of  injections  are  practically  of  no  beneht. 
Stenosis  and  Atresia  of  the  vagina  were  met  with  in  fifteen 
cases,  the  cause  of  the  malformation  being  either  congenital  or 
acquired.     The  majority  of  the  cases  of  atresia  were  congenital, 
there  being  not  only  an  absence  of  the  vaginal  canal,  but  also  an 
imperfect  development  of  the  uterus  and  ovaries.     In  seven  of 
these  cases  I  made  a  new  vagina,  separating  the  rectum  and 
bladder  by  blunt  dissection  to  a  sufficient  depth  and  keeping  the 
canal  open  by  packing  with  iodoform  gauze  and  using  glass  or 
hard-rubber  dilators.     In  the  cases  of  stenosis  of  the  vagina 
where  the  canal  was  only  partially  obliterated  the  constriction 
was  due  either  to  congenital  bands  or  to  a  contraction  following 
injury  received  during  childbirth.     In  either  case  it  was  easy  to 
incise  the  constricted  portion  and  by  means  of  graduated  dilators 
enlarge  and  keep  the  vagina  at  its  normal  calibre.     In  one  case 
a  congenital  double  vagina  was  observed.     This  was  easily  cured 
by  dividing  the  septum  and  closing  the   bleeding  surfaces  with 
interrupted  catgut  sutures. 

One  case  of  Cyst  of  the  vagina  is  mentioned,  and  another  of 
Hematoma.  Both  are  rather  unusual  conditions.  The  cyst  was 
situated  in  the  upper  portion  of  the  canal  and  was  due  probably 
to  the  encroachment  of  an  unusually  distended  cervical  gland. 
It  was  opened  and  dissected  out.  The  hematoma  was  simply 
opened  and  packed  with  iodoform  gauze.  In  both  cases  a  cure 
resulted. 

Uncomplicated  EpitJielioma  of  the  vagina  was  observed  in  two 
instances.  This  is  rather  a  rare  affection,  since  malignant  disease 
of  the  female  genital  organs  usually  begins  in  the  cervix  uteri, 
and  the  vagina  is  only  secondarily  affected.  In  neither  case 
was  it  possible  to  excise  the  diseased  tissue  so  thoroughly  as  to 
effect  a  cure.     (Fig.  10.) 

Uterus.  Gervix, — The  most  common  affection  of  the  cervix 
uteri  which  came  under  observation  was  Laceration^  which  was 
met  with  five  hundred  and  eighteen  times.  In  three  hundred 
and  forty-two  of  these  cases  the  operative  repair  of  the  tear  was 
performed,  with  three  hundred  and  sixteen  recoveries.  The 
operation  known  as  Emmet's,  or  trachelorrhaphy,  was  the  one 
invariably  performed.  In  one  hundred  and  sixty-nine  instances, 
the  majority  of  which  were  not  considered  worthy  of  a  plastic 
operation,    a    comparative    cure    resulted    from    the   palliative 
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treatment  employed,  which  consisted  mostly  in  the  sharp 
curette,  nitric  acid,  or  iodized  phenol  applied  to  the  eroded  sur- 
faces. It  will  be  seen  i)j  these  remarks  that  I  do  not  consider 
every  case  of  laceration  of  the  cervix  to  require  a  reparative 
operation.  It  is  the  symptoms  ichich  the  tear  produces  and 
the  patholog Iced  degeneration  of  the  cervix  caused  hij  it  which 
in  my  opinion  call  for  the  operation^  not  the  mere  presence  of  a 
laceration.  The  sutures  employed  in  the  operation  for  lacerated 
cervix  were  almost  invariably  silver  wire,  the  exceptions  being 
those  cases  of  prolapsus  where  the  cervix  could  be  drawn  down 
to  the  vulva,  in  which  catgut  was  used.     As  regards  the  after- 


y 


Fia.  U.  Fia.  12. 

Fio.  11.— Bilateral  lacfration  of  cervix,  third  deg^ree,  >een  throuf^h  Sims'  speculum, 
a,  anterior  lip  ;  /»,  posterior  lip. 

Fio.  18.— Lacerated  cervix  with  everted  lips,  showing;  normal  shape  of  cervix,  to  which 
It  should  be  restored  by  uniting  anterior  lip,  a,  to  posterior  lip,  ;.. 

treatment  of  these  cases  of  trachelorrhaphy,  I  have  been  in  the 
habit  of  keeping  the  patients  in  bed  for  two  weeks  afttr  the 
operation,  using  tepid  carbolized  douches  once  or  twice  a  day 
merely  for  the  |)iirpose  of  cleanliness,  allowing  them  to  urinate 
themselves  and  ])ermitting  any  position  in  bed  except  the  up- 
right. At  or  about  the  end  of  the  second  week  I  was  formerly 
in  the  habit  of  making  an  e.xamination  with  the  speculum  and, 
finding  everything  in  good  condition,  of  removing  the  suturcF. 
Of  late  years,  however,  T  have  modified  thi.';  practice  insomuch 
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as  I  have  allowed  the  patients  to  sit  up  at  the  end  of  a  week, 
to  walk  about  at  the  end  of  the  second  week,  and  then,  on 
examination  finding  the  sutures  in  good  condition,  have  sent 
them  home  with  direction  to  return  after  the  next  menstrual 
period  for  the  removal  of  the  stitches.  !My  object  in  doing  this 
was  to  prevent  the  recurrence  of  an  accident  which  I  had  seen 
twice  in  private  practice,  where  removal  of  the  sutures  ten  days 
after  the  operation  allowed  the  imperfectly  united  lips  of  the 
tear  to  separate,  requiring  a  second  operation.  Even  in  private 
practice  I  now  request  patients  to  call  at  my  office  after  the  first 
menstrual  period  following  the  operation,  and  there  remove  the 
stitches,  and  I  have  had  no  reason  whatever  to  deplore  my  de- 
parture from  the  old-established  rule.  I  really  believe  that  the 
majority  of  patients  after  an  operation  for  lacerated  cervix 
would  do  just  as  well  if  they  were  allowed  to  be  up  and  about 
attending  to  their  daily  duties,  but  if  it  should  happen  that 
union  is  not  secured  or  a  pelvic  peritonitis  or  cellulitis  occurs 
the  blame  would  of  course  be  attached  to  the  operator  who  had 
not  been  careful  enough  to  keep  the  patient  in  bed.  As  such 
accidents  cannot  always  be  positively  foreseen  or  prevented,  I 
have  thought  it  wiser,  in  my  own  interest  as  well  as  that  of  the 
patients,  to  observe  the  precaution  of  keeping  them  in  bed  until 
all  danger  of  inflammatory  action  has  passed.  I  will  say  here 
briefly  that  my  results  from  this  operation  of  trachelorrhaphy  in 
properly  selected  cases  have  been  so  good,  and  that  so  much 
benefit  both  locally  and  generally  has  been  achieved,  that  I  feel 
myself  justified  in  recommending  it  whenever  the  symptoms 
produced  by  the  laceration  are  such  as  appear  curable  only  by 
its  repair.  This  condition  will  probably  be  found  to  exist  in 
about  one-half  of  all  lacerations  of  the  cervix  which  come  under 
the  observation  of  the  physician.  In  the  other  half  Nature 
either  cures  of  her  own  free  will  or  else  the  laceration  is  too 
small  to  be  productive  of  any  damage. 

One  of  the  most  frequent  accompaniments  of  a  lacerated  cer- 
vix is  a  Catarrh  of  the  Cervical  Cavity.  It  is  indeed  a  rare  ex- 
ception to  meet  with  a  large  laceration  without  finding  the  lining- 
membrane  of  the  cervical  cavity  more  or  less  diseased.  The 
destruction  of  this  diseased  membrane,  therefore,  with  the  sharp 
curette  is  part  of  the  treatment  of  the  laceration,  and  can  be 
performed  either  at  the  same  sitting  as  when  the  laceration  is 
united  -or  previously  if  the  case  is  a  particularly  bad  one.     I 
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find  mentioned  only  fourteen  cases  of  uncomplicated  cervical 
endometritis,  whicii  is  of  course  entirely  out  of  proportion  to 
the  frequency  of  this  disease.  I  can  only  explain  this  discrep- 
ancy by  the  fact  that  C3rvical  catarrh  was  not  mentioned  as  a 
separate  affection  when  it  occurred  with  laceration  of  the  cer- 
vix. Cervical  endometritis  is  so  very  common,  even  in  virgins, 
uncomplicated  with  any  other  lesion  of  the  uterus,  that  it  is  met 


Fio.  18.— Epithelioma  of  the  anterior  lip  of  the  cervix,  with  preKnancy  at  three;.monthB, 
cured  by  amputatiou  witli  galvano-cautery  ;  normal  «lelivery  at  term. 

with  almost  daily  in  the  office  of  the  gynecologist.  Such  cases 
are,  however,  not  u.'^ually  admitted  to  the  hospitals,  since  tbey 
can  be  easily  treated  with  the  sharp  curette  and  nitric  acid  at 
the  patient's  house,  the  continement  to  bed  rarely  exceeding  a 
week ;  and  this,  I  suppose,  must  be  another  reason  why  so  very 
few  of  these  cases  are  mentioned  in  the  report. 

Epithelioma  of  the  Cervix — that  is,  limited  to  that  portion  of 
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the  uterus  only — occurred  fifty-four  times.  Curious  to  say,  three 
of  these  cases  are  reported  cured.  One  of  them  I  remember  to 
have  occurred  in  a  woman  who  had  flowed  profusely  for  three 
months  and  vaginal  examination  revealed  a  soft  polypoid  tumor 
growing  from  the  anterior  lip  of  the  cervix  (Fig.  1 3).  The  bleed- 
ing was  so  excessive  that  the  vagina  was  tamponed  and  no  further 
examination  made.  There  was  no  suspicion  of  pregnancy,  of 
course.  The  growth  was  removed  close  to  the  vaginal  vault  by 
the  galvano  cautery  wire  and  was  found  to  be  an  epithelioma. 
Two  months  later  she  returned  for  observation  and  reported 
that  she  had  not  menstruated  since,  and  on  examination  she  was 


Fig.  14.— Epithelioma  of  both  lips  of  cervix,  the  disease  extending  up  into  the  body  o 
the  uterus  to  the  fundus.    (Diagrammatic.) 

found  to  be  about  five  months  pregnant.  The  cervix  was  en- 
tirely healthy.  A  year  later  she  returned  with  the  child  in  her 
arms  and  the  cervix  was  then  found  to  be  still  in  a  normal  condi- 
tion. I  think  it  fair  to  assume  that  this  case  was  cured.  In  the 
other  two  instances  the  galvano-cautery  wire  also  was  employed 
and  the  disease  apparently  entirely  removed,  for  when  again  seen, 
about  six  months  afterward,  the  cervix  was  still  healthy.  The 
treatment  in  forty  of  the  remaining  fifty-one  cases  of  epithelioma 
of  the  cervix  consisted  in  the  removal  of  the  bleeding  cancerous 
tissues  by  the  sharp  curette  and  the  production  of  a  slough  by  the 
application  of  chloride  of  zinc,  fifty  per  cent,  on  cotton  pads 
(Figs.  15  and  16).     In  one  of  these  cases  vaginal  hysterectomy  was 
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performed  subsequently.  Of  course  this  treatment  was  only 
palliative,  but  it  served  to  relieve  the  patient  from  the  weaken- 
ing discharges  of  blood  and  serum  and  to  arrest  the  progress  of 
the  disease  for  a  time.  In  some  cases  the  curetting  and  caustic 
had  to  be  repeated  once  or  oftener  after  an  interval  of  several 
months.  I  have  seen  life  prolonged  by  this  treatment  in  one 
instance  four  years.  Of  course  it  is  questionable  whether  pro- 
longation of  life  under  such  circumstances  is  desirable ;  at  the 
same  time  it  is  our  duty  to  adopt  all  measures  which  will  allay 
suffering  and  prolong  life  in  cases  where  we  cannot  cure.  In 
eleven  cases  the  disease  of  the  cervix  was  thought  to  be  suffi- 


FiG.  15.— Encephaloid  cancer  of  cervix  without  ulceration. 

ciently  circumscribed  to])ermit  of  a  fair  prospect  c»f  a  complete 
cure  by  removal  of  the  whole  uterus.  Vaginal  hysterectomy 
was  therefore  performed,  with  two  deaths  and  nine  recoveries, 
in  all  of  which,  however,  ultimately  the  disease  returned  and 
the  patients  succumbed  to  it.     (Fig.  15.) 

Body  of  the  Uterus.  Ahoi'tion. — I  tind  one  hundred  and 
forty-seven  cases  of  this  accident  mentioned,  with  one  liundred 
and  forty-three  cures  and  four  deaths.  01)stetrical  cases  are 
not  as  a  rule  admitted  to  the  gynecological  service  of  Mount 
Sinai  Hospital,  but  it  is  inevitable  that  a  miscarriage  with  re- 
tained secundines,  or  at  times  even  a  threatened  abortion,  comes 


MOUNT   SINAI    HOSPITAL,    NEW    YORK. 


489 


to  the  hospital  and,  the  symptoms  being  urgent,  is  admitted. 
Of  course  the  indication  always  was  to  remove  such  of  the 
decidua  as  had  been  left  in  utero,  with  the  finger  if  possible,  or 
with  instruments,  the  symptoms  for  such  removal  being  either 
hemorrhage  or  septic  infection.  If  removed  early  enough  the 
recovery  was  prompt,  but  if  the  case  had  gone  too  far,  as  in 
the  four  fatal  ones  recorded,  tlie  death  was  due  to  septicemia. 
The  instruments  used  for  the  removal  of  the  retained  secun- 
dines  were  those  devised  by  me  some  fifteen  years  ago,  namely, 


Fig.  16.— Chloride  of  zinc  slough  from  cancer  of  cervix. 

a  large,  long  blunt  curette  and  a  broad  flat  forceps  (Fig.  IT). 
With  the  curette  the  attached  portions  of  placenta  and  decidua 
were  gently  scraped  loose  and  removed  with  the  forceps.  The 
uterus  was  then  washed  out  with  a  hot  Thiersch's  solution  or,  if 
there  were  decided  evidences  of  sepsis  and  the  discharges  offen- 
sive, with  a  1  :  10,000  bichloride  solution.  An  ice  bag  was  then 
usually  put  over  the  abdomen  in  order  to  insure  more  thorough 
contraction  of  the  uterus,  and  the  usual  aseptic  pad  applied  over 
the  vulva.  Occasionally  a  secondary  salpingitis  or  pelvic  peri- 
tonitis resalted  in  these  cases.     It  was  of  course  impossible  for 
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me  to  determine  whether  in  these  cases  the  abortion  was  acci- 
dental or  induced.  I  can,  therefore,  not  state  whether  there  is 
any  difference  in  the  progress  and  prognosis  from  either  of  these 
causes.  So  far  as  my  experience  goes  it  would  be  difficult  to 
determine  whether  a  septic  endometritis  or  pelvic  peritonitis  or 
salpingitis  following  an  abortion  were  due  to  operative  induction 
of  the  abortion  or  to  external  causes,  unless  indeed  a  distinct 
injury  of  the  uterine  tissue  could  be  demonstrated. 

Antejiexlon. — This  condition  being  only  pathological  in  so  far 
as  it  produces  dysmenorrhea  or  sterilit}',  the  cases  which  were 
admitted  complained  solely  of  these  two  symptoms,  and  they 


FiQ.  17.— Muncl6\s  placental  curettes  and  forceps. 

were  admitted  only  for  the  purpose  of  the  operative  treatment 
necessary  to  relieve  them. 

Sarcoma  and  Carcinoma. — Only  six  cases  of  this  disease 
restricted  tv)  the  portion  of  the  uterus  above  the  internal  os  are 
recorded.  This  number  is  (piito  in  proportion  with  the  usual 
figures  mentioned  by  most  authorities  as  indicative  of  the  rela- 
tive frequency  of  cancer  of  the  cervix  and  cancer  of  the  body  of 
the  uterus.  Twice  the  disease  was  of  the  sarcomatous  variety, 
four  times  it  was  epithelioma.  The  entire  uterus  was  removed 
in  each  instance — four  times  by  the  vagina,  twice  by  abdominal 
section — and  while  in  all  the  cases  recovery  from  the  operation 
occurred,  the  disease  returned  and  the  ultimate  result  was  death. 
Three  of  these  ca.ses  died  in  the  hospital,  the  other  three  after 


MOUNT   SINAI    HOSPITAL,    NEW   YORK 


491 


discharge.  I  confess  that  my  experience  in  this  respect,  as  in- 
deed is  the  case  with  cancer  of  the  cervix  also,  has  not  given  me 
great  hopes  of  the  permanent  care  of  cancer  of  the  uterus  by  a 
complete  extirpation  of  the  organ.  I  have  still  to  see  the  case 
in  which  the  disease  did  not  return. 

Three  times  the  rare  combination  of  malignant  disease  of  the 
endometrium  with  fibroid  tumors  of  the  body  was  observed ; 
twice  the  disease  was  an  epithelioma  and  once  a  sarcoma. 
(Figs.  18,  19,  and  20.) 

Endometritis. — It  will  be  seen  by  the  large  number  of  cases 


Fig.  18.— Epithelioma  of  eadometrium  with  fibroids  of  body  of  uterus. 

of  this  disease  recorded,  two  hundred  and  ninety-seven,  that  it 
is  of  very  frequent  occurrence.  Indeed,  this  figure  by  no 
means  indicates  its  frequency,  since  only  a  small  proportion'of 
the  cases  seen  in  my  clinic  at  the  Polyclinic  and  at  my  office  were 
considered  sufficiently  severe  to  require  admission  to  the  hospi- 
tal, and  many  did  not  avail  themselves  of  the  opportunity  to 
do  so.  They  were  sent  to  the  hospital  for  the  purpose  of  treat- 
ment and  cure  by  operation,  which  could  not  be  safely  carried 
out  either  in  the  clinic  or  at  the  office.  I  have  found  that 
it  is  useless  to  try  to  cure  obstinate  cases  of  endometritis  by 
palliative,  mild  intrauterine  applications  such  as  are  safe  and 
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can  be  borne  by  the  patients  in  an  out-door  clinic.  I  have 
therefore  for  a  number  of  years  adopted  the  more  radical  plan 
of  putting  such  patients  where  I  could  employ  active  treatment 
with  a  fair  degree  of  safety.  Such  active  treatment  consisted 
in  thoroughly  dilating  the  uterine  canal  with  a  steel  two- 
branched  dilator,  curetting  the  whole  endometrium  carefully 
but  thoroughly  above  the  internal  os  with  the  dull  curette,  be- 
low with  the  sharp  instrument,  and  then  swabbing  the  whole 
cavity  out  with  iodized  phenol  equal  parts,  or  in  bad  cases  with 
a  fifty  per  cent  solution  of  chloride  of  zinc.     A  thin  strip  of 


. -;  of  body  of  uterus. 


Fig.  19.— Epithelioma  of  end  ,1 

iodoform  gauze  was  then  passed  into  the  uterine  cavity  to  keep 
it  open  and  facilitate  drainage,  and  the  vagina  was  loosely  packed 
with  the  same.  The  patient  was  put  to  bed,  an  ice  bag  a])plied 
over  the  abdomen,  and  the  case  treated  like  that  of  any  opera- 
tion on  the  internal  female  genital  organs.  After  forty-eight 
hours  the  gauze  was  removed,  the  vagina  irrigated  with  a  hot 
Thiersch's  solution,  and  a  fresh  strip  of  gauze  passed  up  into 
the  uterus.  When  the  caustic  slough  had  come  away,  either  it  or 
a  milder  solution  was  applied  and  the  gauze  reinserted.  Tin's 
treatment  was  continued  for  two  or  more  weeks— two  usually 
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sufficing — until  the  discharge  ceased  and  the  mucous  membrane 
began  to  assume  a  healthy  ajjpearance.  The  patient  was  allowed 
to  leave  her  bed  at  the  end  of  the  first  week,  and  subsequent  ap- 
plications, if  necessary,  could  usually  be  carried  out  at  the  office. 
By  this  treatment  I  feel  that  I  have  cured  more  cases  by  far  of 
chronic  endometritis  than  by  the  milder  measures  which  I  for- 
merly employed.  Our  figures  show  one  hundred  and  ninety- 
seven  cures,  with  ninety-four  cases  of  improvement  out  of  two 
hundred  and  ninety-seven,  only  six   being    mentioned  as   dis- 
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Fig.  20. — Sarcoma  of  endometrium  with  fibroids'of.bodyjiof. uterus. "^Removed  by'abdom 
•nal  section, 

charged  unimproved.  The  significance  of  endometritis  in  its 
relations  to  the  causation  of  sterility,  mainly,  is  so  great  and  so 
unquestionable  that  1  feel  myself  justified  in  recommending  the 
treatment  here  described.  It  is  perfectly  safe  if  carefully  and 
judiciously  carried  out ;  to  practise  it  in  the  office  or  in  an  out- 
door clinic  would,  however,  be  so  hazardous  as  to  be  almost 
criminal.  Relapses  of  course  occur,  as  in  every  case  of  catarrhal 
disease  of  mucous  membranes,  and  the  patient  should  be  pre- 
pared for  the  possibility  of  such  an  occurrence.     The  best  hopes 
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for  a  permanency  of  a  cure  will  result  from  impregnation  and  a 
normal  delivery. 

Fibroids. — Of  the  one  hundred  and  thirty  cases  of  fibroid  tu- 
mors of  the  uterus  which  were  admitted  to  the  hospital  the  large 
majority  were  those  of  the  body  ;    only  in  three  instances  was 
the  fibroid  growth  contained  entirely  within   the  tissue  of  the 
cervix  and  was  removed  by  enucleation  and  traction.     In  twenty- 
one  cases  the  fibroid  tumor  had  developed  into  a  polypus  and 
protruded  into  the  cavity  of  the  uterus  and  partly  out  of  the 
external  os.     It  was  thus  rendered  accessible  to  the  fingers  and 
instruments  and  was  successfully  removed,  all  the  patients  recov- 
ering but   one  who  succumbed  to  the  hemorrhage  accompany- 
ing the  extremely  difficult  enucleation  of  the  high-seated  pedi- 
cle of  the  tumor.     Of  the  other  seventy-four  cases,  in  fourteen 
the  tumor  was  not  thought  worthy  of  either  operative  or  medi- 
cinal treatment,  since  it  produced  practically  no  symptoms ;   in 
the  remaining  sixty  cases  seven  were  discharged  unimproved, 
operation  or  other  treatment  being  refused,  and  forty-six  were 
improved  in  course  of  time  by  ergot,  curetting,  and  intrauterine 
galvanization.     By  improved   I   mean    the   symptoms — hemor- 
rhage, pain,  and  growth  of  the  tumor — were  controlled  by  this 
treatment.     Seven  died,  four  after  hysterectomy  and  three  after 
attempted  removal  of  high  sessile  tumors  per  vaginam.     In  three 
cases  galvano-puncture  of  the  fibroid  was  practised  through  the 
vagina  and  a  current  up  to  one  hundred  and  Hf  ty  milliamperes  was 
passed  through  the  tumor  and  uterus  for  fifteen  minutes  under 
anesthesia.     Only  one  sitting  was  given  in  each  case.     The  ab- 
dominal electrode  was  a  large  wet  clay  pad.     In  each  instance  a 
quite  extensive  inflammation  and  sloughing  was  excited  by  the 
galvano-puncture,   which  required  free  incision,  curetting,  and 
drainage,  but  the  tumors  gradually  disappeared  and  the  patients 
were  discharged  cured. 

In  twenty-nine  cases  the  entire  uterus  and  the  appendages 
were  removed  with  the  tumor  by  abdominal  hj'stercctomy,  with 
four  deaths. 

Pregnancy. — The  cases  admitted  with  this  diagnosis,  ninety- 
seven  in  number,  were  mostly  urgent  in  character  or  they  would 
not  have  been  received.  Of  these  two  died  from  septic  infec- 
tion brought  in  l)y  them  from  without. 

There  were  fifteen  cases  of  EHvauterine  I*rcgnancy,  with 
thirteen  recoveries  after  operation  and  two  deaths;  one  case  of 
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double  uterus  with  pregnancy,  abortion,  and  recovery  ;  four  of 
hydatids  of  the  chorion  with  recovery,  one  of  hydramnios,  and 
two  of  placenta  previa. 

Only  one  case  of  Inversion  of  the  uterus  was  met  with,  which 
was  originally  of  puerperal  origin,  but  was  of  a  year's  standing 
when  admitted.  All  attempts  at  reposition  failed,  consequently 
the  ovaries  were  removed  by  abdominal  section  and  the  uterine 
body  constricted  with  an  elastic  ligature.  Gradual  sloughing 
took  place  and  the  patient  recovered. 

Of  Retroversion  and  Retroflexion  there  were  one  hundred 
and  sixty-one  cases,  with  eighty-five  recoveries,  sixty-six  im- 
proved, and  ten  unimproved.  The  recoveries  were  mostly  cases 
in  which  Alexander's  operation  or  ventral  fixation  had  been 
performed.  The  improvements  were  due  to  tlie  retention  of 
the  uterus  in  its  normal  position  by  a  pessary. 

Congenital  Constriction  or  Stenosis  of  the  uterine  canal  is  men- 
tioned as  having  occurred  ninety  times.  The  symptoms  were 
those  of  sterility  and  the  treatment  practically  the  same  in  all 
the  cases — that  is,  crucial  division  of  the  external  and  internal 
OS,  dilatation  and  packing  of  the  canal  with  iodoform  gauze,  or, 
as  I  used  to  do  in  former  years,  the  insertion  of  a  hard-rubber 
stem.  The  stem  was  worn,  except  during  menstruation,  for 
several  months,  care  being  taken  to  avoid  all  danger  of  either 
sepsis  or  inflamtnation.  What  the  ultimate  result  of  this  treat- 
ment was  I  cannot  say,  since  only  a  small  proportion  of  such 
patients  ever  return  to  report  whether  conception  has  taken 
place  or  not.  In  the  report  sixty-seven  are  mentioned  as  hav- 
ino;  been  cared — that  means,  of  course,  that  they  were  dis- 
charged  with  a  normally  wide  uterine  canal ;  twenty-two  were 
improved,  and  one  was  discharged  unimproved. 

Fallopian  Tubes.— Salpingitis,  subacute  or  chronic  (more  or 
less  frequently  associated  with  chronic  oophoritis)  occurred  three 
hundred  and  twelve  times,  with  fifty-two  recoveries  (after  re- 
moval), two  hundred  and  thirty-seven  improved  (after  palliative 
local  treatment),  twenty-two  unimproved,  and  one  death. 

Hydrosalpinx  was  met  with  in  four  cases,  with  one  recovery 
after  removal,  and  three  recoveries  after  vaginal  puncture  and 
drainage. 

Hematosalpinx,  two  cases,  both  cured  by  removal.  In  these 
cases  there  was  no  evidence  of  ectopic  gestation. 

Pyosalpinx  occurred  more  frequently  than  either  of  the  two 
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former  varieties,  there  being  forty  cases  recorded,  with  twenty- 
one  recoveries  after  removal  by  celiotomy,  eleven  improved 
after  vaginal  puncture  and  drainage,  three  unimproved  (refused 
operation),  and  five  deaths  after  celiotomy. 

Ovaries. —  Ovarian  Tumors  or  Cysts,  one  hundred  and  twenty- 
eight  cases,  with  one  hundred  and  fifteen  cures  (operative  re- 
moval), two  unimproved  (refused  operation),  and  eleven  deaths. 

Carcinoma  of  the  ovaries  was  met  with  in  seven  instances  ; 
Hematoma  and  Papilloma  each  in  three  cases. 

Chronic  Oophoritis,  more  or  less  with  salpingitis,  occurred  in 
three  hundred  and  thirty-nine  cases,  sixty  of  which  were  cured 
(nineteen  by  removal)  and  two  hundred  and  seventy-five  im- 
proved ;  no  deaths. 

Solid  Tumors  of  the  ovar}'  occurred  twice  and  both  were  cured 
by  removal.  They  are  not  inchided  in  the  one  hundred  and 
twentj'-eight  cases  above  mentioned. 

Abscess  of  the  Ovary. — Only  since  the  progress  made  in 
abdominal  surgery  during  the  last  fifteen  or  twenty  years  has 
abscess  of  the  ovary  become  recognized  as  a  not  very  uncommon 
condition.  It  was  formerly  admitted,  it  is  true,  that  suppura- 
tion of  the  ovary  might  occur  as  the  result  of  an  acute  infiamma- 
tion  of  that  organ  following  parturition.  Puerperal  abscess  of 
the  ovary  was  therefore  mentioned  in  most  of  the  older  text 
books  and  known  as  a  condition  of  the  greatest  danger,  usually 
indeed  ending  in  death  through  rupture  and  general  peritonitis- 
I  remember  very  well  how  in  1868,  when  I  was  assistant  to  Prof. 
Scanzoni  at  the  Maternity  Hospital  in  "Wiirzburg,  Bavaria,  a 
puerperal  woman  died  suddenly,  a  few  days  after  contineraent, 
from  general  peritonitis  produced  by  some,  to  us  unknown,  cause. 
The  autop--y  showed  a  ruptured  ovarian  abscess,  the  existence  of 
which  had  not  been  suspected,  as  the  woman  had  no  symptoms 
of  intrapelvic  inflammation  or  suppuration  prior  to  or  imme- 
diately after  confinement.  It  is  probable  that  this  abscess  existed 
for  some  time  before  labor.  Prof.  Scanzoni  demonstrated  the 
specimen  to  the  class  and  said  that  abscess  of  tlie  ovary  was  prac- 
tically unknown  except  as  the  result  of  a  post-puerperal  inflam- 
mation. Abdominal  section,  however,  has  shown  us  that  sup- 
puration of  the  ovary  may  occur  not  very  infrequently  entirely 
independent  of  parturition.  I  cannot  say  exactly  how  frequent 
ovarian  abscess  is,  but  I  find  among  the  records  of  this  service 
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sixteen  cases  in  which  I  operated  for  this  condition.  Out  of 
these  sixteen  onlj  fiv^e  had  borne  children  or  aborted.  The  fre- 
queat  non-paerperal  origin  of  the  ovarian  suppuration  is  thus 
confirmed  by  these  figures.  There  is  no  anatomical  or  physio- 
logical reason  why  the  ovary  should  not  undergo  inflammatory 
changes  or  eventually  become  destroyed  by  suppuration,  any 
more  than  the  tonsil  or  any  other  highly  vascular  organ.  As  it 
is  well  known,  the  ovary  is  supplied  with  numerous  blood  ves- 
sels, lymphatics,  and  nerves,  which  enter  it  at  the  hilus  between 
the  layers  of  the  broad  ligament.  The  regularly  recurring  con- 
gestions of  the  menstrual  epoch,  and  the  frequent  accidental, 
often  even  much  greater,  congestions  attending  sexual  excite- 
ment and  exposures  to  external  cold,  must  necessarily  gorge  the 
organ  with  blood  and  often  bring  about  an  inflammatory  condi- 
tion. Let  this  stimulus  be  repeated  a  number  of  times  at  inter- 
vals insufficient  for  the  return  of  the  organ  to  its  normal  vascular 
state,  and  an  inflammation  of  the  ovary  is  very  easily  brought 
about.  Now  let  a  catarrhal  or  purulent  inflammation  of  the  Fal- 
lopian tube  be  added  to  this  hyperemic  condition  of  the  ovary, 
as  is  even  more  frequently  the  case  than  the  ovarian  inflamma- 
tion itself,  and  a  localized  peritonitis  with  adhesions  of  ovary 
and  tube  results.  In  course  of  time  a  repetition  of  these  pro- 
cesses fiiiallv  brings  about  a  breaking-down  of  the  elements  of 
the  ovary  and  the  formation  of  an  abscess.  Probably  one  of  the 
most  frequent  causes  of  ovarian  abscess  is  a  direct  transmission 
of  septic  germs  through  the  lymphatics  from  the  infected  endo- 
metrium. At  any  rate,  the  inclusion  of  the  ovary  and  tube  in 
adhesions  interferes  with  the  circulation  in  these  organs  and  cer- 
tainly assists  in  causing  their  purulent  degeneration. 

Symptoms. — A  woman  in  whom  suppuration  of  the  ovary  has 
taken  place  may  not  appear  seriously  ill.  She  may  be  able  to  be 
about  and  to  attend  to  her  household  duties,  but  she  is  scarcely 
ever  free  from  palvic  pain.  This  pain  is  increased  at  intervals, 
chiefly  by  exertion  and  at  the  time  of  the  menstrual  epoch.  At 
these  times  and  on  over-exertion  there  may  be  slight  chills  with 
moderate  rise  of  temperature.  But  all  these  symptoms  vary  in 
intensity  according  to  the  acuteness  of  the  process.  If  the  ab- 
scess of  the  ovary  follows  a  puerperal  inflammation  of  the  pelvic 
organs  its  course  will  be  much  more  rapid  and  severe  than  in  the 
cases  referred  to.  The  temperature  will  be  high,  chills  frequent, 
pain  severe,  and  indications  for  active  therapeutic  interference 
32 
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urgent.  It  is  in  these  acute  cases  that  rupture  into  the  peritoneal 
cavity  takes  place  and  causes  fatal  peritonitis.  When,  however, 
the  symptoms  are  less  acute  or  the  originally  acute  stage  has, 
contrary  to  the  rule,  become  chronic,  abscesses  of  the  ovary  may 
go  on  for  months,  and  perhaps  even  one  or  two  years,  without 
producing  very  dangerous  or  urgent  symptoms.  As  already 
stated,  there  is  constant  pain  in  the  pelvic  region,  with  more  or 
less  exacerbation  at  different  times.  The  patients  are  more  or 
less  chronic  invalids,  and  still  there  seems  to  be  no  special  reason 
for  alarm  or  for  urgent  operative  interference.  The  reason  for 
this  is  that  the  sac  of  the  abscess  becomes  enclosed  little  by  little 
in  firm  adhesions  which  prevent  its  rupture,  and  systemic  infec- 
tion is  limited  by  the  comparatively  slight  absorbent  power  of 
the  walls  of  the  abscess.  It  is  only  in  this  manner  that  we  can 
explain  the  fact  that  women  can  carry  such  collections  of  pus 
about  in  their  pelves  without  symptoms  of  general  septic  or 
pyemic  infection.  Of  course  they  are  never  well,  never  free 
from  discomfort,  but  they  may  go  on  in  this  manner  for  an  un- 
limited length  of  time. 

Diagnosis. — So  much  more  has  been  written  about  collections 
of  pus  in  the  Fallopian  tubes  since  Tait  some  fifteen  years  ago 
first  demonstrated  the  frequency  of  this  occurrence,  that  but 
little  attention  has  been  paid  to  suppuration  of  the  ovary. 
Hence,  whenever  a  fluctuating  tumor  was  found  in  the  pelvic 
cavity,  to  one  side  or  the  other  or  behind  the  uterus,  which  by  its 
constitutional  symptoms  was  supposed  to  contain  pus,  the  dia- 
gnosis perhaps  being  verified  by  aspiration,  it  was  pronounced  to 
be  a  pyosalpinx  or  pus  tube.  I  do  not  deny  that  pyosalpinx  is 
very  much  more  common  than  pus  ovary.  When  the  pyosalpinx 
alone  is  present  its  diagnosis  is  not  at  all  diftieult,  since  the  pe- 
culiar elongated  sausage  shape  of  the  dilated  tube  readily  distin- 
guishes it  from  the  round  ovary.  When,  on  the  other  hand,  an 
abscess  of  the  ovary  alone  exists,  its  round,  elastic  contour,  simi- 
lar to  that  of  an  orange,  easily  distinguishes  it  from  the  distended 
tube.  But  when  the  two  exist  together,  as  is  by  no  means  un- 
common, a  differential  diagnosis  is  either  diftieult  or  absolutely 
impossible.  We  have  then  a  mass  which  is  much  larger  than 
either  the  distended  tube  or  ovary  alone,  more  irregular  in  out- 
line, but  usually  spherical  or  irregularly  so,  the  irregular  (nitline 
being  produced  by  the  distended  tube,  which  has  curled  about 
and  has  become  attached  to  the  ovarian  sac.     Once  having  pus 
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in  one  of  the  appendages,  it  is  very  immaterial,  of  course,  which 
it  is,  ovary  or  tube,  since  its  removal  is  the  only  proper  course, 
with  the  few  exceptions  hereafter  to  be  noted.  To  remove  the 
tube  without  the  ovary,  or  the  ovary  without  the  tube,  no  matter 
which  is  diseased,  how  much  or  how  little,  would  be  absurd, 
since  one  is  useless  without  the  other.  It  is  extremely  probable 
that  purulent  accumulations  in  the  tube  are  much  more  frequent, 
as  already  stated,  and  occur  much  more  rapidly  than  those  in  the 
ovary ;  and  therefore  the  more  tumultuous  in  its  course  and  the 
more  rapid  the  formation  of  the  pus  in  the  pelvic  mass,  the  more 
likely  is  it  to  be  intratubal.  Of  course  not  every  collection  of 
pus  in  the  pelvic  cavity  is  either  tubal  or  ovarian,  since  accumu- 
lations of  purulent  fluid  do  occur  in  Douglas'  pouch  as  simple 
pelvic,  that  is  to  say,  intraperitoneal  abscess,  shut  off  from  the 
rest  of  the  peritoneal  cavity  by  the  superincumbent  adherent 
intestines.  But  such  accumulations  of  pus  have  no  distinct  out- 
line as  recognizable  by  the  finger  in  the  vagina  ;  they  are  diffuse, 
one  spot  fluctuating  and  pointing  more  decidedly,  perhaps,  but 
there  is  no  oval  or  spherical  outline  as  in  pyosalpinx  and  pus 
ovary. 

Prognosis. — The  eventual  outcome  of  an  abscess  of  the  ovary 
is  usually  very  much  the  same  as  that  in  the  presence  of  pus 
anywhere  else — the  pus  finally  succeeds  in  forcing  its  way  out 
in  whatever  direction  the  least  opposition  is  encountered.  This 
process  may  occupy  some  time,  even  several  years,  and  in  a  few 
rare  instances  the  pus  may  become  cheesy  and  innocuous  and 
remain  in  situ  permanently.  This  result  is  most  likely  to  occur 
in  abscess  of  the  ovary,  which  indeed,  except  in  acute  cases,  sel- 
dom bursts  inwardly  into  the  peritoneal  cavity,  because  the 
walls  of  the  abscess  are  thick  and  embedded  in  diffuse  adhesions. 
The  case  is  different  in  pyosalpinx,  where  the  walls  of  the  sac 
are  much  thinner  and  the  danger  of  rupture  internally  far  greater. 
Of  course  abscess  of  the  ovary,  so  long  as  the  pus  remains  in  any 
active  condition  in  the  sac  of  that  organ,  is  a  constant  source  of 
danger  to  its  possessor. 

In  accordance  with  the  rule  which  applies  to  all  inflammatory 
conditions  of  the  appendages  of  the  uterus,  it  seldom  occurs  that 
the  appendages  of  one  side  are  decidedly  affected  by  inflamma- 
tory changes  and  those  of  the  other  side  remain  entirely  healthy. 
The  causes  which  produce  inflammation  of  the  uterine  appen- 
dages— namely,  chiefly  infection    entering  from   without   and 
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Spreading  to  the  tubes  through  the  uterine  mucous  membrane — 
usually  affect  both  appendages  more  or  less  ;  hence  abscess  of 
the  Fallopian  tubes  is  more  frequently  found  double  than  single. 
This  does  not  imply  that  both  tubes  are  diseased  to  the  same  ex- 
tent, because  one  may  contain  a  much  larger  amount  of  pus  than 
the  other.  With  the  ovary  this  does  not  seem  to  be  the  case, 
since  from  my  notes  of  the  sixteen  cases  operated  upon  by  me  I 
find  that  in  six  cases  the  left  ovary  alone  contained  an  abscess, 
in  two  the  right,  and  in  the  eight  remaining  cases  both  ovaries 
had  undergone  suppuration.  In  only  three  of  the  cases  was 
there  a  pyosalpinx  present  at  the  same  time,  although  in  all 
the  cases  both  tubes  were  found  more  or  less  diseased  and  were 
removed  with  the  corresponding  ovary. 

Oomplications. — The  most  serious  complication  of  an  ovarian 
abscess,  so  far  as  the  operation  for  its  removal  is  concerned,  is 
the  tendency  to  adhesions  between  it  and  the  adjacent  peri- 
toneum and  chiefly  to  the  intestine.     Perforation  of  the  abscfess 
into  the  gut  is  of  not  very  infrequent  occurrence  and  very  much 
endangers  the  recovery  of  the  patient.     Such  abscesses  discharge 
into  the  gut  at  more  or  less  regular  intervals,  and  may  thus  at 
times  be  entirely  empty  after  such  a  discharge,  while  at  others 
they  are  full,  distended,  and  easily  recognizable  per  vaginam. 
Systemic  infection,  as  I  have  already  stated,  is  rare  in  these 
<5ases,  since  the  absorptive  power  of  the  abscess  sac  is  but  slight. 
Perforations  into  the  bladder  and  vagina  may  also  occur.     If  the 
opening  of  the  abscess  into  the  bowel  should  happen  to  be  very 
low,  so  that  the  contents  of  the  sac  drain  freely,  spontaneous 
closure  of  the  abscess  may  in  rare  cases  take  place.     On  the 
other  hand,  if  the  opening  is  near  the  upper  margin  of  the  ab- 
scess sac,  fecal  matter  may  get  into  the  sac  and  increase  still 
further  the  suppuration  and  danger  of  additional  inflammation. 
Significance. — It  goes  without  saying  that  an  ovary  that  has 
been   destroyed  by  suppuration   is  of  no   practical    use   to   its 
possessor.     The  same  applies,  with  a  very  slight  limitation,  to 
the  Fallopian  tube,  because  it  is  possible  that  with  our  recent  im- 
proved methods  of  surgery  a  tube  may  occasionally  be  restored 
to  its  normal  calibre  and    functions.     An   ovary,  however,   in 
which  all  the  Graaflan  follicles  have  been  destroyed  by  suppura- 
tion can  never  be  rehabilitated.     I  have  already  pointed  out  the 
dangers  which  result  from  the  persistence  of  an  ovarian  abscess, 
and  I  can  but  repeat  hero  the  old  surgical  rule  that  \m&,  wher- 
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ever  situated,  should  be  evacuated  by  the  nearest  possible  ap- 
proach as  soon  as  discovered. 

Pelvic  Peritoneum  and  Cellular  Tissue. — Pelvic  Perito- 
nitis was  the  most  frequent'disease  met  with.  It  occurred  in  six 
hundred  and  two  cases,  with  three  hundred  and  four  recover- 
ies, two  hundred  and  eighty-one  improvements,  ten  discharged 
unimpro.ved,  and  seven  deaths.  This  proportion  of  mortality, 
about  one  per  cent,  is  what  I  am  accustomed  to  see  from  pel- 
vic peritonitis.  In  general  peritonitis,  of  course,  the  propor- 
tion is  rather  the  other  way.  My  prognosis,  therefore,  in  un- 
complicated pelvic  peritonitis  is  usually  good,  even  though  the 
disease  may  last  a  number  of  weeks  or  even  months.  The  usual 
progress  of  the  disease  is  a  gradual  absorption  of  the  exudate, 
together  with  proportionately  diminishing  pain  and  fever,  and 
an  entire  restoration  to  health  so  far  as  the  general  condition  of 
the  patient  is  concerned.  Locally,  however,  adhesions  between 
intestines  and  the  different  pelvic  organs,  with  more  or  less  dis- 
tortion of  the  uterus  and  appendages  and  immobility  of  both, 
are  rather  the  rule  than  the  exception  as  the  result  of  a  pro- 
tracted pelvic  peritonitis.  Suppuration — that  is,  a  breaking-down 
of  the  exudate  and  the  formation  of  a  pus  cavity  which,  while 
originally  intraperitoneal,  is  of  course  entirely  closed  off  by 
adhesions  from  the  general  peritoneal  cavity — is  not  at  all  un- 
common, the  proportion  of  such  occurrence  being,  however, 
probably  not  more  than  between  five  and  ten  per  cent.  Pelvic 
peritonitis,  as  a  rule,  exerts  a  very  much  more  decided  influence 
upon  the  general  condition  of  the  patient  than  a  pelvic  celluli- 
tis :  there  is  more  decided  shock,  more  pain,  higher  temperature, 
and  a  greater  unwillingness  of  the  exudate  to  yield  to  treatment 
and  become  absorbed.  Hence  pelvic  peritonitis  usually  lasts 
much  longer  than  pelvic  cellulitis. 

The  causes  of  pelvic  peritonitis  may  be  either  septic  infection 
or  traumatic  influences  occurring  during  or  following  parturi- 
tion or  some  injury  to  the  pelvic  organs  during  perfectly  proper 
surgical  procedures,  such  as  curetting  or  intrauterine  applica- 
tions or  dilatation  of  the  uterine  canal ;  or  it  may  be  the  result  of 
exposure  during  the  menstrual  period  ;  or,  finally,  and  this  is  by 
no  means  the  least  frequent  cause,  gonorrheal  infection  entering 
the  peritoneal  cavity  through  the  uterine  canal  and  tubes  may 
be  the  cause  of  the  local  peritonitis.  Indeed,  I  am  convinced 
that  in  the  large  majority  of  cases  the  starting  point  of  pelvic 
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peritonitis  is  a  salpingitis^  whether  the  nature  of  the  latter  is 
puerperal  or  not. 

Pelvic  Cellulitis  occurred  far  less  frequently,  only  seventy- 
nine  cases  being  noted,  with  sixty-seven  recoveries,  eight  im- 
provements, and  four  not  benefited  (discharged  by  request);  no 
deaths.  This  showing  at  once  demonstrates  that  pelvic  celluli- 
tis is  a  far  less  serious  affection  than  pelvic  peritonitis.  •  The  pel- 
vic cellular  tissue  is  by  no  means  so  sensitive  as  the  peritoneum. 
Celhilitis  is  usually  the  result  of  infection  during  parturition  ; 
occasionally  it  may  be  produced  by  pressure  in  the  vagina,  such 
as  of  a  pessary,  or  by  some  accidental  injury,  such  as  bruising  or 
laceration  by  obstetrical  instruments.  The  usual  course  of  the 
exudate  in  pelvic  cellulitis  is  absorption,  which  takes  place  much 
more  rapidly  than  in  pelvic  peritonitis.  Suppuration,  however, 
is  more  common  in  cellulitis  than  in  peritonitis,  the  proportion 
being  fully  ten  to  fifteen  per  cent. 

The  differential  diagnosis  between  these  two  conditions,  pelvic 
peritonitis  and  pelvic  cellulitis,  is  often  by  no  means  easy.  If 
we  remember  that  an  exudate  which  is  situated  where  there 
is  no  cellular  tissue  must  necessarily  be  intraperitoneal,  and 
another  the  location  of  which  is  outside  of  the  peritoneal  cavity 
deep  down  in  the  pelvis,  reaching  even  to  the  perineum  or  situ- 
ated between  rectum  and  vagina  behind  or  bladder  and  vagina 
in  front,  must  necessarily  be  cellulitic,  we  will  usually  avoid 
mistakes.  Still,  it  is  often  exceedingly  difficult  to  distinguish 
between  a  hard,  brawny  mass  which  extends  up  on  the  anterior 
lateral  abdominal  wall  and  which  is  situated  between  the  perito- 
neum and  the  muscular  fascia,  having  worked  its  way  up  from 
between  the  two  folds  of  the  broad  ligament,  and  another  which 
consists  of  the  agglutinated  intestines  which  have  become  adhe- 
rent to  the  peritoneum  of  the  anterior  abdominal  wall.  In  case 
of  suppuration  in  such  exudates  it  is  often  only  when  the  ab- 
scess has  been  opened  and  is  found  to  extend  down  into  the 
pelvic  cavity,  closely  hugging  the  bony  pelvis,  that  we  are  able 
to  decide  that  the  exudate  was  extraperitoneal.  Often  only  by 
making  a  median  abdominal  incision  and  locating  the  appendages 
on  the  affected  side,  merely  as  a  matter  of  diagnosis,  would  it  be 
possible  to  distinguish  whether  the  exudate  was  intra-  or  extra- 
peritoneal. If  an  abscess  has  once  formed,  and,  if  intraperitoneal, 
is  securely  shut  off  from  the  rest  of  the  peritoneal  cavity  by 
adhesions,  it  makes  very  little  difference  whether  it  was  origin- 
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ally  intra-  or  extra  peritoneal,  so  far  as  its  evacuation  and  subse- 
quent treatment  are  concerned.  Both  these  varieties  of  pelvic 
abscess,  the  true  or  extraperitoneal  and  the  false  or  intraperito- 
neal (this  latter  variety  usually  starting  from  an  inflammation  or 
a  suppuration  of  the  Fallopian  tubes),  show  a  great  tendency  to 
burrow  down  into  the  pelvis  and  to  leave  behind  a  more  or  less 
deep  and  tortuous  sinus  after  being  opened.  Such  sinuses  are 
usually  very  slow  to  heal,  and  bailie  the  skill  and  ingenuity  of 
the  surgeon  to  the  greatest  degree. 

The  usual  treatment  of  pelvic  peritonitis  and  pelvic  cellulitis 
has  been  in  my  hands  as  follows :  The  diagnosis  having  been 
made,  if  there  is  as  yet  no  decided  exudate,  but  only  a  more  or 
less  distinct  tenderness  in  the  vaginal  vault  as  felt  by  digital 
examination  or  by  pressure  through  the  abdominal  walls,  an 
attempt  is  made  to  check  the  inflammation  by  applying  an  ice 
bag  over  the  hypogastrium.     Perfect  rest  is  enjoined,  with  low 
diet  and  morphine  by  the  rectum  or  hypodermically,  as  the  pain 
may  require.     If  there  is  a  temperature  (in  the  mouth)  above 
102°,  small  doses  of  phenacetin  (five  grains),  with  two  or  three 
grains  of  citrate  of  caffeine  to  each  dose  if  the  heart  is  at  all 
weak,  are  given  according  to  the  temperature.     If  in  spite  of 
this  the  exudate  develops,  or  if  it  is  already  present  when  we  first 
see  the  case,  and  the  temperature  is  above  102°,  the  ice  is  con- 
tinued or  applied  and  kept  on  until  the  temperature  is  reduced 
below  101°.     Then  the  ice  (either  ice  bag  or  ice-water  coil)  is 
removed  and  replaced  by  cold-water  compresses,  which  are  grad- 
ually allowed  to  become  warm,  and  in  the  course  of  a  few  days, 
the  temperature  remaining  as  low  as  101°  or  below,  are  changed 
for  hot  flaxseed  poultices  with  the  object  of  inducing  absorption 
of  the  exudate.     If  the  exudate  is  large,  easily  felt  and  mapped 
out  through  the  abdominal  wall,  whether  it  be  extra-  or  intraperi- 
toneal, I  usually  order  a  large  fly  blister,  the  poultices  being 
placed  over  it  immediately  and  continued  after  it  has  drawn. 
These  blisters  may  be  repeated  if  the  exudate  proves  obstinate 
in  its  absorption.     I  do  not  as  a  rule  employ  hot  vaginal  douches 
in  the  acute  stage  of  pelvic  peritonitis,  partly  because  I  do  not 
think  they  do  much  good,  and  partly  because  the  necessary  mov- 
ing about  of  the  patients  does  them  harm.     Absolute  rest  in  the 
recumbent  posture  is  one  of  the  essential  factors  of  a  successful 
treatment  of  cases  of  pelvic  inflammation.     The  bowels  are  kept 
moderately  free  by  means  of  saline  laxatives  or  enemata,  if  the 
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stomach  is  irritable,  as  it  usually  is  in  the  earlier  stages.  After 
a  week's  complete  absence  of  fever  and  pain  the  patient  may 
be  allowed  to  try  sitting  up  in  bed,  and  after  another  week  of 
favorable  progress  she  may  sit  in  a  chair  and  gradually  be  al- 
lowed to  walk. 

Exacerbations  of  fresh  exudate,  sometimes  indicating  suppura- 
tion, are  very  common  in  both  pelvic  peritonitis  and  cellulitis, 
and  should  of  course  always  indicate  a  return  to  the  measures 
employed  in  the  acute  or  subacute  stages.  In  this  way  such 
cases  may  run  on  for  weeks  and  months,  taxing  the  endurance 
of  both  patient  and  physician  to  the  utmost,  and  still  eventually 
recover.  After  a  pelvic  cellulitis  the  recovery  is  usually  more 
complete  and  there  are  less  traces  left  behind  of  the  inflam- 
mation and  exudate,  such  as  uterine  displacement,  adhesions, 
etc.,  than  is  the  case  after  a  pelvic  peritonitis.  There  appear 
to  be  certain  seasons  of  the  year  when  these  pelvic  inflamma- 
tions are  much  more  common  than  at  others.  This  appears 
to  be  the  case  in  the  early  spring  months,  when  I  have  noticed 
that  for  several  weeks  almost  none  but  patients  with  pelvic 
inflammation  apply  for  admission.  I  have  thus  had  as  many 
as  seventeen  beds  out  of  twenty  occupied  by  such  cases  at  one 
time,  very  much  to  the  disgust  of  both  myself  and  the  house 
staff,  since  all  such  patients  are  liable  to  be  difficult  cases  to 
manage,  being  peevish,  complaining,  impatient,  and  not  particu- 
larly interesting  from  a  scientitic  standpoint.  For  this  reason 
at  such  seasons  operative  cases  are  naturally  less  common,  simply 
because  there  are  no  beds  left  for  them. 

Pelvic  Abscess  is  recorded  one  hundred  and  three  times,  with 
eighty-seven  recoveries,  six  improvements,  one  not  improved, 
and  nine  deaths.  As  I  have  already  mentioned,  it  is  not  always 
possible  to  state  whether  an  abscess  was  originally  extra-  or  in- 
traperitoneal. I  have  therefore  not  attempted  to  discover  how 
many  of  each  variety  occurred,  linding  that  the  records  do  not 
give  sufficient  data  on  the  subject.  Many  of  these  abscesses 
pointed  through  the  anterior  abdominal  wall,  many  others 
through  the  vaginal  roof,  and  were  opened  wherever  the  pus 
was  most  easily  reached.  Thorough  irrigation  and  drainage  was 
in  each  instance  employed.  As  a  rule  I  have  found  those  ab- 
scesses which  pointed  into  the  vagina  nmch  more  tractable  to 
treatment  and  more  disposed  to  close  than  those  which  had  to 
be  opened  through  the  anterior  abdominal  wall.     The  difference 
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ia  ease  of  drainage  ia  either  case  will  readily  explain  this  expe- 
rience. In  tlie  nine  fatal  cases  death  occurred  either  from  ex- 
haustion due  to  the  long  continuance  of  the  illness  or  from  com- 
plication with  interstitial  nephritis.  So  far  as  I  remember,  there 
is  no  case  on  record  of  an  extraperitoneal  abscess  bursting  into 
the  peritoneal  cavity  and  causing  fatal  peritonitis,  but  there  are 
two  of  adherent  pyosalpinx  which  caused  death  in  this  manner 
before  the  indistinct  abscess  could  be  detected  and  evacuated. 
The  autopsy  showed  the  cause  of  death. 

Cysts  of  the  Broad  Ligament,  or  Parovarian  Cysts,  were  seen 
twelve  times  and  were  cured  by  laparatomy  and  enucleation  of 
the  cyst,  with  stitching  of  the  layers  of  the  broad  ligament  into 
the  abdominal  wound  in  each  instance,  the  cyst  gradually  filling 
up  by  granulation.  Ovarian  cysts  which  have  developed  be- 
tween the  layers  of  the  broad  ligament  are  not  included  in  this 
category.  In  one  case  the  cyst  was  of  enormous  size,  containing 
thirty-eight  pints  of  pure  limpid  fluid.  I  believe  this  is  one  of 
the  largest  cysts  of  the  broad  ligament  on  record.  It  had  been 
tapped  several  times  by  other  physicians,  and  I  decided  upon 
removing  it  because  it  continued  to  refill.  It  was  fully  six 
months  before  the  sac  had  entirely  closed. 

Hematocele  and  Hematoma. — I  have  adopted  the  German  dif- 
ferentiation between  these  two  conditions,  and  understand  by 
hematocele  an  accumulation  of  blood  contained  within  the  peri- 
toneal cavity,  whether  free  or  closed  off  by  adhesions  above  ;  and 
by  hematoma  a  similar  effusion  of  blood  into  the  pelvic  cellular 
tissue. 

Of  Pelvic  Hematocele  I  find  recorded  eleven  instances,  with 
seven  recoveries,  one  improvement,  and  three  deaths.  It  is 
a  well-known  theory,  originally  advanced  by  Tait,  that  a  sud- 
den effusion  of  blood  into  the  pelvic  cavity  of  a  female  is  in 
the  large  majority  of  cases  due  to  the  rupture  of  an  ectopic 
pregnancy,  usually  of  the  tubal  variety.  I  think  that  this  view 
is  correct,  although  I  dare  say  that  once  in  a  great  while  such 
a  hemorrhage  may  take  place  from  the  bursting  of  a  varicose 
vein  situated  somewhere  in  the  pelvic  cavity.  In  these  cases 
of  intraperitoneal  hemorrhage  death  may  either  occur  rapidly, 
too  quickly  to  permit  of  surgical  interference  by  abdominal 
section  and  ligation  of  the  bleeding  vessel ;  or  the  patient  may 
linger  on  for  several  days  and  give  the  surgeon  an  opportunity 
to  cure  her  by  such  an  operation,  or,  if  not  so  relieved,  dies 
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from  exhaustion  ;  or  the  blood  becomes  encapsulated,  the  hem- 
orrhage ceases,  and  the  patient  gradually  recovers  without 
an  operation,  the  blood  clot  being  absorbed  after  a  greater  or 
lesser  lapse  of  time.  It  depends  upon  the  peculiar  features 
of  each  individual  case  what  the  treatment  shall  be.  An  exist- 
ing hemorrhage  not  arrested,  with  the  patient  in  condition  to 
permit  of  a  surgical  procedure,  calls  for  immediate  opening  of 
the  abdominal  cavity  and  tying  of  the  bleeding  vessel,  with  re- 
moval of  the  bleeding  tube  if  this  proves  to  be  the  seat  of  the 
hemorrhage.  This  was  the  course  pursued  in  fourteen  of  the 
fifteen  cases  of  tubal  pregnancy  here  reported.  TVhen  the  case 
becomes  more  subacute,  time  is  given  for  consideration,  but 
probably  the  same  line  of  action  should  be  followed.  The 
hemorrhage  arrested,  however,  and  the  effused  blood  encapsu- 
lated and  shut  off  from  the  general  peritoneal  cavity  by  adhe- 
sions, the  treatment  is  practically  the  same  as  for  originally 
extraperitoneal  effusions — viz.,  vaginal  evacuation;  and  this  was 
the  method  employed  by  me.  The  three  deaths  were  due  to 
previous  septicemia  and  exhaustion. 

Hematoma^  or  Effusion  of  Blood  into  the  Pelvic  Cellular  Tis- 
sue^ was  met  with  in  sixteen  cases,  all  of  which  were  operated 
upon,  with  fourteen  recoveries  and  two  deaths.  The  exact  eti- 
ology of  extraperitoneal  effusions  of  blood  in  the  pelvic  cavity  is 
not  80  absolutely  certain  that  I  would  be  willing  to  lay  down  a 
positive  law  on  this  point.  It  is  quite  probable,  as  Lawson  Tait 
has  also  stated,  that  the  majority  of  these  cases  are  due  to  the  rup- 
ture of  a  tubal  pregnancy  between  the  layers  of  the  broad  liga- 
ment. The  history  certainly  in  most  instances  seems  to  bear 
out  this  conclusion,  but  an  ovum  or  even  embryonic  tissue  is 
very  frequently  not  found  in  the  discharges  from  these  sacs,  the 
contents  of  which  are  merely  dark,  coagulated  or  fluid  blood. 
As  it  is  impossible  for  us  to  say  whether  in  tliese  cases  a  vari- 
cose vein  was  or  was  not  present,  a  rupture  of  which  may  have 
been  the  source  of  the  hemorrhage,  the  exact  etiology  can  usu- 
ally not  be  determined.  I  am,  however,  inclined  to  favor  the 
intraligamentous  rapture  of  a  pregnant  tube  as  the  usual  source 
of  the  bleeding.  My  treatment  in  these  cases  of  pelvic  hema- 
toma is  the  same  as  that  employed  by  me  in  encapsulated  pel. 
vie  hematocele.  I  have  always  sought  the  most  prominent  por- 
tion of  the  tumor  protruding  into  the  vagina,  and  where  I  could 
fe3l  most  distinctly  the  fluctuation  and  the  mass  was  most  tense 
I  hive  inserted  an  aspirator  needle,  and  on  verifying  the  diagno- 
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sis  by  the  withdrawal  of  a  few  drops  of  dark  blood  I  have  opened 
the  sac  with  sharp- pointed  scissors,  separating  their  blades,  and 
between  thetn  insertino-  a  steel  two-branched  dilator.  The  scis- 
sors  were  then  withdrawn  and  the  opening  enlarged  as  much  as 
possible  by  the  dilator,  the  finger  inserted,  and  by  its  means  the 
blood  clot  broken  up  and  gradually  removed  with  the  finger  or 
the  large  dull  curette  or  a  Sims  depressor.  The  cavity  was 
then  thoroughly  washed  out  with  a  hot  Thiersch's  solution,  a 
large  drainage  tube  inserted,  and  means  assured  for  thorough 
irrigation  and  drainage.  In  course  of  time,  usually  not  more 
than  four  to  six  weeks,  these  cavities  would  close  completely, 
often  without  any  rise  of  temperature,  and  the  patients  make  a 
comparatively  painless  and  uneventful  recovery.  Only  in  one 
instance  was  I  induced  by  some  publication  of  other,  more  en- 
terprising, and  1  think  more  foolhardy  operators  than  myself 
to  open  the  abdominal  cavity  and  endeavor  to  extirpate  the  in- 
traligamentous sac  through  such  an  incision.  Finding  that 
I  could  not  approach  the  wall  of  the  hematoma  to  the  ante- 
rior abdominal  wall  and  attach  it  there  by  stitches  before 
opening  it,  I  closed  the  abdominal  cavity  and  opened  the 
hematoma  per  vaginam  as  just  described,  with  a  perfectly  satis- 
factory result.  The  two  women  who  died  succumbed,  one  to 
secondary  hemorrhage  occurring  during  the  night  before  help 
could  reach  her,  and  the  other  to  septicemia.  In  the  treatment 
of  these  cases  of  pelvic  hematoma  I  have  almost  invariably  fol- 
lowed the  rules  which  I  have  laid  down  for  my  guidance  in  all 
cases  of  fluid  pelvic  effusions  which  dip  deep  down  into  the  pelvic 
cavity — namely,  that  if  the  tumor  can  be  easily  reached  and 
opened  and  its  contents  evacuated  through  a  vaginal  incision, 
whether  they  be  blood,  pus,  or  ovarian  fluid,  I  have  preferred 
as  a  rule  so  to  operate  upon  them,  and  have  not  had  any  occa- 
sion to  regret  this  practice.  So  far  as  ovarian  cysts  are  con- 
cerned, I  would  limit  this  procedure,  however,  entirely  to  single 
intraligamentous  cysts,  which  in  my  opinion  are  the  most  dif- 
ficult and  disastrous  instances  of  cysts  of  the  ovary  which  the 
surgeon  encounters.  Undoubted  pyosalpinx  also,  especially  if 
double,  and  double  ovarian  abscess  I  likewise  would  prefer  to 
remove  in  toto  by  abdominal  section  rather  than  treat  by  vaginal 
incision  and  drainage.  While  the  latter  might  be  easier  and  less 
dangerous,  a  permanent  cure  would  be  less  likely  to  result  than 
if  the  entire  sac  of  the  abscess  is  extirpated. 

It  amuses  me  to  see  gentlemen  here  and  abroad  in   medical 
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journals  and  gynecological  societies  now  advocating  the  open- 
ing of  pelvic  abscesses  per  vaginarn  as  something  quite  new  and 
original,  when  I  can  prove  by  iny  published  writings  that  I  fol- 
lowed this  practice  before  1880  and  have  since  then  been  an 
earnest  supporter  of  it.  (See  Seguin's  Arch,  of  Med.,  1880  ; 
Jour.  Obst.,  1885;  N.  Y.  Jour.  Gyn.  and  Obst.,  1892.) 

Sarcoma  of  the  pelvic  cellular  tissue  was  encountered  in  four 
instances,  two  being  discharged  unimproved  and  two  dying,  the 
diagnosis  not  being  made  positively  until  the  autopsy.  Of 
course  such  cases  are  incurable  no  matter  what  is  done,  and,  if 
the  diagnosis  can  be  made  beforehand,  no  operation  or  treat- 
ment is  indicated. 

Abdomen,  and  General  Diseases. —  General  Carcinosis  of 
the  abdominal  organs  was  met  with  in, nine  cases,  with  six  deaths 
after  exploratory  incision  and  three  discharged  unimproved. 

Sarcoma  of  the  AhdominalWall  involving  one-half  of  the  left 
rectus  muscle  was  met  with  in  two  instances.  Both  were  cured 
by  extirpation  of  the  diseased  tissue,  during  which  operation  the 
peritoneal  cavity  was  opened  and  as  much  peritoneum  was  ex- 
cised as  was  attached  to  the  posterior  surface  of  the  diseased 
muscle.  The  operations  were  decidedly  difficult  and  compli- 
cated, but  both  patients  recovered,  although  I  am  not  able  to 
say  whether  a  relapse  occurred  or  not,  as  I  lost  sight  of  them. 

General  Peritonitis  was  very  much  more  rare  than  the  pelvic 
variety,  being  seen  only  twenty-four  times.  Of  these  twenty-four 
only  twelve  recovered  and  twelve  died,  the  inflammation  being 
secondary  or  septic  and  failing  to  respond  to  any  form  of  treat- 
ment. In  two  cases  the  peritonitis  was  of  the  purulent  variety, 
and  abdominal  section  with  thorough  irrigation  was  adopted,  but 
both  patients  succumbed. 

Tubercular  Peritonitis  was  seen  four  times,  with  three  im- 
provements following  abdominal  section,  and  one  death.  I 
have  not  seen  any  favorable  results  in  this  form  of  peritonitis 
from  opening  the  abdominal  cavity,  either  in  hospital  or  private 
practice. 

Abdominal  Sintcs  remaining  after  section  for  diseased  ovaries 
and  tubes  or  pelvic  abscess  which  was  opened  through  the  ab- 
dominal wall  occurred  ten  times.  It  is  with  regret  that  I  am 
obliged  to  report  that  only  three  of  these  ten  were  cured  by 
treatment — that  is,  curetting  and  packing  the  sinus  with  steril- 
ized gauze.  Tlie  seven  others  were  discharged  improved — that 
is,  with  the  sinus  very  much  diminifihed  in  depth  but  still  un- 
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healed.  The  cases  where  the  sinus  penetrated  so  deeply  as  to 
reach  the  roof  of  the  vagina  were  treated  by  through  drainage 
into  the  vagina,  the  practice  being  to  gradually  draw  the  drain- 
age tube  downward  and  give  the  upper  portion  of  the  wound  a 
chance  to  close  by  granulation  and  contraction.  Plausible  as 
this  method  seetned,  it  unfortunately  was  not  always  successful, 
and  I  know  of  nothing  in  ray  experience  more  obstinate  or 
tedious  to  cure  than  these  deep  pelvic  sinuses  persisting  after 
pelvic  abscess  or  suppurating  laparatomies. 

Floating  Kidney  came  into  my  service  accidentally  eight  times. 
In  two  instances  the  kidney  was  found  in  the  pelvic  cavity, 
situated  behind  and  to  the  left  of  the  uterus,  and  simulating  there 
the  diseased  and  adherent  appendages  of  that  side.  In  the  first 
ease  the  correct  diagnosis  was  not  made  until  the  offending  mass 
was  enucleated,  as  it  was  supposed,  from  the  adhesions,  but  ac 
tually  from  its  capsule,  and  brought  out  of  the  abdominal  wound, 
when  it  was  found  to  be  the  left  kidney.  It  was  removed,  the 
pedicle  being  tied  off  in  the  usual  manner  and  dropped,  and  the 
patient  recovered.  In  the  second  instance  the  presumptive  dia- 
gnosis of  displaced  kidney  was  made  in  recollection  of  the  first 
ease,  and  being  confirmed  by  abdominal  section,  and  the  kidney 
being  healthy  otherwise,  it  was  not  disturbed.  This  case  also 
recovered.  Once  nephrorrhaphy  was  performed.  In  the  other 
cases  no  operative  interference  was  attempted,  supporting  trusses 
being  thought  sufficient. 

Obstruction  of  the  Intestines  was  met  with  three  times,  ab- 
dominal section  being  performed  in  all,  with  one  recovery. 
This  case  was  a  most  desperate  one,  the  intestines  being  uni- 
versally adherent  and  almost  gangrenous.  Abdominal  hyster- 
ectomy for  fibroid  had  been  performed  by  another  surgeon 
some  time  before.  After  all  the  obstructions  and  adhesions 
were  loosened  and  the  abdominal  wound  closed,  large  oxgall 
and  turpentine  enemata,  with  calomel  and  jalap  by  the  mouth, 
were  ordered,  with  the  result  of  producing  copious  fluid  and 
gaseous  evacuations  which  completely  reduced  the  tympanites 
and  paved  the  way  for  recovery. 

Perityphlitis  should  not  really  have  been  admitted  to  my  ser- 
vice, but,  under  the  mistaken  diagnosis  of  pelvic  peritonitis  on 
the  right  side,  three  such  cases  were  received.  In  two  the  dia- 
gnosis was  made  by  me  before  operation  ;  one  case  recovered 
after  operation;  the  other,  complicated  by  pregnancy  and  abor- 
tion, died  of  peritonitis  after  operation.     In  the  third  there  was 
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an  abdominal  tumor  of  the  size  of  a  cocoanut  on  the  right  side, 
which  was  correctly  pronounced  to  be  an  ovarian  cyst,  and  the 
temperature  and  pain  present  were  ascribed  to  probable  torsion 
of  the  pedicle  and  inflammation  of  the  cyst.  On  opening  the 
abdominal  cavity,  however,  it  was  found  that  while  the  diagnosis 
of  ovarian  cyst  was  correct,  the  fever  was  due  to  a  deep-seated 
abscess  which  had  burrowed  down  from  the  pericecal  region 
between  the  layers  of  the  right  broad  ligament,  and  had  so 
destroyed  the  tissues  in  that  neighborhood  as  to  cause  a  perfora- 
tion into  the  general  peritoneal  cavity.  This  patient  died  from 
general  peritonitis.  The  presence  of  the  ovarian  cyst  had,  of 
course,  masked  the  true  nature  of  the  case. 

Cancer  of  the  Breast  occurred  live  times,  and  was  cured,  so 
far  as  the  results  are  known,  by  complete  extirpation  of  the 
mamma  and  cleaning  out  of  the  respective  axilla.  As  this 
organ  is  not  really  included  under  the  generative  organs  of  the 
female  in  the  classification  of  the  hospital,  such  cases  would  not 
have  come  under  my  care  unless  admitted  by  me  as  private  pa- 
tients, which  was  the  fact  in  all  these  five  cases.  Many  authors, 
and  authorities  also,  however,  claim  that  the  female  breast  is  a 
part  of  the  sexual  organs  and  therefore  its  diseases  belong  to  a 
gynecological  service. 

(To  be  continued.) 


CASE  OF  ABSENT   UTERUS  : 

WITH  CON8IDERA.TIONS  ON  THE  SIQNrFICANCB  OF   HBRMAPHRODITISII. 


MARY    PUTNAM  JACOBI,  M.D  , 
New  York. 


(With  Dine  illustrations.) 


B.  M.,  a  girl  of  17,  was  brought  to  my  office  by  her  married 
sister  on  account  of  the  non-appearance  of  the  menstruation. 
During  the  last  preceding  year  the  girl  had  been  subject  to  oc- 
casional paroxysms  of  pelvic  pains,  which  appeared  at  approxi- 
mately monthly  intervals.  A  tendency  on  the  part  of  the 
fi'iends  to  emphasize  both  the  intensity  and  the  regularity  of 
these  paroxysms  interfered  with  the  trustworthiness  of  their 
description. 

The  patient  was  a  moderately-sized,  rather  thin,  ill-developed, 
and  anemic  girl,  and  her  appearance  was  so  suggestive  of  the 
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common  chlorotic  etiology  of  amenorrhea  that  I  was  at  first  in- 
clined to  postpone  any  local  pelvic  examination  and  advise  only 
the  usual  iron  treatment.  Yielding,  however,  to  the  insistence 
of  the  sister  and  guardian  of  the  patient,  I  finally  proceeded  to 
this  examination  and  discovered  quite  diflFerent  conditions  from 
what  had  been  anticipated. 

The  labia  were  small,  but  about  as  much  developed  as  is  often 
the  case  in  girls  with  the  appearance  of  the  patient.  The  intro- 
itus  vaginae  seemed  constituted  by  an  opening  only  large  enough 
to  admit  the  index  finger.  This  opening  was  on  the  level  of  the 
perineum,  the  vestibule  being  absent,  and  the  finger,  once  in- 
serted in  the  passage,  encountered  no  further  obstacle,  but  also 
failed  to  discover  anything  resembling  a  cervix  uteri  at  the  bot- 
tom of  the  canal.  During  the  attempt  to  do  so,  but  not  until 
after  some  minutes,  there  was  a  sudden  gush  of  urine  from  the 
canal.  Tlie  exploring  finger  was  thereupon  withdrawn  and 
search  made  for  the  urethra  in  its  usual  situation,  but  none  was 
found.  Only  a  single  orifice  existed  between  the  pubes  and  the 
anus — namely,  the  one  just  described,  and  which  was  situated  at 
the  centre  of  the  region.  Behind,  or  below  it,  lay  a  normally- 
appearing  perineum  ;  in  front,  or  above,  a  triangular  space 
enclosed  by  the  nymphae  minorse  and  surmounted  by  a  mons 
sufficiently  covered  with  hair. 

Subsequent  exploration  under  ether  with  the  endoscope  '  con- 
firmed the  supposition  imposed  by  the  flow  of  urine — namely, 
that  the  unique  canal  led  directly  into  the  bladder.  For  it  was 
not  diflBcult  to  discover,  in  the  large  cavity  in  which  the  canal 
opened,  the  ureters  in  their  normal  position  discharging  the  ac- 
customed jets  of  urine. 

Exploration  by  the  rectum,  conjoined  exploration  by  means 
of  the  finger  in  the  rectum  and  the  sound  in  the  bladder,  failed 
to  discover  the  least  trace  of  uterus  or  ovaries.  The  complete 
absence  of  the  latter,  however,  can  hardly  be  held  to  be  demon- 
strated by  an  examination  made  on  the  living  subject  only,  and 
would  even  seem  improbable  if  distinct  menstrual  moHmina 
existed.  The  patient,  however,  was  under  observation  during 
eight  or  ten  weeks,  seven  being  passed  at  the  New  York  In- 
firmary, and  during  this  period  no  definite  menstrual  symptoms 
were  observed. 

In  the  case  of  B.  M.,  therefore,  urinary  organs  seemed  to  exist 
alone,  and  the  genital  to  be  completely  absent.     It  could  not, 
'  This  exploration  was  made  by  Dr.  Willy  Meyer. 
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however,  be  inferred  that  the  canal  which  led  into  the  bladder 
in  the  case  of  B.  M..  was  simply  the  urethra  or  the  dilated  ure- 
thra. Cases  similar  to  this  one  have  been  described,  and  espe- 
cially in  married  women,  where  coitus  has  been  accomplished  by 
means  of  such  a  canal,  and  it  has  been  then  said  that  the  ure- 
thra had  been  dilated  in  consequence  of  the  function  so  unnatu- 
rally imposed  upon  it.  Evidently  no  such  explanation  of  the 
large  urinary  canal  would  be  possible  in  the  case  of  B.  M. ;  and, 
indeed,  in  all  cases  the  explanation  is  erroneous.  The  canal  is  not 
dilated,  but  is  so  much  larger  than  the  urethra,  though  so  much 
smaller  than  the  vagina,  because  it  is  constituted  by  the  embry- 
onic orgaij  which  is  intermediary  between  these  two — namely, 
the  urogenital  sinus. 


Fig.  1.— Case  of  absence  of  the  uterus  with  persistence  of  urogenital  sinus  (wg),  which 
combines  the  urethra  and  vagina. 

The  above  diagram  from  Schroder  exactly  illustrates  the  con- 
dition which  existed  in  the  case  of  B.  M. 

The  details  of  embryological  development  in  this  respect  are 
well  known  even  in  the  huuian  being. 

The  urogenital  sinus,  though  originating  in  the  stalk  of  the 
allantois  and  thus  in  a  viscus  proper  to  early  embryonic  life,  is 
classed  with  the  external  organs  of  generation. 

Tourdes '  divides  these  organs  into  three  classes,  which  he 
calls  segments  and  distinguishes  as  the  deep,  middle,  and  exter- 
nal segment  respectively.  The  following  table  shows  this  lucid 
classiticatiou  and  indicates  not  only  the  three  separate  foci  of 
development  for  the  generative  organs,  but  also  for  each  segment, 
the  organ  in  it  of  embryonic  life,  as  alt^o  the  male  or  female  or- 
gans which  subsequently  develop  from  the  embryonic  original  : 

'  Diet.  Encycl.  des  Sciences  med.,  1888,  vol.  xiii.,  art.  "  Hennaphroditea." 
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Embryo. 

Adult,  Male. 

Adult,  Female. 

Deep 

Segment. 

Genital  ridge  and 
gland,  undiffer- 
entiated. 

Testis 

Ovary. 

Wolffian  body.... 

Wolffian  duct 

Miiller's  ducts  . . . 

Kidney 

Epididymis 

Kidney. 
Parovarium. 

Vas  deferens 

Duct  of  Gartner. 

Middle 

Segment. 

Ejaculatory  duct 

Pediculated  hydatid  . . . 

Atrophied , 

Canal  of  Rosenmuller. 
Pediculated  hydatid. 

Fallopian  tubes,  uterus, 

vagina. 

External 

Segment. 

Urogenital  sinus.  . 

Genital  tubercle. . 
Genital  furrow. . . 
Genital  fold ...... 

Vesical  trigone 

Prostatic  urethra  .... 
Membranous  urethra. . . 

Penis 

(Closed) 

Vesical  trigone. 

Urethra. 

Vestibule. 

Clitoris. 

Vulva. 

Scrotum 

Labia. 

Fig.  2,  taken  from  Quain,  gives  a  diagram  of  the  primitive 
urogenital  organs.  The  right  half  of  the  diagram  is  shaded  so 
as  to  indicate  schematically  this  classification  of  the  reproduc- 
tive organs  into  the  deep,  middle,  and  external  segment.  The 
genital  gland  constituting  the  so-called  deep  segment  is  shaded 
darkest,  the  middle  segment  somewhat  lighter,  the  external  seg- 
ment the  lightest  of  all. 

The  genital  ridge  is  a  mass  of  mesotheliiim  lying  on  each 
side  of  the  median  line  of  the  embryo,  which  at  first  is  called 
indifferently  the  genital  gland  and  shows  no  demonstrable  sign 
of  sexual  differentiation.  Later  this  gland  becomes  either  an 
ovary  or  a  testicle,  according  as  its  primary  tissue  becomes 
invaded  by  the  seminiferous  tubules,  or  by  the  tubes  of  Pfliiger^ 
the  progenitors  of  the  Graafian  vesicles  in  the  ovary.  This 
primary  mass  or  gland  is  the  earliest  portion  of  the  reproductive 
system  to  be  definitely  organized,  and  on  this  account  is  called 
the  primitive  or  deep  segment  (see  Fig.  2  ot,  Fig.  3  of). 

The  appearance  of  the  transitory  organs  from  which  the  mid- 
dle segment  of  the  reproductive  apparatus  arises  follows  close 
upon  the  development  of  the  genital  gland.  These  embryonic 
33 
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organs,  in  some  of  the  lower  vertebrates  (selachian  fishes),  are 
two,  the  Wolffian  body  and  the  segmental  duct.  The  latter  sub- 
sequently divides,  by  the  formation  of  a  septal  partition,  into 
two  ducts,  the  Miillerian  and  the  Wolffian.' 

In  the  amniotic  vertebrae,  and  thus  in  the  human  embryo,  the 
Miillerian  and  Wolffian  ducts  are  separate  from  the  moment  of 
their  first  appearance,  altliough  running  closely  adjacent  and 
parallel  with  each  other  toward  and  over  the  Wolffian  body. 
With  the  latter  the  Wolffian  duct  subsequently  coalesces,  while 
the   Miillerian   becomes  removed  from  it  by  a  distance  which 


cloaca 


Fio.  2.— (From  Quatn.  )  Diagram  of  the  primitive  urogenital  organs  iu  the  embryo 
previous  to  sexual  distinction.  Ctiietly  in  profile.  3.  ureter;  4,  urinaiy  l)ladiler  ;  .'">,  ura- 
chus  ;  of,  the  mass  of  blastema  from  which  ovary  or  testicle  is  afterward  tormed  ;  W.  left 
WolfHan  body  ;  x,  part  at  the  apex  from  which  the  con i  vasciilosi  are  altcrward  devel- 
oped ;  w,  to,  right  and  left  Wolffian  ducts  ;  m,  m.  right  and  left  MCdlerian  ducts,  uniting, 
together  and  with  the  Wolffian  ducts  in  ijc.  the  genital  cord  ;  u(j,  sinus  urogenitalis  ; 
i,  lower  part  of  the  intestine  ;  c/,  cloaca  or  common  opening  of  the  intestine  and  urogenital 
sinus  ;  cp,  elevations  which  become  clitoris  or  penis;  Is,  ridge  for  labia  niajora  or  scrotum. 

constantly  increases  throughout  eiiibryoiiic  life  (pee  Figs.  2  and 
3,  10  ic  and  m  m).'' 

'  Balfour,  "  Comparative  Embryology  ";  Semper,  quoted  by  Minot,"  Human 
Embryology." 

'  In  the  figures  the  original  independence  of  the  WolHian  duct  is  not  shown, 
but  only  its  condition  after  coalescence  with  the  WolHian  body. 
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The  Wolffian  body  (Figs.  2  and  3,  W),  developed  in  the 
'human  embryo  during  the  third  week,  and  during  the  period 
•of  sexual  neutrality  performing  the  functions  of  an  excretory 
gland,  contributes  later  toward  the  formation  of  the  permanent 
kidney,  and,  in  the  male,  of  the  epididymis,  an  essential  part  of 
the  adult  sexual  apparatus.  In  the  female  the  WolflBan  body 
shrivels  to  a  functionless  relic  of  fetal  life,  the  parovarium. 

The  ligament  of  the  Wolffian  body  retains  more  importance, 
for  it  becomes  the  round  ligament  of  the  uterus.  The  segmental 
duct,  on  the  other  hand,  or  the  two  closely  united  ducts  whieli 
in  the  upper  vertebrates  coexist  from  the  beginning,  develops 
into  adult  organs  of  great  importance   in  both  sexes — organs 


Fig.  3.  — (Quain.)  of,  seat  of  origin  of  ovaries  or  testicles  ;  W,  Wolffian  bodies  ;  w,  w. 
Wolffian  ducts  ;  )»,  m,  Mullerian  ducts ;  gc,  genital  cord  ;  ug,  urogenital  sinus  ;  i,  intes- 
tine ;  cl,  cloaca. 

homologous  with  one  another,  in  that  they  are  both  destined  to 
convey,  to  the  exterior,  sex  cells  developed  in  the  genital  gland  ; 
yet  strongly  contrasted  with  one  another,  in  that  the  excretory 
ducts  of  the  female  also  serve  as  reservoirs  for  the  prolonged 
retention  of  the  product  of  sex  cells,  the  embryo  and  fetus  of  a 
new  generation.  The  Wolffian  duct  evolves  to  the  vas  deferens 
and  ejaculatory  duct  in  the  male,  while  in  the  female  it  atrophies, 
and  its  useless  remnant  is  represented  in  the  extrauterine  organ- 
ism by  the  duct  of  Gartner  and  the  canal  of  Rosenmuller.  In 
both  sexes  a  portion  of  the  duct  persists  as  the  "  pediculated 
hydatid." 
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The  Miiller's  duct  atrophies  more  completely  in  the  male  than, 
does  the  Wolffian  duct  in  the  female,  while  in  the  latter  it  de- 
velops into  the  Fallopian  tubes,  uterus,  and  vagina,  thus  con- 
stituting a  segment  of  genital  apparatus  far  more  massive  than 
exists  in  any  part  of  the  adult  male. 

The  external  segment  of  the  genital  apparatus  (see  Fig.  2) 
consists  of  the  external  sex  organs,  of  which  one  only  originates 
in  an  embryonic  viscus ;  the  remainder  develop  from  the  external 
epiblast  of  the  body.  The  urogenital  sinus  (Fig.  2,  i/^)  is  formed 
from  the  lower  part  of  the  stalk  of  the  allantois.     When  the  main 
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Fig.  4.— (1)  Sixth  week:  R,  rectum  continuous  with  the  allantois  fAll.,  bladder);  M,  duct 
of  MfiUer,  also  opening  into  the  allantois  ;  A,  depression  of  skin  growing  inward  to  form 
vulva.  (2)  Tenth  week  :  depression  has  become  continuous  with  rectum  and  allantois  to 
form  cloaca.  (3)  The  cloaca  is  becoming  divided  into  an  anterior  part,  the  urogenital 
sinus,  into  which  the  Mullerian  ducts  open,  and  a  posterior  part,  the  anus.  There  is  a 
downward  growth  of  tissue  between  the  hind  gut  and  the  allantois.  (4)  The  perineum 
is  formed,  the  vagina  beginning  to  jbe  distinct.  Thn  [urogenital  sinus  contracts  at  its 
upper  part  to  form  the  short  urethra,  the  lower  part  remaining  as  the  vestibule,  into  which 
the  vagina  also  opens.    (From  Schroder.) 

part  of  the  allantois  shrivels,  the  stalk  persists;  its  upper  part 
becomes  the  bladder,  the  lower  portion  constitutes  a  tube  into 
whose  upper  portion  opens  the  Wolffian  or  Mullerian  ducts, 
while  the  lower  end  unites  with  the  rectum  to  form  a  unique 
excretory  channel,  analogous  to  the  cloaca  of  reptiles  and  birds, 
and  called,  in  fact,  the  cloaca.     At  ten  weeks  the  sinus  becomes 
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separated  from  the  rectum  by  a  septum,  and  the  latter  is,  in  the 
female  subject,  itself  divided  into  two  tubes,  an  anterior  tube  or 
the  urethra,  a  posterior  or  vagina.  In  the  male  the  urogenital 
sinus  persists  through  life  as  the  urethra,  whicli  receives  at  its 
upper  portion  the  excretory  genital  duct,  and  continues  there- 
fore throughout  life  to  fulfil  a  double  function,  the  genital  and 
the  urinary  (see  Fig.  4—1,  2,  3,  4). 

Thus  the  urogenital  sinus  prolongs  itself  from  the  body 
cavity  of  the  embryo  into  the  mass  of  structures  which  develop 
from  little  elevations  of  the  epi blast  at  the  caudal  extremity  of 
the  body.  From  a  tubercle,  called  the  genital  tubercle,  arises 
in  the  female  the  clitoris,  in  the  male  the  homologous  but  so 
much   more    voluminous  penis.     The  clitoris  remains  anterior 


Fig  5  -Rudimentary  sexual  organs.  The  internal  at  the  seventh  week  of  fetal  life  ;  the 
external  organs  belong  to  a  later  period.  1,  spinal  column  ;  3  3,  Wolffian  bodle^;  5,  gland 
destined  to  become  the  ovary  in  the  female,  the  testicle  in  the  male  ;  6,  Wolffian  duct , 
7  filaments  of  Muller  ;  8.  bladder  :  9,  tubercle  forming  the  rudiment  of  either  the  chtoris 
<^T  the  penis;  10,  folds  destined  to  form  the  labia  majora  in  the  female,  in  the  male  the 
scrotum  ;  11,  sinus  urogenitalis  ;  12.  anus.    (Lusk,  from  Luschka.) 

to  the  urogenital  sinus  and  isolated  from  it.  The  tissue  of  the 
penis  grows  so  luxuriantly  as  to  entirely  surround  the  sinus, 
whicli  is  the  more  easily  done  as  the  evolution  of  the  sinus  is 
much  more  restricted  than  in  the  female.  The  genital  folds, 
originally  separated  from  each  other  by  a  furrow  (the  so-called 
genital  furrow),  develop  into  the  labia  of  the  female,  the  scrotum 
of  the  male,  the  furrow  itself  becoming  the  raphe  of  the  scro- 
tum when  the  folds  unite,  remaining  as  the  vulvar  orifice  when 
the  folds  remain  separated  (see  Fig.  5). 

Thus  it  is  eminently  exact  to  describe  the  genital  apparatus  as 
liivided  into  three  segments,  each  independent  in  origin,  inde- 
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pendent  in  ev^olution,  and  possessed  therefore  of  a  possible  inde- 
pendence of  pathological  history. 

Hence  no  certain  inference  can  be  drawn  for  abnormal  cases 
from  the  sequences  of  normal  development,  for  there  is  no  evi- 
dence that  tbese  sequences  indicate  causal  relations.  For  in- 
stance, it  might  seem  plausible  to  assume  that  the  more  luxuriant 
development  of  the  external  segment  in  the  male  sex  was  condi- 
tional upon  the  atrophy  of  the  Miillerian  duct  which  normally 
accompanies  this.  Cases  like  that  of  B.  M.  show,  however,  that, 
whatever  may  be  the  usual  sequence,  arrest  of  the  development 
of  the  Miillerian  ducts  does  not  necessarily  effect  a  transfer  of 
nutritive  force  and  material  from  the  middle  to  the  external 
segment.  For  in  this  case,  as  in  the  others  like  it,  the  Miil- 
lerian ducts  may  completely  atrophy  and  yet  the  external  seg- 
ment retain  superficially  an  entirely  feminine  type.  Indeed, 
records  of  malformations  show  that  it  is  quite  impossible,  from 
the  existence  of  any  one  organ  of  the  sex  apparatus,  to  infer 
positively  that  any  other  will  he  present,  or,  what  is  still  more 
remarkable,  to  infer  with  certainty  the  sex  of  the  individual. 
The  lucid  doctrine  of  the  three  independent  though  normally- 
coalescing  sagments  of  the  sex  apparatus  helps  to  explain  these 
pathological  confusions  by  showing  that  the  genital  appara- 
tus does  not  consist  of  a  unique  mechanism  liable  to  injury,  but 
of  a  group  of  organs  liable  to  be  confused,  and  confused  in  the 
most  various  forms  of  abnormal  combinations  with  one  another. 
Thus  there  may  be  : 

Absence  of  the  uterus  with  rudimentary  development  of  the 
external  genital  organs  (atrophy  of  middle  segment,  imperfect 
development  of  external  segment). 

Absence  of  uterus  with  hernia  of  the  ovaries. 

External  organs  ambiguous  and  rudimentary,  internal  organs- 
masculine. 

External  organs  ambiguous,  hal)itus  masculine,  nature  of  deep- 
gland  uncertain. 

External  organs  masculine,  internal  feminine,  habitus  femi- 
nine. 

External  organs  feminine,  internal  masculine. 

Middle  segment  of  generative  organs  bisexual,  external  nuis- 
culine. 

liisexualism  of  the  three  segments. 

Simple  absence  of  the  uterus — i.e.,  without  other  defect — is,  afr 
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already  noted,  a  relatively  frequent  malformation.    Two  cases 
related  by  Chadwick  fairly  illustrate  the  whole  class  : 

Woman  of  22,  married  since  18.  Had  never  menstruated  but 
suffered  with  reeular  menstrual  molimina  since  the  age  ot  11. 
The  labia,  mons,  and  clitoris  were  normal.  The  pseudo-vagma 
ended  in  a  blind  pouch  one  inch  from  the  entrance.  By  recto 
abdominal  p,alpation  impossible  to  iind  any  trace  oi^frus  or 
ovaXs,  and  a  sound  inserted  in  the  bladder  pressed  directly  on 

""Tbelubject  of  the  second  case  was  28  years  old  unmarried, 
free  from  menstrual  molimina,  and  enjoying  excellent  health. 
The  labia,  mons,  and  clitoris  were  fully  developed,  but  there 
wa  0  tr'ace  of'  a  vagina,  while  the  urethra  ©  was  so  patu  on 
that  the  little  finger  passed  easily  into  the  bladder,  yet  t  ere 
was  no  incontinence  of  urine.  The  uterus  was  represented  by  a 
small  nodule  the  size  of  a  bean.' 

Tbe  foregoing  case  closely  resembles  that  of  B  M.  Ibe 
"patulous  uithra"  was,  as  in  the  latter  case,  real  y  the  uro- 
geCal  sinus,  and  the  urinary  continence  was  due  to  the  'J'=-1»P- 
ment  of  a  vesical  sphincter  at  its  normal  situation  at  the  bladder 
Thus  to  the  existiuceof  the  usual  conditions  which  habitually 

^r:";::^;  ^yertV  a  gin  22  years  old  who  bad  never 
menstruated,  suffered  nevertheless  from  monthly  P-->-- 
pain  which  radiated  from  the  abdomen  to   he  sacrum  aj^i  ^a^ 
from  intense  pains  in  both  groins,  where  lay  on  each  side  under 
he  skin  and  exactly  in  the  direction  of  the  inguinal  canal  a 
body  the  size  of  a  pigeon's  egg.    These  bodies  when  extirpated 
nroved  to  be  swollen  ovaries,  containing  follicles  and  numer 
ous  cicatrices,  and  one,  a  recent  corpus  luteum.     Bn  notwith- 
standt'  this    evelopment  of  the  genital  gland  the  uterus  and 
vtina  were  entirely  lacking.     The  external  g-.als  were  well 
developed,  though  covered  with  little  hair.     ^  shallow  cal. de- 
sac  lined  with  mucous  membrane,  but  not  more  than  fie  null, 
metres  deep,  represented  the  opening  to  the  -;§■-•   ^  ^;°.^^ 
pedicle  supported  the  ovary, continuous  with  a  Seshy  «o.d  wh'^^ 
terminated  in  a  well-marked  infundibnlum.     At  ^^ J'Ott m^  »* 
this  a  fine  opening  established  communication  with  the  pen 

.  Annual    meeting  Suflolk  District    M»lical  Society.  Boston  Medical  «.d 
Surgical  Journal,  April  24th,  1886. 
i  Archiv  fiir  Gynakologie,  Band  xn.,  1877. 


520  JACOBI  :  CASE  OF  ABSENT  UTERUS. 

toneum.  The  broad  pedicle  was  the  upper  part  of  the  broad 
ligament,  entirely  converted  into  mesovarium.  On  each  ovary, 
moreover,  lay  in  the  median  line  a  cylindrical  muscular  mass, 
seeming  to  be  either  a  remnant  of  Miiller's  duct  or  a  round 
ligament.  The  mass  consisted  of  smooth  muscular  fibres  held 
together  by  loose  connective  tissue  and  without  admixture  with 
striated  fibre.  Nevertheless  the  author  considered  these  to  be 
muscular  layers  from  the  uterus  spread  out  under  the  peri- 
toneum. A  final  anomaly  in  the  case  consisted  in  the  descent 
of  both  kidneys. 

Thus  the  kidneys  had  failed  to  ascend  to  their  normal  position, 
the  ovaries  had  descended  in  excess  of  theirs;  coincidently 
Miiller's  ducts  had  been  destroyed  throughout  their  middle  seg- 
ment, leaving  intact  on  each  side  only  the  extreme  upper  end, 
the  infundibulum,  and  a  part  of  the  lower  end,  the  rudimentary 
uterine  horn. 

Werth  claims  that  there  is  a  rather  frequent  coincidence  be- 
tween errors  of  place  of  the  kidneys  and  ovaries,  and  hernia  of 
the  latter  with  absence  or  rudimentary  development  of  the 
uterus.  Englisch  notes  this  coincidence  five  times  in  twenty- 
four  cases  of  inguinal  ovarian  hernia.  Puech,  in  seventy  eight 
cases  of  ovarian  hernia,  found  the  uterus  absent  fourteen  times, 
uterus  bicornis  four  times,  while  the  subject  was  said  in  thirteen 
cases  to  be  hermaphrodite. 

Nicaise'  is  quoted  as  authority  for  a  case  which  was  almost  the 
exact  counterpart  of  Werth's  own  case.  The  uterus  was  repre- 
sented by  some  lamellfe  of  muscular  tissue  a  few  millimetres 
thick  spread  out  upon  the  ovaries,  which,  on  each  side,  lay  at 
the  entrance  to  the  inguinal  canal. 

What  may  be  the  connection  between  these  different  and  pro- 
found anomalies  is  as  unknown  as  the  nexus,  if  any,  which  unites 
other  malformations  of  the  different  segments  of  the  genital 
tract.  The  malformation  in  which  the  ovaries  disappear  with 
the  uterus  contrasts  with  the  foregoing,  whore  the  ovaries, 
through  excess  of  descent  from  their  original  j)osition,  have 
become  displaced. 

Hanff'  relates  such  a  case,  where  an  autopsy  was  performed 

on  a  woman  of  51  who  had   died  of  smallpox.     She  had   first 

been  seen  at  the  age  of  20  on  account  of  the  non-appearance  of 

menstruation,  and  was  then  found  to  have  the  external  genitals 

'  Gazette  medical,  1875.  *  Schmidt's  JahrbQclier,  1873,  Bd.  clviii. 
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«mall  and  undeveloped  like  those  of  a  10-year-old  child.  The 
antopsy,  thirty  years  later,  demonstrated  the  entire  absence  of 
'Ovaries  and  tubes,  but,  singularly  enough,  a  rudimentary  uterus. 
Here  the  blight  seems  to  have  begun  at  the  deepest  segment,  the 
genital  gland,  and  extended  downward,  being  least  complete  at 
the  lower  extremity  of  the  middle  segment,  where  the  Miillerian 
ducts  should  fuse  to  a  uterus. 

The  next  class  of  cases  illustrate  the  effect  of  an  arrest  of 
development  in  marked  contrast  with  the  foregoing,  in  that  it 
principally  involves  the  lowest  or  external  genital  segment. 
The  genital  gland  is  masculine ;  the  external  organs  tend 
toward  the  masculine  type,  but  are  rendered  ambiguous  by  their 
imperfect  evolution  from  the  stage  of  primitive  indifferentism. 
This  anomaly  constitutes  the  pseudo-hermaphroditismus  mascu- 
linus  externus  of  authors. 

Henrichsen  relates  the  following  case :  The  subject  was  a 
Russian,  set.  27,  brought  up  as  a  girl  and  called  Elizabeth  Wul- 
fert.  She  worked  in  the  house,  also  in  feminine  field  labor, 
where  she  was  noted  for  her  strength.  When  21  years  old  she 
menstruated  for  two  days,  but  never  again.  Menstrual  moli- 
mina  had  appeared,  however,  since  the  age  of  17,  and  were  ac- 
companied by  a  mucous  discharge  from  the  urethra.  These 
phenomena  recurred,  not  at  exact  monthly  intervals,  but  every 
two  or  three  weeks. 

The  external  genital  segment  was  represented  by  a  hypo- 
spadiac  penis,  and  at  its  base  a  urogenital  sinus  whose  orifice 
admitted  the  little  finger.  The  catheter  entered  this  sinus  five 
and  a  half  centimetres,  then  could  be  turned  into  another  canal 
six  centimetres  long  terminating  in  a  cul-de-sac.  Thus  there 
existed  a  rudimentary  vagina  or  terminal  extremity  of  the 
Miillerian  duct. 

A  testicular  gland  lay  in  each  inguinal  canal. 

The  general  physical  habitus,  and  also  the  psychic  nature, 
combined  feminine  and  masculine  attributes.  Thus  the  hair  on 
the  mons  veneris  was  of  the  feminine  type,  and  the  subject  had 
no  hair  on  the  face,  limbs,  perineum,  or  around  the  anus.  The 
mammae  were  moderately  developed,  the  voice  was  feminine, 
and  yet  the  larynx  had  the  prominence  of  the  masculine  type. 
Further,  the  thorax  and  pelvis  were  distinctly  masculine.  There 
was  a  moderate  degrree  of  sexual  inclination  toward  either  men 
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or  women,  but  chiefly  toward  men.     She  called  herself  "a  most 
unhappy  creature,  being  neither  a  man  nor  a  woman."  ' 

Pech  relates  the  following  case :  Maria  Rosina  was,  until  her 
thirty-second  year,  educated  as  a  woman.  In  her  eighteenth  year 
she  had  a  right-sided  inguinal  hernia;  in  her  twentieth  year  she  had 
a  painful  menstruation.  In  her  thirty  first  year  a  painful  tumor 
the  size  of  a  hazelnut  appeared  in  the  left  groin.  An  incision 
showed  that  this  tumor  consisted  of  a  testicle  and  epididymis 
enclosed  in  a  hydrocele  sac.  After  this  operation  the  subject 
was  considered  a  man,  was  dressed  and  treated  accordingly. 

As  in  the  case  of  Wulfert,  the  external  genital  segment  was 
represented  by  a  small  hypospadiac  penis,  a  urogenital  sinus 
opening  at  its  base  and  which  led  to  two  cavities,  a  bladder 
anteriorly,  a  second  behind  this,  also  lined  with  mucous  mem- 
bran'e,  and  evidently  a  rudimentary  vagina. 

The  cleft  scrotum  imperfectly  imitated  the  labia  majora,  and 
on  one  side  contained  a  testicle  and  epidid3'mis.'' 

In  Barbara  Holm,  described  by  Yirchow,^  were  repeated  all 
the  conditions  of  the  cases  related  by  Pech  and  Henrichsen.  Yet, 
notwithstanding  the  masculine  nature  of  the  genital  gland,  the 
sexual  instincts  were  feminine.  In  similar  contrast  the  j^elvis 
was  masculine,  the  developed  breasts  feminine  in  type. 

"  These  cases,"  observes  Herrmann,*  "  are  related  in  great  nnm- 
ber.  The  subjects  are  essentially  males,  with  imperfection  in  the 
development  of  the  external  organs,  so  that  the  penis  is  small 
and  hypospadiac;  there  is  a  short  urogenital  sinus,  into  which 
open  the  lower  extremities  of  the  Miillerian  ducts,  the  greater 
part  of  which  have  atrophied.  The  scrotum  is  divided  by  a 
cleft,  so  as  to  simulate  the  labia,  while  the  cleft  itself  simulates  a 
vagina  and  has  not  infrequently  been  mistaken  for  one.  Arnold  * 
has  collected  twenty-seven  such  cases."  * 

The  following  diagrams,  taken  by  Beaunis  from  Ecker,  indi- 
cate the  progressively  diminishing  ambiguity  of  the  external 
genital  organs,  and  show  how  an  arrest  of  development,  though 

'  Virchow's  Archiv,  1883. 
»  Arch.  Gyn.,  Bd.  xi. 

*  Gesammelte  Abhandlung,  1856. 

*  Dictionnaire  des  Sciences  medicales,  1888.       '  Virchow'.s  Archiv,  1869. 

*  Herrmann  also  cites :  Avery,  Phil.  Med.  and  Surg.  Hcporter,  xiv.  ;  Wood, 
Trans.  Anat.  and  Path.,  1872  ;  Czarda,  Wiener  mcd.  Wochensch.,  1876  ;  Mar- 
chand.  Virchow's  Archiv,  Band  xcii.  ;  Werman,  ihi'\,  1886;  SchOnberg,. 
Berl.  klin.  Wochensch,,  1875. 
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limited  to  this  segment  of  the  reproductive  apparatus,  might 
irremediably  confuse  the  distinctions  of  sex  (Figs.  6,  7,  and  8). 

A  predominantly  masculine  type  to  the  external  genitals,  and 
even  the  presence  of  testicles,  is  compatible  with  a  feminine 
habitus  of  body  or  with  entirely  feminine  feelings  and  instincts, 
or  with  both.  Thus  Alexina  B.  was  brought  up  as  a  girl  until 
the  age  of  22,  when  she  was  pronounced  a  male  by  a  court  of 
law  because  possessed  of  a  complete  male  genital  apparatus — 
penis,  though  small  and  hypospadiac ;  scrotum  with  a  testicle 
in  the  right  lobe,  the  left  testicle  resting  in  the  inguinal  canal 
and  apparently  in  fatty  degeneration  ;  seminal  vesicles  distended 
by  sperm,  which,  however,  contained  no  spermatozoids;  rudi- 
mentary prostate.     The  misinterpretation  of  sex  had  been  due 


F^G.  6.— I,  II,  III  represent  th"  undifferentiated  period— embryos  younger  than  three 
months.  A,  masculine  embryo,  end  of  third  or  beginning  of  fourth  month.  A',  feminine 
embryo  of  third  month.  1,  cloaca;  2.  genital  tubercle;  3,  gland;  4.  genital  furrow:  5, 
genital  folds  ;  6,  umbilical  cord  ;  7.  anus ;  8,  coccygeal  tubercle  ;  9,  labia  minora  ;  10,  uro- 
genital sinus.    (Beaunis,  from  Ecker.) 

to  the  presence  of  a  central  cleft  in  the  scrotum,  simulating  a 
vagina  and  terniinating;  iu  a  cul-de-sac  six  and  a  half  centime- 
tres  deep.  The  rectification  of  this  mistake  filled  the  subject 
with  such  despair  that  he  committed  suicide.' 

In  Dohrn's  case  the  external  segment  was  more  rudimentary 
and  the  sex  even  more  ambiguous.  The  labia  were  well  de- 
veloped, the  penis  infantile,  the  vestibulum  moderately  deep 
and  covered  with  mucosa,  and  below  the  urethral  opening  was  a 
second,  leading  to  a  little  cul-de-sac  two  centimetres  deep,  the 
only  representative  of  a  vagina.  But  the  testicles  were  repre- 
sented, though  atrophied,  by  two  bodies  the  size  of  beans,  one  at 

'  Goujon,  Journal  de  I'Anat.,  1869. 
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the  upper  extremity  of  each  labium,  and  double  exploration  by 
vagina  and  rectum  failed  to  discover  any  trace  of  uterus,  ovaries, 
tubes,  or  vagina. 

This  subject,  28  years  old,  was  powerfully  built,  with  large 
bones,  a  deep  voice,  and  masculine  breasts.  But,  on  the  other 
hand,  she  had  long  hair,  no  beard,  a  feminine  expression    of 


Fig.  7.— B',  masculine  embryo  at  middle  of  fourth  month;  C,  masculine  embryo  at  end  of 
fourth  month  (numerals  as  in  Fig.  6).    CBbau.vis,  from  Ecker.) 

face,  entirely  feminine  feelings,  and  was  betrothed  to  be  mar- 
ried. Since  tlie  twentieth  year  she  had  suflFered  every  four 
weeks  from  an  attack  of  pain  in  the  abdomen,  but  had  no  other 
symptom  of  menstruation.' 

When  feminine  organs  distinctly  coexist  with  masculine  in 
any  of  the  generative  segments,  a  feminine  habitus  or  psychic 


Fio.  8.— B,  feminine  embryo  at  middle  of  fifth  month  ;  C.  feminine  emliryo  at  b<'Rinnlng 
of  sixth  month  (numerals  as  in  Fig.  6).    (Bkau.nis,  from  Ecker.  ) 

character  seems  less  surprising.  Thus,  in  the  case  reported  by 
Martin,  a  girl  of  TJ  who  ha-1  never  menstruated  had  a  right 
inguinal  hernia,  which  was  submitted  to  operation.  A  body, 
supposed  to  be  an  ovary,  was  found  and  returned  to  the  abdom- 
inal cavity.  At  20  a  similar  swelling  occurred  on  the  left  side. 
This  Wis  found  to  be  a  testicle,  with  a  well-marked  gubernacu- 


'    Dohrn,  Archiv  fQr  Gynakologie,  Band  xi. 
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lum  passing  into  the  left  labium  majus.  The  peritoneal  cavity 
was  opened  and  search  made  for  a  uterus,  but  none  was  found  ; 
on  the  other  hand,  a  vas  deferens  was  discovered.  Imperfect 
spermatozoa  existed  in  the  genital  gland.  The  labia,  clitoris,, 
and  vestibule  appeared  quite  normal.  A  cul-de-sac  three-quar- 
ters of  an  inch  deep  represented  the  vagina.  The  girl  was 
entirely  feminine  in  appearance  and  feelings.' 

In  the  case  related  by  Yirchow  and  Litten,^  a  girl  of  14,  the 
external  sexual  organs  looked  masculine  except  for  a  small  cen- 
tral opening  along  the  raphe  of  the  scrotum.  There  was  a 
rather  large  though  hypospadiac  penis.  But  when  the  peri- 
toneal cavity  was  opened  in  an  operation  for  a  malignant  cjsto- 
sarcoma,  a  uterus  was  found,  with  a  left  tube  and  left  ovary. 
The  right  tube  and  ovary  were  rudimentary,  and  from  this  tube 
sprang  the  malignant  tumor,  to  the  operation  for  which  the 
subject  succumbed.  The  aorta  was  extremely  narrow,  and  there 
were  anomalies  of  the  upper  intercostal  arteries.  The  subject 
was  entirely  feminine  in  appearance  and  tastes,  and  from  the 
age  of  14  had  menstruated  regularly  until  the  epoch  of  the  de- 
velopment of  the  tumor.  The  authors  remark  that  the  feminine 
capacities  were  complicated  by  a  facility  in  arithmetical  calcula- 
tion quite  surprising  in  a  peasant  girl.  Her  bearing  had  always 
been  remarkably  serious  and  modest. 

In  another  class  of  cases  the  external  genital  segment  has 
assumed  a  more  distinctly  feminine  type,  but  the  deep  segment, 
the  gland,  is  masculine.  The  interpretation  of  sex  as  feminine 
has  been  supported  by  plausible  appearances  and  reinforced  by 
the  social  training  based  upon  these.  Such  a  case  is  described 
by  Abel."  The  individual  was  33  years  old,  had  always  been 
considered  a  woman,  and  was  engaged  to  be  married.  Since  the 
age  of  20  she  had  menstruated  regularly  every  four  weeks. 
The  external  genitals,  however,  were  like  those  of  a  12-j-ear-old 
girl.  A  little  tumor  at  the  end  of  a  short  vagina  constituted 
the  residue  of  the  portio  vaginalis.  In  the  right  inguinal  canal 
lay  a  movable  body,  5.7  centimetres  long,  resembling  a  testicle 
and  epididymis,  and  demonstrated  to  be  such  by  histological 
examination  made  after  the  death  of  the  patient.  A  sarco- 
matous tumor  had  developed  in   the  abdomen  from  this  tes- 

'  Martin,  British  Gynecological  Journal,  May,  1894. 
^  Virchow's  Archiv,  1879. 
Virchow's  Archiv,  Band  cxxvi.,  1891 
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tide,  and  the  patient  succumbed  to  the  operation  undertaken  for 
its  removah 

Thus  both  the  Wolffian  duct  and  the  Miillerian  had  been  ar- 
rested in  their  development,  except  in  the  lowest  extremity  of 
the  latter,  where  the  two  Miillerian  ducts  had  fused  into  the 
rudimentary  vagina  and  portio.  The  urogenital  sinus  had 
deepened  and  become  divided  by  the  normal  septum,  so  that 
the  urethra  was  separated  from  this  vagina. 

The  monthly  hemorrhages  which  simulated  menstruation  in 
the  case  of  this  individual  presumably  occurred  through  the 
vagina,  but  the  author  offers  no  explanation  of  their  origin  or 
nature.     No  ovaries  seem  to  have  existed. 

Similar  monthly  hemorrhages  existed  in  the  famous  case  of 
Katharina  Holiman,  frequently  described,  and  especially  by 
Prof.  Friedreich  in  1869."  Besides  these  hemorrhages  Katha- 
rina offered  the  feminine  characteristics  of  large  mammary 
glands  and  long  hair,  but  in  most  other  respects  seemed  to  be 
a  man  with  a  hypospadiac  penis  and  a  testicle  in  the  right  scro- 
tum. The  habitus,  voice,  osseous  and  muscular  systems  were 
masculine  in  type.  Hair  grew  on  the  lips  and  chin,  the  larynx 
was  large,  the  voice  deep,  the  respiration  diaphragmatic.  Sexual 
relations  were  sustained  with  both  men  and  women. 

In  other  recorded  cases  the  deep  genital  segment  is  bisexual, 
represented  by  an  ovary  on  one  side  and  a  testicle  on  the  other, 
but  the  external  segment  is  masculine.  Such  was  Messner's 
case,  where  monthly  hemorrhages  occurred  regularly  from  the 
urogenital  sinus,  attended  by  severe  menstrual  molimina.  Yet 
the  external  genitals  were  masculine  except  for  the  hypospadias; 
a  testicle  protruded  on  the  right  side  beyond  the  inguinal  canal, 
lying  close  against  the  penis,  though  unprovided  with  a  true 
testicular  sac  ;  and  there  were  emissions  of  spermatic  fluid  con- 
taining spermatoblasts.  The  subject  had  been  married  as  a  man, 
and  was  said  to  have  had  a  child.  But  he  had  no  beard,  the 
breasts  were  large  and  hanging,  the  body  slender  like  a  woman's, 
the  pelvis  feminine  in  type ;  an  ovary  seemed  to  exist  on  the 
left  side  of  the  penis,  corresponding  to  the  testicle  on  the  right, 
and  examination  per  rectum,  which  failed  to  discover  a  prostate, 
detected  a  small  body  in  the  pelvis  on  the  right  side  which 
seemed  to  be  another  ovary.' 

'  Vircliow's  Archiv,  1869. 

«"Eia  neuer  Fall  von  Hermapbrodismus  verus."  Messner,  Virchow's 
Arcbiv,  Bd.  cxxix.,  1892. 
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In  Willett's  case  a  man  (?)  who  had  died  of  cerebral  hem- 
"Orrhage,  and  who  had  a  well-developed  penis,  so  that  no  doubt 
had  ever  arisen  about  his  sex,  was  found  at  the  autopsy  to  also 
possess  a  well-developed  uterus  and  vagina.  There  were  two 
testicles,  shown  to  be  such  by  microscopical  examination,  pro- 
vided with  vasa  deferentia  which  passed  down  by  the  sides  of 
the  vagina  toward  the  prostatic  division  of  the  urethra.  The 
vagina  narrowed  as  it  perforated  the  prostate,  and  opened  in  the 
usual  situation  of  the  uterus  masculinus.  From  the  uterus  on 
each  side  proceeded  a  closed  Fallopian  tube,  which  terminated 
above  the  globus  major  of  the  epididymis  in  a  body  represent- 
ing the  usual  hydatid  of  Morgagni.  The  subject  had  a  beard, 
was  married,  and  said  to  have  had  two  children.* 

In  Willett's  case  the  presence  of  testicles  was  held  to  prove 
the  subject  a  man,  notwithstanding  the  feminine  complication 
-of  the  middle  segment — i.e.,  the  persistence  of  the  ducts  of 
Miiller  and  their  development  into  Fallopian  tubes,  uterus,  and 
vagina. 

Herrmann  quotes  a  case,  related  in  1820,  where  not  only  a 
uterus  and  vagina  but  also  ovaries  were  found  in  the  body  of 
a  supposed  man.  This  individual  at  birth  was  baptized  as  a  girl, 
but  when  4  years  old  was  pronounced  a  boy  by  a  surgeon  and 
thenceforth  was  dressed  and  brought  up  as  a  boy.  He  never 
menstruated,  and  always  lived  like  a  man,  holding  sexual  relations 
with  women.  His  tastes  were  all  masculine,  as  also  the  general 
habitus  of  his  body — broad  shoulders,  abundant  beard,  and 
undeveloped  breasts — but  broad  pelvis  and  delicate  extremities. 
The  scrotum  was  represented  by  longitudinal  folds ;  the  urethra 
-opened  on  the  side  of  the  penis.  A  vagina  opened  on  the  vera 
montanum,  and  led  to  a  well-formed  uterus  with  two  complete 
tubes  and  two  ovaries  containing  a  few  follicles.  The  vagina 
was  surrounded  by  a  well-developed  prostate  gland.  Ejaculating 
canals  opened  on  each  side  of  the  vaginal  orifice,  the  left  ending 
in  a  cul-de-sac  twelve  millimetres  long,  the  right  very  short. 

Here,  then,  by  local  anatomical  tests,  was  a  woman  whose  sex 
had  been  masked  by  the  imperfect  development  of  the  external 
genital  segment  and  by  a  completely  masculine  habitus.  In 
the  following  case  the  individual  was  predominantly  a  man,  but 
had  been  brought  up  as  a  woman.  The  face  was  bony,  with  an 
abundant  b3ard  ;  the  throat  thick  and  short;  the  thyroid  promi- 
1^'  British  Medical  Journal,  1894,  i.,  301. 
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nent ;  shoulders  square ;  breasts  absent ;  pelvis  narrower  than- 
shoulders.  To  these  physical  details  the  writer  adds  certain 
psychical  characters  inferred,  perhaps  too  positively,  from  the 
dress  of  the  subject:  "He  (or  she)  wore  her  clothes  (jueerly  :; 
the  breastpin  was  askew,  the  belt  went  up  more  on  one  side  than 
the  other,  the  flowers  and  ribbons  on  the  hat  were  negligent  and 
in  bad  taste."  ' 

Locally  there  was  the  usual  hypospadiac  penis  of  pseudo- 
hermaphroditism, and  an  irregular  space  behind  in  which  existed 
four  depressions.  Two  of  these  were  lateral,  very  small,  and 
hidden  in  longitudinal  folds;  one  posterior,  constituting  a  rudi- 
mentary vagina  fifty-tive  to  sixty  millimetres  deep,  five  to  seven 
millimetres  broad  ;  one  anterior,  at  the  base  of  the  penis  and 
leading  into  the  urethra.  The  vulva  was  replaced  by  a  scrotum 
with  an  undetinal)le  nucleus  on  the  right  side,  while  on  the  left 
a  testicle  Vdy  in  the  inguinal  canal. 

The  sexual  instincts  of  this  anomalous  male  being  were  di- 
rected toward  men,  not  women — a  fact  which  leads  the  author 
to  remark  that  hermaphrodites  and  pseudo-hermaphrodites  are 
degenerates,  psychically  as  well  as  physically. 

Among  the  foregoing  cases,  which  we  have  cited  only  as  illus- 
trations taken  from  among  the  large  number  on  record,  only  in 
Messner's  and  possibly  also  Martin's  cases  is  it  said  that  a  testi- 
cle and  ovary  coexisted.  The  other  cases  show  maladjustment 
of  the  ditferent  genital  segments  to  each  other  or  to  the  general 
physical  or  psychical  habitus  of  the  individual,  so  that  testicles 
coincided  with  an  apparently  feminine  type  of  the  external  seg- 
ment;'' or,  on  the  other  hand,  uterus,  vagina,  tubes,  and  even 
ovaries  were  found  in  a  person  who  from  external  appearances 
had  been  considered  a  man;'  or  a  total  arrest  of  development 
of  Miiller's  ducts  had  not  been  followed  by  correlative  changes 
in  the  external  segment,  which  retained  superficially  a  feminine 
appearance,  though  the  urogenital  sinus  replaced  a  vagina.' 

The  primitively  indifferent'  or  primitively  bisexual  °  charac- 
ter of  the  genital  ridge  which  is  destined  to  develop  into  an 
ovary  or  a  testicle  permits  the  occasional  development  of  both 

•  Quermoiiprez,  Journal  des  Sciences  medicales  de  Lille,  1898,  7,  ii. 

''  Cases  of  Abel,  Martin. 

'Case  of  Virchow  and  Litten. 

*Case  of  B.  M.  ;  also  Chadwick's  cases. 

*Minot,  "Human  Embryology,"  p.  85. 

•Tourdes,  Diet,  encyclop.,  art.  "  Hermaphroditism." 
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sexual  glands  in  the  same  individual.  We  have  cited  the  case 
by  Messner,  which,  however,  was  not  demonstrated  by  autopsy. 
Here  the  error  of  development  lay  in  an  asymmetrical  modifica- 
tion of  the  genital  ridge  on  the  two  sides  of  the  body,  so  that  one 
became  an  ovary,  the  other  a  testicle.  Herrmann  summarizes 
eleven  such  cases.  The  same  author  cites  in  detail  the  much 
rarer  anomaly  where  a  testicle  and  ovary  are  found  on  each  side 
of  the  pelvis,  proving  that  the  bisexual  potentiality  of  each 
primitive  ridge  has  been  actualized.  Both  primitive  ova  and 
seminiferous  tubules  have  formed,  but  in  different  parts  of  the 
ridge,  and  the  male  and  female  portions  have  been  separated 
from  each  other.  This  constitutes  bilateral  hermaphroditism, 
of  which  Herrmann  cites  in  detail  three  cases.  The  first,  de- 
scribed in  1854  by  Vrolik,'  was  an  individual  58  years  old.  On 
the  left  side  of  the  pelvis  were  an  ovary  and  rudimentary  testicle 
undescended.  On  the  right  both  glands  occupied  the  inguinal 
canal.  There  were  no  canaliculi  in  the  testicle,  but  cysts  filled 
with  a  liquid  resembling  sperm.  The  ovaries  were  composed  of 
connective  tissue  and  deprived  of  follicles.  There  was  a  utero- 
vaginal canal  surmounted  by  two  Fallopian  tubes  terminated  in 
culs-de-sac.     Externally  the  penis  was  hypospadiac. 

The  second  case  quoted  is  reported  by  Miiller.'  The  in- 
dividual was  36  years  old,  possessed  a  penis  through  which 
he  menstruated  regularly,  two  testicles,  and  a  prostate  gland. 
But  he  had  also  a  vagina,  uterus,  permeable  tubes,  and  two  ova- 


ries. 


The  third  case  is  from  Heppner.'  The  urogenital  sinus 
opened  below  an  imperforate  penis  and  continued  directly  with 
the  urethra.  On  its  posterior  face  opened  a  vagina  two  centi- 
metres long,  terminated  by  an  infantile  uterus,  two  permeable 
tubes  with  pavihons,  and  on  each  side  an  ovary  and  testicle,  be- 
tween them  a  parovarium.  A  prostate  gland  surrounded  the 
urethra  and  vagina. 

The  ovaries  contained  Graafian  follicles,  the  testicles  contained 
canals  filled  with  cells  and  nuclei.  The  external  genitals  were 
generally  masculine  in  type. 

"  There  could  be  no  doubt  of  the  true  bisexuality  of  this  in- 
dividual," observes  Herrmann. 

1  Dictionnaire  encycloped.,  1888,  art.  "  Hermaphroditism." 
'^  Canstatt's  Jahresbericht,  Bd.  iv.,  1854. 
^  Reichert's  Arch,  fiir  Anat.,  1870. 
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Malformations  of  the  genital  organs  have  always  excited  a 
romantic  interest  which  does  not  attach  to  malformations  of  any 
other  kind.  They  are  the  only  class,  except  malformations  of 
the  brain  and  cranium,  wliose  influence  is  supposed  to  extend  to 
the  psychic  individuality,  and  the  influence  is  even  more  be- 
wildering to  the  imagination  than  that  of  brain  defects.  These 
latter,  it  is  understood,  must  limit  the  range  of  an  individuality 
and  cripple  its  capacities ;  but  malformation  of  the  genital  organs 
seems  to  threaten  the  fundamental  basis  of  individuality.  The 
capacity  for  reproduction,  common  to  all  living  beings,  only  ex- 
ists in  an  undifiFcrentiated  form  among  the  lowest  grades  of 
animal  life.  From  the  moment  sex  differentiation  appears  in 
the  scale  of  life,  every  individual  is  born  of  one  sex  or  the  other ; 
it  seems  to  be  as  impossible  to  think  of  a  mammalian  animal 
with  abstract  reproductive  faculty,  as  to  imagine  the  actual  ex- 
istence of  an  abstract  tree  which  should  be  neither  a  beech,  nor 
an  oak,  nor  an  elm,  nor  any  other  specific  kind  of  tree. 

This  is  the  impression  derived  from  ordinary  experience. 
Nor  is  it  necessarily  dissipated  by  the  more  minute  ol)servations 
of  embryonic  life,  which  show  that  for  the  first  seven  or  eight 
weeks  after  fecundation  the  sex  of  the  human  embryo  cannot  be 
distinguished.  The  steady  march  of  the  developmental  process 
along  definite  lines,  for  which  in  millions  of  cases — the  almost 
infinite  majority — there  are  only  two  alternatives,  implies  that 
the  process  is  controlled  by  an  impulse  which  started  from  the 
moment  when  cells  of  opposite  sex  conflicted  in  the  germ,  the 
epoch,  namely,  of  fecundation  and  the  immediately  subsequent 
period.  Wliile  yet,  therefore,  so  minute  as  to  ap|)ear  little  more 
than  a  simple  cell,  it  seems  prol)al)le  that  the  mammalian,  the 
human  organism,  is  already  sexnaily  differentiated.  The  sub- 
sequent unfolding  of  sex  characters,  the  specialization  of  sex 
organs,  are  not  the  result  of  mutual  correlations  established 
during  the  process  of  development,  but  (»f  the  original  impulse 
given  durinor  the  fusion — the  nutritive  conflict  of  the  masses  of 
protoplasma  contained  respectively  in  the  sex  cells. 

The  fact  that  the  human  germ,  while  still  so  minute  as  to 
seem  little  more  than  a  single  cell,  is  probably  already  sexually 
differentiated;  and  j)erhai)s,  also,  the  fact  that  the  most  fruitful 
modern  researclies  on  sex  have  been  pursued  among  the  lowliest 
forms  of  animal  life,  seems  to  have  lent  a  fanciful  coloring  to 
the  scientific  dissertation  of  even  sober  naturalists. 
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Thus  Geddes  and  Thompson  summarize  their  brilliant  essay 
as  follows  :  "  We  have  seen  that  a  deep  difference  in  constitution 
expresses  itself  in  the  distinctions  between  male  and  female, 
whether  these  be  physical  or  mental.  The  differences  may  be 
exaggerated  or  lessened,  but  to  obliterate  them  it  would  be  neces- 
sary to  carry  out  the  entire  evolution  over  again  on  a  new  basis. 
What  was  decided  among  the  prehistoric  protozoa  cannot  be 
annulled  by  act  of  Parliament.  .  .  .  We  must  insist  upon  the 
biological  considerations  underlying  the  relation  of  the  sexes, 
which  have  been  too  much  discussed  by  contemporary  writers 
of  all  schools,  as  if  the  known  facts  of  sex  did  not  exist  at  all,  or 
almost  as  if  these  were  a  mere  matter  of  muscular  strength  or 
weight  of  brain."  ' 

The  reader  who  should  chance  to  light  upon  this  paragraph 
first  would  naturally  turn  over  the  preceding  pages  of  the  essay 
with  a  keen  interest,  to  ascertain  where  this  "  deep  difference  in 
the  mental  constitution  of  males  and  females  had  been  seen  " 
or  demonstrated.  But  he  would  search  in  vain.  The  demon- 
strations in  the  essay  all  relate  to  reproductive  cells,  in  which,  as 
in  the  "prehistoric  protozoa,''  mental  constitution  can  only  be 
ascribed  in  prophecy  or  by  an  amply  generous  figure  of  speech. 

According  to  the  authors'  own  theory,  the  fundamental  dis- 
tinction of  sex  is  that  between  nutritive  anabolism  and  nutritive 
katabolism.  The  female  cell — the  ovum^s  large,  quiescent, 
and  endowed  with  a  nutritive  surplus;  the  male  cell — the  sper- 
matozoon — is  small,  active,  and  on  that  very  account  relatively 
deficient  in  nutrition,  waste  exceeding  assimilation  and  attend- 
ing the  evolution  of  kinetic  energy.  The  union  of  reproductive 
cells  is  analogous  to  the  flowing  together  of  exhausted  cells  from 
the  liquid  contents  of  the  body  cavity  of  the  sea-urchin ;  ^  the 
male  element  seeks  the  female  to  repair  its  own  nutrition. 

The  foregoing  observation  can  hardly  be  disputed,  for  it  is 
little  more  than  a  comprehensive  generalization  of  innumerable 
facts.  The  originality  and  value  lie  in  the  suggestion  that  the 
entire  contrast  of  sex  lies  in  this  contrast  between  destructive 
and  constructive  nutrition ;  that  the  very  essence  of  sex  differen- 
tiation is  the  difference  between  katabolism  and  anabolism  ;  and 
that  the  impulse  leading  to  sex  union  is  an  impulse  for  nutritive 
repair. 

'  "  Evolution  of  Sex,"  1890,  p.  267.     CoDtemporary  Science  Series. 
■^  Geddes  and  Thompson,  loc.  cit.,  p.  150. 
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But  a  primitive  attribute,  though  suggesting  analogies  for  the 
future,  is  very  far  from  really  extending  throughout  the  entire 
range  of  complex  conditions  which  unfold  from  the  original 
one.  The  assumption  that  it  does  so  is  precisely  the  error  of 
the  naturalists  who  maintained  the  celebrated  doctrine  of  the 
preformation  of  the  entire  adult  organism  in  the  germ.  The 
sexual  differentiation  of  size,  upon  which  Prof.  Geddes  lays 
great  stress,  although  holding  among  some  protozoa,  and  even 
many  classes  of  invertebrate  metazoic  auimals,  is  exactly  re- 
versed among  vertebrates,  where  the  male  is  invariably  the 
larger  animal.  According  to  Prof.  Geddes  the  spermatozoon  or 
antheroid  cell  is  small  because  it  is  active  ;  but  the  male  verte- 
brate animals  are  not  only  active  but  large.  Their  activity 
does  not  serve  to  diminish  their  size,  but  rather  seems  to  in- 
crease it. 

The  females,  on  the  other  hand,  at  first  sight  seem  to  sustain 
the  original  character  of  the  ovum ;  for  an  abundant  nutritive 
capacity,  in  excess  indeed  of  the  needs  of  the  individual  organ- 
ism, is  essential  to  their  capacity  for  reproduction.  But  as  they 
^are  at  the  same  time  inferior  in  size  to  the  males,  and  destitute, 
moreover,  of  many  ornamental  accessories,  generally  epidermic 
or  pigmentarj',  which  are  markedly  characteristic  of  the  male 
sex,  a  nutritive  balance  is  presumably  struck  through  such  dif- 
ferentiations. What  the  male  accrues  to  himself  the  female 
expends  on  the  young. 

Further,  except  during  the  breeding  period,  there  is  no  dif- 
ference between  the  motor  activity  and  little  or  none  between 
the  muscular  strength  of  the  sexes  of  most  vertebrate  animals 
below  man.  Much  greater  contrasts  reappear  in  the  human  race, 
and,  to  a  lively  imagination,  may  seem  to  revive  the  contrasted 
attributes  of  the  primitive  sex  cells.  The  menstrual  hemorrhage 
indicates  a  permanent  excess  of  rcjiroductive  nutrition  outride 
of  breeding  epochs,  or  rather  is  an  indication  that  in  the  human 
female  reproduction  is  always  possible — a  condition  to  which 
only  that  of  domesticated  animals  approaches.  The  greater 
vital  resistance  and  greater  average  longevity  of  women,  and  the 
preponderance  of  female  births  under  circumstances  of  luxuri- 
ant nutrition,  are  facts  which  may  also  be  alleged  to  prove  the 
excess  of  anabolism  in  all  feniales,  who  tlius  ro])eat  the  charac- 
ter of  the  female  sex  cell,  the  ovum. 

In  the  human  race,  however,  even  more  conspicuously  than  in 
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the  lower  vertebrates,  is  the  element  of  size  exactly  the  reverse 
of  what  it  should  be  according  to  Prof.  Geddes'  theory.  With 
an  equal  apportionment  of  nutritive  force  between  the  sexes,  the 
lesser  size  of  the  skeleton,  muscular  system,  nerve  centres,  and 
viscera  would  leave  to  the  female  a  surplus  which  might  be 
expected  to  cover  the  reproductive  expenditure,  without  the 
assumption  of  any  special  "  anabolism."  The  habitual  excess  of 
adipose  tissue  in  women  indicates  storage  in  excess  of  expendi- 
ture ;  but  it  certainly  does  not  indicate  excess  of  nutritive  force, 
either  for  reproduction  or  for  the  essential,  the  nervo  muscular 
organs  of  the  individual. 

On  the  whole  it  would  appear  that  sex  differentiation  does  not 
concern  the  quantity  of  nutritive  force,  but  only  its  direction. 
The  anabolic  potentiality  of  the  female  organism  is  realized 
during  pregnancy,  but  only  then.  The  menstrual  wave  of  re- 
productive nutrition  traverses  the  organism  constantly,  but  only 
utilizes  material  which  that  organism  economizes  by  failing 
to  appropriate  to  its  own  amplification.  The  human  female 
resembles  the  animal  ovum,  not  permanently,  but  discontinu- 
ously,  and  at  the  epochs,  limited  in  number,  when  every  other 
function  is  really  dominated  by  the  function  and  attribute  of 
sex,  the  epochs,  namely,  of  pregnancy. 

The  third  contrast  between  the  sex  cells,  between  quiescence 
in  the  ovum  and  motility  in  the  spermatozoon,  is  more  plausibly 
paralleled  in  the  human  species  than  in  any  vertebrates  lower 
than  man.     Relatively  to  the  mass  of  men,  the  mass  of  women 
may  be  called  quiescent,  and  habituated  to  less,  and  to  less  ex- 
plosive discharge  of  kinetic  force.     Evidently,   however,  this 
fact  is  not  due  to  the  same  conditions  as  obtain  in  the  sex  cells. 
For,  according  to  the  theory,  the  male  cell  discharges  kinetic 
energy  because  its  nutritive  movement  of  decomposition  pre- 
dominates over  the  movement  of  assimilation,  and  the  female 
cell  remains  motionless  hecause  its  nutritive  processes  are  re- 
versed.    But  in  human  beings,  since  the  greater  bulk  goes  with 
the  greater  energy,  the  source  of  such  energy  cannot  be  found, 
as  the  theory  demands,  in  an  economy  of  size.     Extensive  kata- 
bolism  implies  that  a  correlatively  abundant  anabolism  had  pre' 
ceded;    material  must  have  been  stored  before  it  could  have 
been  decomposed  ;    the  greater  nervo-muscular  energy  of  men 
implies,  not  less,  but  more  intense  nervo-muscular  nutrition,  and 
indeed  is  conditional  upon  this.     Similarly,  if  women  exhibit 
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less  of  such  energy,  the  deficit  cannot  be  explained  by  the  as- 
sumption that  they  are  more  highly  nourished,  but,  on  the  con- 
trary, that  their  nervo-muscular  system  has  a  less  vigorous  nu- 
trition. The  causes  of  this  deficit  are  various,  and  many  are 
obvious  enough.  Among  the  less  obvious,  and  the  most  funda- 
mental, is  very  possibly  the  necessity  imposed  on  the  brain  of 
regulating  the  permanent  diversion  of  a  certain  quantum  of 
nutritive  material  and  force  to  the  service  of  reproduction  as 
expressed  in  the  menstrual  process.  The  occurrence  of  this 
process  in  the  human  race,'  and  in  that  alone  completely,  is 
perhaps  one  reason  for  the  immensely  greater  difference  which 
has  here  obtained  between  the  sexes  at  high  levels  of  civiliza- 
tion, and  where  small  increments  of  original  difference  have 
multiplied  by  social  accumulation.  The  function  of  the  brain 
in  menstruation  is  demonstrated  by  the  mutual  influence  on 
each  other  of  this  process  on  the  one  hand,  and  emotions,  in- 
sanities, and  the  neuropathic  constitution  on  the  other. 

In  these  complex  situations  and  processes  of  adult  human  life 
the  simple  contrast  between  the  simple  attributes  of  the  sex 
cells  is  reversed,  contradicted,  lost  sight  of  over  and  over  again. 
There  remains  scarcely  an  analogy  even  by  poetic  license,  still 
less  an  identity  of  character,  persistent  in  the  same  individual, 
simply  unfolding  and  always  identical  with  itself. 

The  reason  is  obvious.  No  individual  produced  by  the  union 
of  cells  of  opposite  sex  can  possibly  continue  exclusively  the 
attributes  of  either,  for  as  a  condition  of  its  existence  it  must 
contain  the  attributes  of  both,  its  own  sex  being  determined 
simply  by  the  predominance  of  that  of  one  or  the  other  of  its 
progenitors.  "  At  the  moment  of  fecundation,"  observes  Le 
Gendre,  "  the  embryo  is  hermjii)hr()dite,  but  it  is  generally  as- 
sumed that  the  epoch  of  hermaphroditism  is  terminated  by  the 
regular  development  of  the  sexual  organs.  But,  as  the  entire 
constitution  offers  a  different  character  according  to  the  sex,  tiie 
idea  of  hermaphroditism  may  be  extended  to  the  entire  consti- 
tution. Ill  this  sense  every  individual  is  liermaphrodite^  not 
only  in  his  sexu^d  organs  [«.e.,  originally\  hut  in  his  entire 
constitution..  Further,  in  virtue  of  this  hermajihroditism  of  his 
whole  constitution,  every  individual  is  a  comp(»und  of  two  fac- 

'  The  menstruation  of  the  monkey  involves  the  disintegration  of  the  uterine 
mucosa,  but  only  a  trifling  hemorrhage.  See  Walter  Ilcape,  "  Tiie  Mcnstnia- 
tion  of  Serauopithecus  entelius,"  Phil.  Trans.,  Lond.,  vol.  clxxxv.,  Ib94. 


JACOBI  :  CASE  OF  ABSENT  UTERUS. 


535 


tors,  of  which  one  offers  the  type  actually  realized,  the  other  the 
latent  or  virtual  type.  The  conflict  between  the  two  types  lasts 
the  whole  lifetime."  ' 

It  is  indisputable  that  the  embryos  of  vertebrate  animals  con- 
tain originally  elements  for  the   reproductive  organs  of  both 
sexes,  and  this  primitive  bisexuality  is  very  conspicuous  in  the 
human  being.     The  table  cited  from  Tourdes  on  page  513  indi- 
cates the  complexity  of  the  reproductive  apparatus,  the  inde- 
pendent origin  of  each  of  its  parts,  and  the  sexual  indifferentism 
in   which  all  begin.     It  would  be  clearly  impossible  to  apply 
to  each  of  these  numerous  organs  the  criteria  of  sex  established 
for  sex  cells  in  organisms  that  comprise  little  else — namely, 
anabolism   or   katabolism,   size,  quiescence,  or   motility.     The 
ovum  is  definitely  recognized  among  lower  forms  of  life  by 
being  the  locus  of  the  developmental  process,  the  place  where 
the  germ  unfolds.     In  complex  organisms  it  is  not  the  ovum 
but  the  ovary  which  has  to  be  considered,  and  the  locus  of  de- 
velopment is  transferred  from  the  ovary  where  the  ovum  ori- 
ginates but  where  it  is  not  fecundated,  to  the  uterus  where  em- 
bryonic growth  takes  place.     The  sex  criterion  is  thus  split  in 
two  :   it  becomes  impossible  to  tell  whether  it  be  the  ovary  or 
the  uterus  which  "  determines  "  the  sex  of  the  organism.     How- 
ever often  the  assertion  has  been  made,  it  is  still  not  true  that 
"  a  woman  is  a  woman  because  of  her  uterus  or  because  of  her 
ovaries."     Individuals   are  found,  with  all  the   appearance  of 
women,  who  have  either  been   deprived  of  ovaries  or  uterus  or 
have  never  had  either  or  only  in  the  most  rudimentary  form. 
Precisely  because  sex  character  has  been  stamped  upon  the  en- 
tire germ,  from  the  moment  the  conflict  of  its  two  generating 
factors  has  been  decided,  must  we  expect  to  find  this  character 
extended  over  a  large  area  of  the  organism  into  which  this  germ 
develops.     But  with  the  extension  into  many  organs  the  unique 
character  of  the  original  element  cannot  fail  to  become  multi- 
ple.    In   other   words,  not  sex,  hut  sex  characters,  are   to  he 
ascribed  or  looked  for  in  a  complex  organism  which  is  the  pro- 
duct of  sexual  reproduction.     The  sex  is  not  due  to  any  one 
character  nor  to  the  existence  of  any  one  organ,  hut  to  a  consen- 
sus hetween  many.     The  elements  of  the  organism  meet  and  com- 
bine into  unity,  hut  wherever  the  unifying  power  may  he  it  does 
not  reside  in  any  one  of  these  elements. 

'  Traite  de  Path.  Gen.  par  Bouchard,  t.  i.,  p.  283,  1895. 


536  jAcoBi :  CASE  of  absent  uterus. 

The  organs,  processes,  or  peculiarities  which  must  be  called 
sexual  are  such  as  either  condition  reproduction,  or  facilitate  it 
directly  or  indirectly,  or  have  become  habitually  associated  in 
the  organism  with  one  set  of  sexual  organs  and  not  with  the 
opposite. 

Under  the  one  or  the  otlier  of  such  headings  must  be  ranked 
the  generative  organs  proper  ;  the  bodily  habitus  ;  the  skeleton  ; 
the  contours  of  thorax,  pelvis,  and  limbs  ;  the  larynx;  the  modi- 
fications of  skin  and  epidermic  structures  ;  such  physiological 
processes  as  the  ripening  of  germ  cells  of  different  kinds,  and 
menstruation  ;  a  reproductive  instinct  exclusively  directed  toward 
individuals  of  the  opposite  sex  ;  and  certain  mental  attributes,  as 
modesty  and  timidity  in  the  one  sex,  or  courage  and  corabative- 
ness  in  the  other. 

These  psychic  peculiarities — among  which  must  be  classed  the 
unisexual  instinct — imply  the  extension  of  sex  character  to  the 
brain  as  well  as  to  other  parts  of  the  body  remote  from  the  gene- 
rative organs. 

This  multiplicity  of  sex  attribute,  which  replaces  the  simpli- 
city of  character  of  the  sex  cell,  already  suggests  the  possibility 
of  internal  dissociation  and  of  various  combinations  between 
multiple  elements.  This  possibility  is  increased  by  the  multiple 
origin  of  the  organs  which  exhibit  a  sex  character.  Even  the 
genital  organs  have  a  different  eml)ryological  origin  for  each 
of  the  three  segments  into  which  they  have  been  classified. 
Development  of  the  genital  organs  starts  from  five  different 
centres — the  genital  ridge,  the  Wolffian  body,  the  double  excre- 
tory duct,  the  stalk  of  the  allantois,  and  the  caudal  epiblast. 
Development  of  sex  attribute  starts  from  as  many  centres  as 
there  are  organs  exhibiting  sex  attribute,  and,  as  seen,  these  in- 
clude all  organs  of  animal  life  and  a  part  of  the  brain — every- 
thing, indeed,  except  the  viscera. 

The  first  impulse  of  distinct  sexual  development  seems  to  be 
exhausted  at  the  end  of  the  third  month  of  intrauterine  life,  by 
which  time  the  three  segments  of  the  genital  organs  have  each 
acquired  their  distinct  and  definite  character.  The  rest  of  the 
body  has  no  sexual  type  during  infancy  or  early  childhood. 
This  period  of  life  repeats  the  neutrality  or  bisexuality  of  the 
earliest  embryonic  existence.  It  is  incorrect  to  call  childhood  a 
third  sex,  for  sex  is  a  necessarily  dichotomons  division  of  organ- 
ism,    i^ut  prcliminarv  absence  of   sex,  accompanied  by  latent 
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sexual  potentialities,  is  possible,  and  the  possibility  is  realized 
during  this  epoch.  The  subsequent  developnaent  of  general  (so- 
called  "secondary")  sex  characters,  physical  or  psychical,  does 
not  show  that  these  are  due  to  the  influence  of  the  sex  organs 
whose  character  has  already  been  acquired,  any  more  than  the 
character  of  any  one  genital  segment  can  be  attributed  to  a  mor- 
phological influence  exercised  by  either  of  the  others.  The  sex 
character  is,  from  the  time  of  the  germ,  latent  in  each  tissue 
destined  at  any  time  to  exhibit  such  character.  The  inequahty 
of  the  intervals  at  which  the  diverse  sex  attributes  become  mani- 
fest parallels  the  inequalities  of  epoch  at  which  pathological  dia- 
theses, also  impressed  on  the  germ,  first  make  their  appearance. 
In  both  cases  it  seems  necessary  that  a  definite  series  of  changes 
shall  have  been  effected  in  the  organic  tissue  before  a  given 
change  can  take  place,  which  nevertheless  is  certainly  foreboded 
at  the  very  beginning  of  the  series.  We  are  so  accustomed  to 
the  practical  operation  of  this  mysterious  law  that  its  occasional 
failure  strikes  us  as  much  more  remarkable  than  does  its  almost 
constant  fulfilment.  It  would  be  considered  a  marvel  for  a  baby 
to  be  born  with  a  beard,  but  no  surprise  is  felt  that  at  approxi- 
mately the  same  epoch  after  birth  the  bony  framework  of  the 
child's  body  should  begin  to  assume  a  different  contour,  accord- 
ing as  it  is  destined  to  grow  into  a  man  or  a  woman.  Nor  are 
we  astonished  that  this  change  should  long  precede  the  develop- 
ment or  functional  activity  of  the  sex  organs  with  which  it  is 
nevertheless  specially  correlated. 

Sex  attribute  therefore,  in  complex  organisms,  is  not  simple, 
but  multiple,  and,  owing  to  the  different  origin  and  line  of  evo- 
lution of  each  of  the  elements  of  sex  attribute,  it  becomes  occa- 
sionally possible  for  the  latter  to  lose  its  seeming  unity  and 
become  confused  through  internal  dissociation  of  its  elements, 
their  abnormal  combination  with  one  another,  or  even  their  par- 
tial loss.  Simple  transmission  of  a  single  sex  character  is  only 
conceivable  with  parentage  of  a  single  sex — that  is,  in  cases  of 
parthogenesis.  The  sex  of  every  organism  due  to  sexual  repro- 
duction expresses  merely  the  final  preponderance,  the  net  result, 
the  balance  struck  after  the  opposing  characters  of  two  really 
differentiated  cells  have  become  more  or  less  blended  with  one 
another,  or  have  so  conflicted  that  the  character  of  one  of  the 
cells  shall  have  become  obliterated.  It  is  evident  that  this 
blending  of  sex  as  of  other  character,  may  be  more  or  less  com- 
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plete.  Dissociation  among  the  elements  of  sex  attribute  results 
in  the  various  forms  of  hermaphroditism.  Imperfect  blending 
of  the  sex  cells,  the  imperfect  triumph  of  the  one  or  the  other, 
allows  sex  characters  from  each  to  persist  in  the  germ.  Hence 
the  ultimate  coexistence  in  the  adult  of  a  double  set  of  genital 
organs,  each  usually  imperfect,  mingled  characters  of  bodily 
habitus,  double  physiological  processes,  contrary  or  even  double 
sexual  instinct. 

The  persistence  of  menstruation  in  male  (pseudo  ?)  hermaph- 
rodites does  not  necessitate  search  for  a  fragment  of  an  ovary 
to  account  for  it.  Ovulation  is  an  essentially  ovarian  process 
and  cannot  be  sustained  in  the  absence  of  an  ovary  bearing  fol- 
licles and  ova.  But  the  menstrual  flow  depends  on  a  profound 
constitutional  habit  of  nutrition,  which  diverts  for  reproductive 
purposes  such  excess  of  anabolism  as  the  male  organism  is 
accustomed  to  appropriate  to  its  own  ornamental  use.  It  is 
therefore  an  element  of  sex  attribute,  early  stamped  upon  many 
tissues,  and  perhaps  especially  upon  those  of  the  nervous  sys- 
tem. Like  other  elements  of  this  attribute,  it  may,  through 
profound  germinal  perversion,  remain  associated  with  elements 
of  masculine  sex  whose  presence  is  ordinarily  attended  by  its 
own  suppression. 

The  dissociation  of  sex  attribute  may  vary  both  in  extent 
and  in  locality.  It  may  remain  localized  to  the  segments  of  the 
genital  organs ;  but  conversely  it  may  affect  the  brain  exclusively, 
and  either  dissociate  the  sex  instinct  from  the  organs  to  which 
it  belongs,  or  preserve  a  moral  hermaphroditism  to  which  no 
physical  conformation  corresponds. 

If  sexual  perversion  and  "  contrare  sexuale  Emptindung"  be 
regarded  as  examples  of  hermaphroditism  limited  to  the  psychic 
sphere,  or  to  that  together  with  some  moditication  of  the 
bodily  habitus,'  it  must  be  admitted  that  this  form  of  organic 
malformation  is  far  more  common  than  the  physical  kind. 
Accepted  as  a  mark  of  psychic  degeneration,  its  relation  to 
physical  hermaphroditism  has  not,  that  I  know,  been  generally 
80  recognized. 

The  wide  extent  of  sex  attribute  over  the  different  organs  of 
a  complex  organism,  and  its  expression  in  their  various  func- 
tions, does  not  imi)ly  that  the  entire  organism  is  stamped  with 

'  Tbeophile  Oautier's  famous  romance  of  "  Mademoiselle  Maupin  "  is  an 
extraordinary  literary  study  of  such  perversions. 
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sex.  Even  the  sex  cells  of  the  higher  animals,  and  especially  in 
the  human  race,  contain  elements  which  escape  the  primitive 
sex  domination.  It  is  not  only  possible  but  common  for  the 
child  of  one  sex  to  inherit  the  color  of  hair  and  eyes,  and 
more  especially  the  pathological  liabilities  and  the  psychic 
character,  from  the  parent  of  the  sex  opposed  to  its  own. 
Upon  the  viscera  can  be  detected  no  stamp  of  sex  other  than 
that  of  size,  necessitated  by  the  size  of  the  body  cavities  they 
occupy. 

Similarly,  the  processes  of  organic  or  vegetative  life  have  no 
qualitatively  sex  peculiarities.  The  slight  differences  in  circu- 
lation, respiration,  etc.,  which  have  been  observed  are  quanti- 
tative variations  necessitated  by  differences  in  body,  size,  and 
activity.  The  profound  nutritive  difference  indicated  by  the 
different  distribution  of  nutrition — the  potential  preponderance 
of  anabolism  of  the  female — is  the  most  characteristic  sexual 
attribute  of  the  vegetative  life  of  the  human  organism. 

This  is  the  circumstance  upon  which  Geddes  relies  to  ascribe 
an  exclusively  sex  character  to  the  entire  human  female — that 
is,  to  all  the  organs,  functions,  and  processes  of  her  complex 
organization.  "Without  hesitation  such  sex  character  is  extended 
to  the  brain,  and  various  psychic  characters  are  predicated  of 
woman  as  peculiar  to  her  sex  which  really  have  no  relation  to 
sex  functions,  or  which  rather  preponderate,  if  at  all,  in  the 
opposite  sex,  and  which  cannot  be  deduced  either  from  any 
known  anatomical  peculiarity  of  the  brain  or  from  any  of  the 
accepted  criteria  of  sex  in  other  attributes. 

Thus:  "The  feminine  passivity  is  expressed  in  greater  pa- 
tience, more  open-mindedness,  greater  appreciation  of  subtle 
details,  and  consequently  what  we  call  more  rapid  intuition.  .  ,  . 
Man  thinks  more,  woman  feels  more.  He  discovers  more,  but 
remembers  less;  she  is  more  receptive  and  less  forgetful.'" 

What  possible  connection  can  there  be  between  "greater 
patience"  and  "greater  anabolism,"  which  the  author  had  pre- 
viously established  as  the  distinctive  characteristic  of  sex? 
There  is  no  proof  that  "women  feel  more  than  men";  and  if 
all  feeling  be  evolved  from  the  emotionality  attendant  on  the 
primitive  sexual  instinct,  the  greater  masculine  intensity  of 
the  latter,  even  in  the  animal  world,  would  lead  us  to  expect  the 

'  Loc.  cit.,  p.  271. 
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precise  reverse  of  this  statement,'  "Patience"  means,  in  one 
aspect,  tenacity  of  purpose;  "appreciation  of  subtle  details"  is 
the  basis  of  scientific  investigation.  It  is  customary,  in  other 
generalizations  analogous  to  the  foregoing,  to  deny  both  of 
these  capacities  to  woman,  as  contrary  to  her  sex  character. 
Both  affirmation  and  denial  are  equally  irrelevant,  because, 
whether  true  or  not  of  any  particular  percentage  of  women,  the 
attributes  cannot  be  regarded  as  sex  characteristics.  Unlike 
even  the  most  superficial  secondary  sex  characters  of  bodilv 
structure,  such  mental  attributes  are  not  limited  to  either  sex, 
but  unquestionably  exist  in  both  ;  they  could  never  serve,  like 
the  comb  of  a  cock  or  the  breadth  of  a  female  pelvis,  to  distin- 
guish the  sex  of  a  given  individual.  No  character  that  cannot 
he  practically  utilized  for  that  pr'ohlem  merits  the  title  of 
sexual. 

All  the  organs  stamped  indubitably  with  sex  character  belong 
to  the  sphere  of  animal  life,  the  life  of  external  relation,  of 
which  the  sex  relation  affords  the  primitive  nucleus.  The  brain, 
which  reflects  in  its  marvellous  mosaic  the  entire  body,  reflects 
also  whatever  degree  of  sex  attribute  each  of  its  organs  possesses. 
Its  share  in  the  character  of  the  sex  organs  proper  is  expressed 
in  the  sex  and  the  parental  instincts — both  psychic  phenomena 
correlated  with,  but  not  conditional  upon,  the  physiological  pro- 
cesses or  anatomical  peculiarities  of  the  genital  apparatus.  As 
the  ultimate  regulator  of  somatic  nutrition,  the  brain  siiares  the 
only  sex  impress  stamped  upon  nutritive  function  by  regulating 
the  menstrual  wave.  Reflecting  the  special  characters  of  the 
locomotor  system,  the  organs  for  kinetic  energy,  the  brain 
seems  on  the  whole  to  possess  a  less  quantum  of  force  for 
mental  operations  in  the  sex  endowed  with  the  least  general 
kinetic  energy,  although  this  general  law  is  traversed  by  count- 
less individual  exceptions.  Within  the  limits  of  the  male  sex 
there  is  not  the  slightest  correlation  to  be  detected  between 
muscular  and  mental  energy,  although  a  kinetic  element  enters 
undoubtedly  into  all  thought  process. 

The  sex  ciiaracter  of  lessness  in  quantity  of  energy  does  not 
involve  qualitative  distinctions. 

The  forearoins:  enumeration  exhausts  the  cerebral  characters 

'  The  derivation   of    estlietic   feeling   from    sexual   instinct,  and   associated 
explanation  of  lesser  artistic  capacity  in  women  owing  to  their  lesser  sexua 
instinct,  seems  legitimate. 
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which  can  justly  be  called  sexual,  None  of  them  can  be  cor- 
related with  any  known  anatomical  peculiarity  of  the  brain, 
unless  superior  kinetic  energy  be  associated  with  a  greater  devel- 
opment of  the  parietal  regions,  the  seat  of  the  motor  centres. 
Inferior  development  of  this  region  may  explain  the  compara- 
tive narrowness  of  the  female  brain,  of  which  Rudinger  made 
a  distinct  indication  of  feminine  sex  character.  It  has  already 
been  noted  that  in  a  complex  organism  it  is  impossible  to  utilize 
as  criteria  of  sex  character  the  simple  attributes  of  sex  cells,  and 
that  among  multiple  attributes  such  must  alone  be  selected  as 
sexual  which  can  be  brought  into  demonstrable  relations  with 
sex  functions.  As  these  relations  are  of  different  degrees  of 
intimacy,  the  sex  characters  are  arranged  on  a  sliding  scale, 
rising  from  the  sex  organs  themselves,  whose  character  is  deter- 
mined by  their  obvious  function,  to  the  mental  attributes  which 
may  or  may  not  have  any  relation  to  sex  function  at  all.  The 
arbitrary  interpretation  of  such  attributes,  their  arbitrary  pre- 
dication in  accordance  with  a  priori  theory,  though  strictly 
speaking  biologic  errors,  are  attended  by  practical  and  social 
consequences  rare  to  scientific  classification. 

It  is  evident  that  if  throughout  the  body  sex  character,  though 
widely  distributed,  is  yet  not  universally  extended ;  in  the 
brain,  which  resumes  the  rest  of  the  body  in  mosaic,  sex  charac- 
ter can  also  not  extend  throughout.  The  visceral  functions  of 
the  brain  which  lie  below  the  threshold  of  the  life  of  relation, 
the  vast  and  innumerable  functions  of  relation  which  unfold 
beyond  the  primitive  relations  of  sex  and  locomotion,  are  either 
infra-  or  extra-sexual.  It  is  a  futile  task  to  attempt  to  deter- 
mine the  masculine  or  feminine  character  of  the  brain  or  its 
mental  activities  from  the  sex  of  the  individual  to  which  it 
belongs.  This  sex  is  only  the  expression  of  a  predominance  of 
organic  attribute ;  it  is  a  relative,  not  an  absolute  distinction. 
A  germ,  cell  is  male  or  female  /  a  metazoic  organism  can  only 
he  more  male  or  more  female. 

In  addition  to  the  sex  characters  acquired  in  the  germ  through 
the  conflict  of  sex  cells  are  others,  acquired  in  the  stress  of  cir- 
cumstance attending  the  exercise  of  the  sex  functions,  and  many 
of  which,  for  the  human  race,  involve  wide  social  conditions, 
consequences,  and  complications. 

Since  it  has  been  shown  possible  to  dissociate  and  then  reunite 
in  the  most  varied  combination  the  organs  which  constitute  the 
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central  nucleus  of  sex  attribute,  the  possibility  at  once  suggests 
itself  of  the  most  varied  combination  between  all  other  sex  attri- 
butes, and  also  between  those  which  are  not  properly  sexual, 
but  only  observed  empirically  in  more  or  less  habitual  prepon- 
derance in  one  or  the  other  of  the  sexes.  Nor  can  such  possibil- 
ity be  rejected  for  normal  individuals  on  the  ground  that  sexual 
perversion,  physical  or  psychic,  constitutes  a  profound  and  on 
the  whole  exceptional  degeneracy.  The  blending  in  one  indi- 
vidual of  the  characters  derived  from  two  individuals  of  opposite 
sex  is  not  an  abnormal  phenomenon  at  all,  but,  on  the  contrary, 
in  regard  to  certain  peculiarities  regarded  as  indifferent — e.g.^ 
the  color  of  hair  and  eyes — such  complex  inheritance  is  known 
to  be  of  daily  occurrence.  The  only  infallible  criterion  of  de- 
generation is  sterility  ;  and  degrees  of  degeneracy  may  be  graded 
in  proportion  as  they  tend,  at  longer  or  shorter  intervals,  to 
entail  sterility.  Escape  from  sterility  necessitates  the  decisive 
triumph  in  the  germ  of  the  sex  characters  of  one  or  the  other 
reproductive  cell.  This  is  apparently  the  only  reason  why  such 
triumph  is,  in  the  enormous  majority  of  cases,  so  complete,  that 
the  individual  resulting  from  the  conflict  is  assigned  without 
hesitation  to  the  one  or  the  other  sex.  Nevertheless  the  tri- 
umph, though  decisive,  is  by  no  means  necessarily  exhaustive  ; 
on  the  contrary,  it  is  necessarily  incomplete.  In  other  words, 
with  a  complete  central  fusion  of  certain  elements  of  the  two 
germ  cells,  there  remains  on  the  periphery  of  this  organic  centre 
the  most  varied  degrees  of  blending  and  association  of  the  re- 
maining elements,  which  do  not  efface  each  other,  but  continue 
to  coexist  and  develop  side  by  side.  The  new  individual  is 
neither  all  father  nor  all  mother,  but  only  more  or  less  of  each. 
This  is  the  human  equivalent  for  the  formula  already  given : 
"  No  individual  with  complex  sex  attribute  and  derived  from 
bisexual  reproduction  can  be  all  male  or  all  female,  but  only 
more  male  or  more  female." 

The  sex  consciousness  of  hermaphrodites  and  pseudo-hermaph- 
rodites may  be  defined  as  follows  :  Psychic  like  ])hysical  at- 
tributes of  sex  are  not  unique  nor  exclusively  dominant,  but 
multiple.  Owing  to  this  multiplicity  they  may  be  variously 
cornbined  with  one  another  or  dissociated  from  one  another  in 
varying  degrees.  The  unity  of  consciousness  which  results  from 
the  combination  is  neither  conditioned  upon  nor  does  it  reside 
in  any  single  one  of  the  elements,  physical  or  psychic,  which 
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enter  into  this  consciousness.     Who  can  say  where  this  unifying 
power  resides  ? 

Further,  the  sex  elements  of  consciousness  are  not  coexten- 
sive with  consciousness,  as  the  elements  in  the  germ  cells  des- 
tined to  be  immortalized  in  new  germ  cells  and  organs,  or  to 
confer  a  sex  impress  upon  organs  and  tissues  not  in  themselves 


Fig.  9.-Bilateral  hermaphroditism,  a,  gland  ;  6,  corpora  cavernosa  of  penis;  c,  uro- 
genital sinus  ;  /,  membranous  portion  of  urogenital  canal  ;  h.  prostate  ;  i,  bladder ; 
fc,  fc,  ureters  ;  I,  vagina ;  m,  uterus  ;  n',  fundus  uteri ;  o,  o,  Fallop  an  tubes  ;  p,  p,  infun- 
dibula  ;  q,  q,  ovaries  ;  r,  right  testicle  ;  s,  left  testicle  ;  t,  left  parovarium  ;  w,  right  paro- 
varium ;  V,  hydatid  ;  w,  iv,  blood  vessels  ;  x,  x,  round  ligaments  :  y,  y,  broad  ligaments. 


sexual,  do  not,  nevertheless,  comprise  all  the  elements  of  the 
germ.  The  unity  of  individual  consciousness  is  wider  than  the 
unity  of  sex  consciousness,  which  is  equivalent  to  saying  that 
the  individual  contains  a  male  or  female  unity,  but  cannot  be 
said  to  consist  of  it,  to  he  a  male  or  female.     In   higher  verte- 
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brate  nature,  as  in  the  sphere  of  which  St.  Paul  speaks,  "there 
is  neither  male  nor  female." 

Too  equable  blending  of  opposite  sex  characters  neutralizes 
each  to  the  point  of  sterility,  constitutes  perversion,  malforma- 
tion, degeneracy.  But  from  this  level  of  organic  disaster  there 
is  a  steady  gradation,  through  insensible  degrees  of  variation, 
toward  an  organic  perfection,  where  the  blending  of  germ  cells 
has  secured  the  advantages  of  complex  organization,  an  organ- 
ization of  both  physical  and  psychical  sex  complexity,  yet  has 
evaded  the  dangers  of  sexual  neutralization. 

The  diagram  Fig.  9  is  quoted  from  Heppner  by  Hirst  in  his 
treatise  on  "  Human  Monstrosities,"  Part  I.,  p.  77  (Philadel- 
phia, 189J). 

SOME   OBSERVATIONS   REGARDING  THE   DIAGNOSIS  AND 
TREATMENT  OF   ATRESIA   VAGINA. 


BY 

J.   CLARENCE  WEBSTER,  M.D.,  F.R.C.P.  Ed., 

Assistant  to  the  Professor  of  Midwifery  and  Diseases  of  Women  and  Cbildren  in  the 

University  of  Edinburgh. 


(With  three  illustrations.) 


Case  I. — A.  S.,  unmarried,  aged  18,  a  native  of  Iceland,  was 
admitted  to  Ward  24,  R.  E.  I.,  on  July  24th,  1891,  complaining 
of  a  swelling  in  the  abdomen  with  pains  which  had  troubled  her 
for  nearly  three  years. 

No  facts  .about  the  previous  history  were  ascertained,  owing  to 
the  difficulty  of  holding  communication  with  lier.  Through  the 
Danish  consul  it  was  found  out  that  the  swelling  had  gradually 
increased  and  that  the  pains  were  felt  only  at  intervals  of  three 
or  four  weeks. 

State  on  admission. — The  patient  was  a  well-nourished,  ro- 
bust-looking girl  with  a  pleasant  expression.  The mairinia' wore 
large  and  pendulous  like  those  of  a  married  woman.  Around 
the  nipple  was  a  large,  dark  areola.  No  secretion  could  be 
expressed  from  the  breasts. 

The  abdomen  presented  a  prominence  most  marked  toward 
the  left  of  the  navel  and  extending  from  a  point  slightly  above  it 
downward  and  inward  toward  the  pelvis.     On  palpation  it  was 
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of  firm  consistence,  scarcely  movable,  and  not  painful  to  touch. 
The  percussion  note  was  dull  over  it;  on  auscultation  a  faint 
bruit  was  heard. 

The  external  genitals  were  fairly  well  developed.  The  hair 
of  the  mons  veneris,  instead  of  being  arranged,  as  is  normally  the 
case  in  women,  with  the  upper  limit  transverse,  tailed  up  toward 
the  navel  as  in  males. 

There  was  no  ostium  vaginse,  the  hymen  being  quite  imper- 
forate and  having  a  thick,  fleshy  appearance.  On  recto  vesical 
examination  there  appeared  to  be  but  a  thin  partition  in  place 
of  the  vao-ina.  Above  this  was  felt  on  bimanual  examination 
the  uterus,  somewhat  enlarged  and  only  slightly  movable  ;  ex- 
tending outward  from  it  on  the  left  side  was  a  swelling  the  size 
of  a  fetal  head,  immovable  and  apparently  cystic.  The  right 
appendages  could  not  be  made  out. 

The  case  was  diagnosed  as  one  of  atresia  of  the  whole  vagina, 
with  retained  menstrual  blood  in  the  tubes,  chiefly  in  the  left 
one.  Operation  was  decided  upon,  and  the  question  arose  as  to 
whether  the  cervix  should  be  reached  by  tunnelling  through  the 
atresic  vagina  or  whether  laparatomy  should  be  performed,  the 
distended  tubes  being  removed.  As  the  recto-vesical  septum 
appeared  to  be  too  thin  to  warrant  the  establishment  of  a  good 
or  permanent  vagina,  it  was  decided  to  perform  abdominal  sec- 
tion. This  was  carried  out  on  July  29th.  On  opening  the 
abdomen  many  vascular  adhesions  were  found  between  the 
swelling  and  adjacent  parts,  among  which  were  several  cysts 
containing  serum.  After  division  of  the  adhesions  the  swelling, 
found  to  consist  of  the  greatly  distended  left  tube,  was  separated 
from  its  adhesions  and  opened.  A  quantity  of  thick,  brownish- 
red  fluid,  apparently  altered  blood,  escaped.  The  liimen  of  the 
tube  was  somewhat  loculated  and  appeared  to  be  shut  off  from 
the  uterine  cavity.  No  fluid  could  be  squeezed  from  one  into 
the  other.  The  greater  part  of  this  tube  sac  and  the  correspond- 
ing ovary  were  then  removed  along  with  the  appendages  of  the 
right  side. 

After -progress. — The  patient  did  well  for  some  weeks  and  was 
quite  convalescent.  Then  symptoms  of  septic  peritonitis  set  in 
and  the  patient  gradually  sank.     She  died  on  September  19th. 

Post-mortem  examination. — The  pelvis  and   abdomen    were 
removed  intact  and  frozen.     A  vertical  mesial  section  was  made 
and  afterward  each  slab  was  dissected. 
35 
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Microscopic  examination  of  the  uterus  was  also  carried  out. 
The  appearances  found  on  vertical  mesial  section  are  represented 
in  Fig.  1. 

The  condition  of  parts  was  as  follows  : 

Uterus. — The  uterus  is  upright,  slightly  anteflexed,  and  en- 
larged to  the  length  of  four  and  three-eighths  inches,  the  fundus 
being  one  and  three-eighths  inches  above  the  brim.     The  body 


Fio.  1.— Vertical  mesial  section  of  pelvis,  a,  uterus;  h,  bladder;  r,  atresia  of  lower 
part  of  vaeina ;  rf,  vagina  distcndrtl  with  fluid  above. the  atresia;  ^.'cervical  caaal  dis- 
tendetl ;  /,  peritoneal  adhesion  ;  p.  fluid  in  jx-ritoneal  cavitj. 

measured  three  and  three-quarter  inches  in  its  widest  part  trans- 
versely and  two  and  one-eighth  inches  antero-posteriorly. 

The  body  wall  is  thickened  and  of  a  pale  yellowish  gray  with 
a  pinkish  tinge  ;  no  vessels  can  be  seen  in  it.  Its  cavity  is  al- 
most entirely  empty,  appearing  as  a  mere  slit  on  vertical  mesial 
section.  The  anterior  and  posterior  walls  of  the  body  are 
smooth  next  the  cavity,  but  on  each  side  the  mucosa  is  rugose, 
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resembling  the  arbor  vitge  of  the  cervix,  this  condition  extend- 
ing down  to  the  cervix. 

The  cervix  is  very  abnormal.  Its  cavity  is  much  distended 
in  all  directions,  on  vertical  mesial  section  appearing  lozenge- 
shaped.  It  measures  a  little  more  than  an  inch  in  its  vertical 
and  transverse  diameters.  It  contains  a  thick,  greenish  fluid 
tilled  with  fibrinous  septa.  The  wall  of  this  cavity  is  rugose, 
colored  slightly  red,  and  covered  partly  with  flakes  of  fibrin. 
The  thickness  of  the  cervical  wall  is  much  less  than  that  of  the 
body.     The  os  externum  admits  the  end  of  the  little  finger. 

The  whole  organ  is  fixed  by  extensive  adhesions  to  surround- 
ing structures.  A  fine  probe  can  be  passed  along  the  interstitial 
part  of  the  left  tube  toward  the  stump  left  from  the  operation. 
On  the  right  side  the  tube  is  impervious. 

Yagina. — This  is  found  to  be  a  cavity  two  inches  in  length, 
two  and  three-quarter  inches  wide  in  its  upper  part  and  one  and 
three-eighths  inches  iti  its  lowest.  Below  it  ends  blindly,  owing 
to  the  presence  of  the  atresic  portion,  a  dense,  fleshy  band  of 
irregular  thickness  but  averaging  about  seven-sixteenths  of  an 
inch.  The  vaginal  walls  are  ragged  and  considerably  injected 
in  their  upper  portion.  The  cavity  is  filled  with  the  same  thick 
fluid  that  was  fonnd  in  the  cervical  cavity.  They  are  in  com- 
munication throngh  the  os  externum.  The  fornices  are  nearly 
obliterated. 

Bladder. — The  bladder  contains  a  little  urine  and  is  higher 
than  in  normal  cases,  the  peritoneum  being  reflected  on  its  up- 
per surface  from  the  anterior  abdominal  wall  at  a  point  nearly 
two  inches  above  the  symphysis  pubis.  The  viscus  may  be  de- 
scribed as  standing  vertically,  its  cavity  being  in  a  straight  line 
with  the  urethra. 

The  vertical  measurement  of  the  utero-vesical  septum  is  enor- 
mously increased,  being  nearly  two  inches  in  length.  It  con- 
tains very  little  loose  connective  tissue,  the  bladder  and  cervical 
walls  being  almost  in  apposition  ;  in  its  lower  half  it  is  occupied 
by  a  small  collection  of  serum. 

The  Urethra  is  of  normal  length,  but  stands  vertically  in  line 
with  the  long  axis  of  the  body. 

External  Genitals. — The  clitoris  is  well  developed.  The  labia 
minora  are  very  small.  The  labia  majora  are  fairly  well  formed. 
The  vulvar  slit  measures  one  and  one-quarter  inches,  the  dis- 
tance from  the  urethral  orifice  to  the  perineum  being  abnor- 
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mall  J  short.  No  distance  can  be  made  out  between  vestibule 
and  hymen.     They  appear  as  one,  the  surface  being  irregular. 

Peritoneum. — Extensive  purulent  peritonitis  exists,  the  bowels, 
uterus,  and  remains  of  the  broad  ligaments  being  very  adherent, 
collections  of  greenish,  purulent  fluid  being  found  among  the 
adhesions.  The  lowest  dip  of  the  peritoneum  behind  the  uterus 
is  two  and  seven-eighths  inches  below  the  brim,  the  pouch  of 
Douglas  being  filled  with  sero- purulent  fluid  and  containing  ad- 
hesions. The  lowest  dip  of  the  utero-vesical  pouch  is  only 
about  one  inch  below  the  brim  level. 

Microscopic  Examination. — The  great  increase  in  the  size  of 
the   body  is  due  partly  to  an  increase  in  the  muscular  tissue, 


Fio.  2.-  Mucosa  of  body  of  uterus  near  os  interuum.  The  inner  hiirfaoe  is  very  irroKular 
and  its  covering  efiit  helium  absent.  In  the  substance  of  the  mucosa  there  is  marke<l  inter- 
glaudular  infiltration  and  destruction  of  glands,  a,  muscular  wall  of  body;  6,  inner  sur- 
face of  mucosa;  c,  remains  of  glands,     x  80. 

partly,  also,  to  a  proliferation  of  the  connective  tissue.     Here 
and  tliert,'  the  latter  is  very  den.se  and  sclerosed. 

The  mucosa  has  an  irregular  surface,  the  superficial  layer 
having  somewhat  di.sappeared.  No  lining  epithelium  is  found 
anywhere.  The  gland  tubes  are  narrow  and  irregular,  the  lin- 
ing epithelium  having  been  cast  off  and  disintegrated  for  the 
most  part.  In  a  few  of  the  glands  in  their  deepest  portions  the 
epithelium  is  found  preserved  in  situ^  but  it  is  in  most  of  them 
thrcjwn  into  the  liiincn  a.s  a  cast  or  as  <K'']>ris.  There  is  marked 
interglandular  proliferation  of  connective  tissue,  and  a  few 
small  hemorrhages  are  also  found. 
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The  wall  of  the  cervix  is  thinned  and  stretched.  The  fibrous 
tissue  is  mainly  dense  and  firm,  and  sclerosed  in  many  places.^ 

Folds  of  mucosa  are  seen,  but  the  mucous  membrane  is  thin- 
ner than  normal  and  its  surface  has  an  eroded  appearance. 
The  lining  epithelium  is  entirely  gone.  The  remains  of  a  small 
number  of  glands  are  seen,  in  a  few  of  which  the  epithelium  is 
attached  to  the  wall.  For  the  most  part  the  epithelial  cells 
have  been  cast  off  and  appear  in  various  stages  of  disintegra- 
tion. All  around  the  surface  there  is  a  good  deal  of  chronic  in- 
flammatory thickening.  In  the  cavity  next  the  wall  are  found 
serum,  epithelial  debris,  fibrin,  red  and  white  blood  corpuscles, 
pus  corpuscles,  and  blood  pigment. 


Fig  3  -Lining  of  cervical  canal.  The  mucosa  has  an  eroded  appearance.  The  glands 
are  almost  entirely  destroyed  and  there  is  present  considerable  inflammatory  infiltration, 
a,  muscular  part  of  wall;  b,  inner  surface  of  mucosa;  c,  coagulum  lying  close  to  wall. 
X80. 

Retnarks. ^Th'is  case  presents  several  features  of  great  in- 
terest. In  the  first  place,  in  regard  to  the  diagnosis,  an  error 
was  made  in  estimating  the  extent  of  the  atresia.  On  careful 
rectal  examination,  combined  with  the  examination  of  the  blad- 
der with  the  sound,  the  extent  of  tissue  between  the  bowel  and 
bladder  seemed  so  slight  that  it  was  believed  that  the  vagina 
was  completely  atresic  and  represented  only  by  a  thin  fibrous 

band. 

The  post-mortem  examination  showed  that  the  vagina  was 
normally  developed  in  its  upper  three-fourths  and  atresic  only 
in  its  lower  fourth.     It  is  probable  that  its  walls  were  very  thin, 
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and  not  so  thick  as  they  appear  in  the  specimen,  which  repre- 
sents  a  condition  found  seven  weeks  after  the  operation,  when 
some  hypertrophy  had  resulted  from  the  distention  of  the  va- 
ginal cavity  during  this  interval.  The  presence  of  a  well- 
formed  uterus  was  the  strongest  indication  that  the  vaginal  atre- 
sia was  not  a  complete  one,  because  usually  entire  atresia  is  found 
only  in  connection  with  atrophy  of  the  uterus.  Thus  Breisky,' 
the  chief  authority  on  this  subject,  found  in  five  cases  a  rudi- 
mentary uterus  and  in  three  entire  absence. 

Of  extreme  interest,  also,  is  the  observation,  which  appears  to 
be  unique,  that,  notwithstanding  the  fact  that  the  patient's  his- 
tory pointed  to  menstrual  retention  for  about  three  years,  there 
was  no  distention  of  the  vagina  or  uterus.  Breisky  says  that  in 
every  deep-seated  atresia  the  distended  vagina  forms  a  large  part 
of  the  retention  tumor.  It  has  been  often  noted  that  one  of  the 
earliest  symptoms  of  retention  may  be  difficulty  in  urination  or 
defecation,  due  to  the  pressure  of  the  vaginal  swelling.  G. 
Veit  "^  has  pointed  out  that  this  may  occur  even  before  the  ute- 
rus has  become  distended.  Xeither  was  there  anyaccumulation 
in  the  uterus,  this  organ  on  careful  bimanual  examination  only 
appearing  to  be  a  little  enlarged.  It  is  usual  in  similar  atresia 
cases  of  old  standing  to  find  the  uterus  becoming  gradually  dis- 
tended from  below  upward.  It  is  noticeable,  indeed,  that  the 
only  collection  of  retained  blood  was  found  in  the  left  tube. 
Usually  both  tubes  are  distended.  A  case  of  unilateral  hemato- 
salpinx along  with  distention  of  the  vagina  and  cervix  is  de- 
scribed by  Breisky.'  This  condition  in  the  tubes  is  more  com- 
monly found  where  there  is  atresia  of  one  half  of  a  double 
genital  canal.  The  source  of  the  blood  in  the  distended  tube  in 
this  case  is  not  clear.  It  is  either  purely  tubal,  or  purely  uterine 
menstrual  blood  which  has  been  forced  upward  into  the  tube,  or 
a  mixture  of  both.  In  favor  of  the  first  hypothesis  is  the  fact 
that  at  the  examination  of  the  patient  before  operation  no  dis- 
tention of  the  uterus  was  found — a  condition  which  has  never 
before  been  recognized  in  a  case  where  menstruation  liad  pro- 
gressed audits  products  retained  for  one  or  more  years.  Against 
this  view  is  our  knowledjje  of  the  orij^in  of  the  blood  in  men- 
struation. 

'  "  Diseases  of  the  Vagina,"  Cyclopedia  of  Obstetrics  and  Gynecology,  ed- 
ited by  Grandin,  vol.  xi.,  p.  225. 
» Breisky,  op.  cit.,  p.  227.  »  Op.  cit.,  p.  229. 
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It  Las  been  alleged  by  Bandl '  and  a  few  others  that  in  men- 
struation blood  is  poured  from  the  tubal  as  well  as  from  the 
uterine  mucosa,  and  that  one  of  the  chief  causes  of  hematosalpinx 
is  the  retention  of  this  tubal  flow  owing  to  some  obstruction  in 
the  tube  lumen.  Against  this  view  in  the  present  case  is  the 
fact  that  the  tubal  distention  was  unilateral.  All  recent  re- 
searches, however,  go  to  show  that  the  tubal  mucosa  does  not 
bleed  during  menstruation.  Moreover,  at  the  time  of  ope- 
ration no  communication  could  be  made  out  between  the  uterus 
and  the  distended  tube.  The  frequency  of  closure  or  constric- 
tion of  the  interstitial  part  of  the  tube  in  hematosalpinx  is  noted 
by  Hennig,'  and  to  this  fact  he  attributes  the  tubal  origin  of  the 
blood  in  this  condition. 

Breisky  '  has  only  seen  one  case  in  which  the  interstitial  por- 
tion of  the  tube  was  dilated.  There  was  the  possibility  that 
this  closure  was  of  recent  origin  and  that  it  only  developed  after 
the  blood  had  collected  in  the  tube  ;  the  post-operation  collec- 
tion in  the  cervix  and  vagina  some^vhat  favors  this  view.  Be- 
fore the  operation  it  may  be  supposed  the  menstrual  uterine 
blood  was  forced  in  the  direction  of  least  resistance,  which  hap- 
pened to  be  the  left  tube.  After  the  operation  this  means  of 
escape  was  cut  off  and  so  accumulation  began  in  the  uterus 
itself. 

Against  the  purely  uterine  origin  of  this  hematosalpinx  is  the 
supposition  that  reflux  of  blood  from  the  uterus  into  the  tube 
could  not  go  on  for  a  long  period  through  the  very  narrow 
lumen  of  the  interstitial  portion.  We  know,  however,  that  in- 
strumental pressure  can  force  fluids  in  this  direction,  and  there 
is  no  reason  why  it  should  not  take  place  as  a  result  of  strong 
contraction  and  resistance  of  the  uterus  owing  to  the  way  of 
escape  being  cut  oil  below.  In  this  relation  should  be  remem- 
bered the  tendency  of  blood  in  the  genital  tract  to  keep  fluid. 

It  is  remarkable,  if  this  explanation  be  correct,  that  reflux 
should  take  place  only 'into  one  tube,  if  the  lumen  in  both  were 
patent.  The  explanation  could  only  be  that  the  resistance  to 
the  reflux,  for  some  reason  or  other,  was  so  much  greater  on  one 
side  that  the  flow,  having  started  in  one  direction,  continued  on 
that  side  only. 

'  "  Diseases  of  the  Tubes,  etc.,"  Cyclopedia  of  Obstetrics  and  Gynecology, 
vol.  xii.,  p.  36. 
^  "  Die  Kraakheiten  d.  Eileiter,"  Stuttgart,  1876.         ''  Op.  cit.,  p.  243. 
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If  the  reflux  hypothesis  as  to  the  origin  of  the  tnbal  blood  be 
not  true,  then  either  no  blood  had  escaped  from  the  uterine 
mucosa,  or,  having  done  so,  reabsorption  had  soon  taken  place. 
That  a  uterine  discharge  of  blood  must  have  taken  place  there 
can  be  no  doubt.  It  occurred  after  the  operation  when  the 
greater  part  of  the  stimulus  to  its  discharge  had  been  removed. 

There  is  no  appearance  of  old,  laminated,  tough  fibrin  lining 
the  walls  of  the  uterine  cavity,  so  that  not  much  alteration  could 
have  taken  place  in  the  blood  after  its  escape. 

The  third  hypothesis  is  that  the  hematosalpinx  is  partly  ute- 
rine and  partly  tu1)al  in  origin. 

It  is  not  an  unlikely  thing  that  after  the  tube  wall  had  been 
somewhat  stretched  as  a  result  of  reflux  uterine  blood,  hemor- 
rhage might  take  place  into  the  tube  lumen  from  the  vessels  in 
the  wall  in  the  successive  periods  of  menstrual  congestion  in  the 
pelvis.  Were  the  menstrual  congestion  alone  the  cause  of  the 
tubal  hemorrhag-e,  then  it  should  have  acted  on  both  sides.  As 
only  one  side  is  affected,  the  damaged  condition  of  one  tube  is 
the  only  factor  which  suggests  itself  as  explaining  why  hemor- 
rhage might  take  place  from  the  wall  of  that  tube  rather  than 
from  that  of  the  opposite  side. 

The  condition  of  the  uterine  mucosa  at  the  post-mortem 
throws  very  little  light  on  the  condition  previous  to  the  opera- 
tion. As  I  have  stated,  it  is  in  a  condition  of  chronic  inflamma- 
tion, the  epithelium  and  glands  being  largely  destroyed.  It  is 
impossible  to  say  how  much  of  this  is  due  entirely  to  post-opera- 
tion changes.  The  source  of  the  fluid  found  in  the  vagina  and 
cervix  is  also  doul)tful.  It  may  be  mainly  due  to  the  exudation 
from  the  inflamed  area,  a  little  blood  having  escaped  from  small 
hemorrhages  in  the  mucosa,  though  it  is  to  be  noted  there  is 
no  marked  vascularity  or  liemorrhagic  tendency  in  the  mucosa. 
The  fluid  may  have  resulted,  however,  from  actual  menstrua- 
tion which  occurred  even  after  the  operation.  While  the  right 
appendages  were  entirely  removed,  it  is  to  be  remembered  that 
a  small  bit  of  the  lower  portion  of  the  dilated  left  tube  was  left 
behind,  and  the  occurrence  of  menstrual  discharge  in  the  uterus 
in  such  a  condition  is  a  fact  which  has  already  been  noted  by 
several  observers,  notably  by  Lawson  Tait. 

The  origin  of  the  sepsis  so  long  after  operation  is  nut  evident. 
There  was  a  good  deal  of  peritonitis  about  the  sac  when  the 
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patient  was  first  examined,  but  this  improved  greatly  during  the 
first  few  weeks  after  operation. 

Case  11. — J,  P.,  unmarried,  aged  21,  a  mill  worker,  was  ad- 
mitted to  Ward  24.  R.  E.  I.,  on  November  6th,  1893,  complain- 
ing of  amenorrhea  and  of  pains  in  the  abdomen  which  began 
when  she  was  13  years  old. 

The  patient  had  been  in  the  ward  in  Julj-,  1892,  and  her  his- 
tory up  to  that  time  was  as  follows  :  Family  history  is  good  and 
her  home  healthy  and  cheerful.  She  is  a  stout,  well-condi- 
tioned girl,  and,  apart  from  the  abdominal  pains,  has  never  suf- 
fered much  from  illness.  Since  her  thirteenth  year  she  has 
complained  of  pelvic  or  abdominal  pains  which  have  recurred 
at  intervals  of  three,  four,  or  five  weeks.  The  pain  is  felt  in 
the  back  and  in  the  iliac  regions,  especially  on  the  right  side 
when  she  works  hard.  When  the  pain  is  bad  she  feels  as  if 
something  might  burst.  Before  January,  1893,  she  worked  for 
eleven  hours  daily  ;  after  that  time  she  was  only  able  to  work 
for  eight  hours. 

On  examination  per  rectum^  along  with  the  exploration  of  the 
bladder  with  the  sound,  the  atresic  vagina  was  felt  as  a  well- 
marked  septum.  Above  this  was  felt  a  large,  rounded  mass, 
apparently  cystic,  which  extended  up  to  the  umbilicus.  It  oc- 
cupied the  hypogastric  and  partly  the  iliac  regions.  It  was 
immovable  and  only  slightly  tender  on  examination.  The  tubes 
could  not  be  distinguished  separately  and  it  could  not  be  decided 
whether  the  tumor  was  uterine  only  or  partly  tubal  as  well.  As 
the  uterus  was  certainly  distended,  it  was  decided  to  dissect 
through  the  atresic  vagina. 

This  operation  was  performed,  soon  after  her  admission  in 
July,  by  Prof.  Simpson,  and  an  artificial  vagina  was  made 
sufficiently  large  to  hold  two  fingers.  The  uterine  cavity  was 
opened  into  and  a  quantity  of  dark,  thick  fluid  escaped  slowly. 
The  opening  was  enlarged,  and  when  the  cavity  was  explored 
with  the  finger  a  large  amount  of  fibrin  was  found  adherent  to 
the  walls.  The  cavity  was  thoroughly  washed  out  and  a  glass 
tube  was  passed,  in  order  to  drain  the  cavity  and  to  dilate  the 
newly  formed  canal.  The  size  of  the  abdominal  tumor  did  not 
greatly  diminish  as  a  result  of  the  operation. 

After-progress. — The  discharge  continued  to  flow  from  the 
uterus,  daily  antiseptic  irrigation  being  kept  up.  The  abdomi- 
nal tumor  gradually  diminished  in  size. 


554  WEBSTER  :    SOME    OBSERVATIONS    REGARDING    THE 

The  patient's  health  continued  good,  and  she  was  dismissed 
from  the  hospital  on  October  14th,  having  been  instructed  in 
regard  to  the  use  of  the  vagiual  tube  and  the  douche.  She  con- 
tinued to  wear  the  tube  for  two  months  constant!}'  and  after- 
ward only  at  night. 

After  she  left  the  ward  she  menstruated  twice.  The  first 
period  was  in  October,  1892,  and  lasted  for  three  days;  the 
second  was  in  February,  1893,  and  lasted  for  two  days.  There 
was  not  much  blood  lost. 

On  the  patient's  readmission  in  November  she  complained  of 
the  old  pains.  They  had  recurred  at  intervals  after  the  opera- 
tion, but  were  not  so  bad  as  they  had  been  before.  They  had 
become  more  severe,  however,  just  befoie  her  return. 

She  was  examined  under  chloroform  on  November  21st. 
The  uterus  was  found  enlarged  to  the  size  of  a  cricket  ball ;  it 
was  cystic  and  slightly  movable.  Behind  it  was  felt  another 
cystic  mass,  filling  the  pouch  of  Douglas  and  extending  some- 
what to  the  left  of  the  uterus.  The  upper  end  of  the  vagina 
was  considerably  contracted  and  the  cervix  was  closed. 

The  uterine  cyst  was  evacuated  by  aspiration  through  the 
closed  cervix,  a  thick,  yellowish,  muco-purulent  fluid  escaping  ; 
the  cervix  was  again  opened  and  dilated.  A  glass  tube  was 
passed  through  the  opening,  in  order  to  drain  the  uterine  cavity 
and  to  prevent  closure  of  the  cervix. 

As  a  result  of  this  operation  the  uterus  diminished  somewhat 
in  size.  The  posterior  cyst  remained  unaltered.  After  a  few 
months  the  girl  returned  to  the  infirmary,  having  since  her  last 
period  of  residence  suffered  from  considerable  pain.  Abdomi- 
nal section  was  performed  and  the  cystic  mass  partly  excised. 
Its  exact  relations  could  not  be  made  out,  owing  to  the  extensive 
number  of  adhesions  in  the  pelvis. 

Since  this  operation  she  has  continued  to  improve  and  is  now 
in  the  best  of  health. 

Remarks. — There  was  no  doubt  in  regard  to  the  diagnosis  of 
this  case.  It  was  one  of  complete  atresia  of  the  vagina.  It 
was  impossible,  however,  to  make  out  the  extent  of  the  genital 
tract,  which  was  distended  with  duid.  Only  one  rounded  swell- 
ing could  be  detected  at  first,  and  it  was  thought  to  be  the  ute- 
rus, but  it  is  very  likely  that  the  tube  was  distended  but 
covered  in  adhesions  behind  the  uterus.  The  presence  of  such 
a  well-marked  uterus  is  worthv  of  note.     As  has  alreadv  been 
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stated,  complete  atresia  of  the  vagina  is,  in  the  majority  of 
cases,  associated  with  rudimentarj  uterus  or  entire  absence  of 
the  organ. 

In  regard  to  the  clinical  history  of  both  cases,  it  is  to  be  noted 
that  neither  of  them  presents  the  condition  very  often  described 
in  old-standing  atresia  cases,  viz.,  continuation  of  pain  from  one 
menstrual  period  to  the  other.  The  pains  were  only  felt  at  in- 
tervals, usually  of  three  to  live  weeks'  duration,  and  were  worse 
when  the  patient  worked.  It  is  also  clear  that  the  peritonitis 
was  not  associated  with  continual  suffering. 

The  treatment  was  unsatisfactory  in  both  cases.  In  the  first 
case  the  dilated  tube  alone  was  opened,  the  uterus  being  un- 
touched ;  this  procedure  was  followed  by  distention  of  the  cer- 
vix and  unopened  vagina.  In  the  second  case  the  uterus  was 
opened  into  through  the  atresic  vagina,  the  tubes  being  left  un- 
opened ;  afterward  a  dilatation  of  one  or  both  tubes  was  found  in 
the  abdomen  ;  this  case  was  also  unsatisfactory  in  that  the  cer- 
vix closed  up  after  having  been  opened,  in  spite  of  the  use  of  a 
dilator  (perhaps,  however,  the  patient  was  careless  in  the  use 
of  the  tube  after  she  left  the  infirmary). 

These  cases  indicate  that  douUe  ojyeration  is  the  best  method 
to  adopt — i.e.,  removal  of  the  dilated  tubes  and  opening  up  of 
the  atresic  vagina  and  cervix  where  possible.  That  the  former 
should  always  precede  the  latter  is  the  teaching  of  several  au- 
thorities, and  the  soundness  of  this  view  is  beyond  dispute. 
The  danger  of  rupture  of  the  dilated  tube  during  evacuation  of 
the  uterus  has  been  pointed  out '  sufficiently  often  to  emphasize 
its  importance.  This  danger  arises  from  the  fact  that  the  tubal 
sac,  if  fixed  with  adhesions  (and  it  is  in  the  majority  of  cases), 
cannot  change  its  position  in  keeping  with  the  change  in  size 
and  position  of  the  uterus  after  its  evacuation.  Moreover, 
should  septic  infection  follow  the  opening  of  the  uterus  there 
is  an  increased  danger  of  rupture  of  the  tubal  sac.  If,  on  the 
other  hand,  the  distended  tubes  be  first  removed  by  laparatomy, 
the  utero-vaginal  swelling  can  be  opened  at  a  later  period  from 
below. 

'  Rose,  New  York  Medical  Record,  ii.,  No.  26,  p.  35.     Steiner  and  Billroth, 
Wien.  med.  Wochenschr.,  1871,  No.  30.     Freund,  Zeitschr.  f.  Geb  u    Gyn 
Bd.  i.,  1877. 
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VAGINAL  HYSTERECTOMY  BY  GALVANO-CAUTERY. 

REMARKS  ON  THE  SCOPE  AND   LIMITS  OF  THE  OPERATION. 


JOHN  BYRNE,  M.D., 
Brooklyn,  N.  Y. 


(With  seven  illustrations.) 


On  July  27th,  1895,  I  removed  the  uterus,  tubes,  and  ovaries 
by  means  of  the  galva'io-cautery  knife  alone,  neither  scalpel  nor 
scissors  having  been  used  throughout  the  entire  operation.  This 
is  the  first  time  in  the  history  of  surgical  gynecology,  so  far  as 
I  know,  in  which  the  operation  of  vaginal  hysterectomy  has 
ever  been  done,  or  even  attempted,  by  any  such  means. 

Though  for  many  years  I  have  been  favorably  impressed  as 
to  the  practicability  of  doing  this  operation  by  the  delicate 
cautery  knife,  I  could  hardly  have  hoped  for  so  convincing  a 
proof,  not  only  of  the  well-known  advantages  assured  by  this 
method  over  all  others,  but  of  the  facility  with  which  it  could  be 
accomplished.  My  second  case  occurred  August  14th,  but  the 
diflliculty  experienced  here  was  much  greater,  as  a  glance  at  its 
leading  features  will  show.  There  was  complete  prolapse  of  the 
uterus,  rectum,  and  bladder  of  nine  years'  standing,  and  for  four 
years  previous  to  her  appearance  at  my  clinic  no  attempt  what- 
ever had  been  made  to  return  the  parts  within  the  pelvis.  The 
mass,  which  was  of  the  size  of  a  large  cocoanut,  was  hard,  almost 
solid  to  the  touch,  and  deeply  ulcerated  from  long  exposure  and 
friction.  Warm  applications  of  carbolized  glycerin  and  water 
were  used  for  a  few  days,  when  the  parts  were  returned  with 
some  difficulty.  By  the  use  of  large,  firmly  rolled  tampons 
soaked  with  carbolized  glycerotannin,  and  the  free  use  of  hot 
water  kept  up  for  several  weeks,  it  was  hoped  that  her  condition 
would  be  so  mucli  improved  as  to  call  for  supravaginal  ampu- 
tation by  galvano-caiitery  only,  and  keeping  the  vagina  on  the 
upward  stretch  until  cicatrization  would  be  complete.  This 
treatment,  in  cases  less  aggravated,  has  been  uniformly  success- 
ful in  my  iiands  for  many  years.  In  this  instance,  however,  I 
abandoned  the  idea  and  decided  on  vaginal  hysterectomy. 
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As  to  the  mode  of  2>i'0oeditre  in  performing  vaginal  hysterec- 
tomv  by  galvano-cautery,  there  is  really  no  material  difference 
from  that  usually  adopted  where  other  means  are  employed. 


Fig.  1.— Volsella  of  utero-vesical  flap. 

The  circular  incision  of  the  cervix,  the  careful  dissection  of  the 
vesical  wall  from  the  uterus,  opening  of  the  cul-de-sac  of  Duug- 


;Fig.  2.— Diverging  intrauterine  volsella. 


las,  and  the  severing  of  the  broad  ligaments  as  clamp  or  ligature 
is  applied,  are  steps  in  the  operation  alike  in  all  methods.     In 


Fig.  3.— Cautery  knife.    Dome-shaped  electrode  and  universal  handle. 

my  second  case,  however,  more  than  ordinary  difficulty  was 
experienced,  and  great  care  needed  in  separating  the  uterus  and 
bladder  because  of  the  deformed  shape  of  the  former  and  the 
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abnormally  extensive  and  irregular  utero-vesical  attachment. 
The  cone-shaped  cervix  measured  fully  two  inches  in  diameter 
below  and  tapered  in  a  curved  manner  toward  the  os  internum, 
at  which  point  the  body  of  the  uterus  bent  abruptly  forward. 
This  part  of  the  operation  was,  therefore,  proceeded  with  in  a 
slow  and  cautious  manner,  and  the  vesical  wall  was  kept  on  the 
stretcli  by  a  suitable  volsella  and  otherwise  protected  l)y  an 
assistant  as  the  dissection  progressed.  Though  the  uterine 
artery  had  been  secured  at  an  early  stage  b}"  compression  for- 
ceps, I   deemed  it   best  to  include  the  middle  third   of  each 


Fig.  4. — Anterior  view  of  uterus  and  adnexa  removed  by  galvano-cautery. 

broad  ligament  in  a  second  forceps.  Tiie  peritoneal  cavity  being 
now  accessible,  the  ovaries  and  tubes,  which  were  found  to  be 
adherent  to  a  considerable  extent,  were  released,  and  these  with 
the  fundus  were  turned  out  posteriorly.  The  ovarian  arteries 
were  ligated  by  silk,  which  was  cut  short,  and  the  vagina  treated 
in  the  ordinary  manner. 

With  regard  to  this  new  departure  in  vaginal  hysterectomy,  I 
have  only  to  say  that  from  my  experience  in  two  cases,  and  also 
in  a  third  in  which  I  secured  the  uterine  arteries,  released  the 
vagina,  and  severed  a  large  part  of  the  broad  ligaments  })repara- 
tory  to  opening  the  abdomen  for  the  removal  of  an  enormously 
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large  myomatous  uterus,  I  am  fully  convinced  that  in  galvano- 
cautery  the  hysterectomist  will  find  an  agent  of  incalculable 
value.  Ablation  of  the  uterus  by  this  means  is,  in  its  yery 
nature,  an  antiseptic  operation,  and  all  tissues  severed  are  left 
in  an  absolutely  aseptic  condition.  Moreover,  in  a  reasonably 
early  stage  of  cervical  cancer,  and  before  fixation  takes  place,  if 
gynecologists  could  only  be  persuaded  to  leave  the  beaten  track 
and  give  this  ideal  method  a  trial,  they  would  no  longer  find  it 
politic  to  evade  plain  questions  touching  periods  of  recurrence 
in  their  cancer  cases,  by  replies  such  as  "  I  have  not  been  able  to 


Fig.  5.— Posterior  view. 

follow  my  cases,"  or,  as  in  the  laconic  if  not  polite  response 
of  a  Western  hysterectomist  of  many  uterine  trophies,  '^  I  have 
no  time  to  look  up  my  records.''^ 

When  fixation  has  already  been  reached  and  the  lymphatics 
and  cells  in  the  broad  ligaments  have  doubtless  arrived  at  a 
primary  stage  of  degeneration,  there  is  but  one  operation  of  any 
lasting  value,  and  that  is  supravaginal  excision  hy  the  cautery 
hnife,  not  loop,  and  thorough  additional  cauterization  of  the 
hottom,  sides,  and  edges  of  the  excavation — in  other  words,  a  dry 
roast. 

This  conclusion  has  been  reached  through  a  careful  study  of 
the  subject  and  a  large  clinical  experience  running  through  a 
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period  of  over  a  quarter  of  a  centurj.     Besides,  it  fully  liarmo- 
nizes  with  mj  review  of   the  subject   of   three  years 'ago,  and 
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warrants  the  further  conclusioD  that  the  field  for  vaginal  hjster- 
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ectomy  in  its  application  to  uterine  cancer,  if  indeed  such  there 
be  at  al],  is  an  extremely  narrow  one. 

If  gentlemen  who  are  prone  to  indulge  in  pseudo-criticism,  and 
who  would  fain  belittle  methods  of  which  they  know  practically 
nothing,  would  adopt  the  course  here  indicated  and  cease  to 
display  so  much  indifference  regarding  the  ultimate  results  of 
their  work  that  they  refuse  or  neglect  to  test  the  validity  of  oft- 
recorded  facts,  they  would  probably  find  that  more  of  their 
patients  would  "follow"  them — nay,  bless  them  too — nor  would 
a  glance  at  records  of  the  past  be  something  to  be  avoided. 

It  may,  I  think,  with  truth  be  said  that  vaginal  hysterectomy 
as  a  radical  yet  safe  and  successful  measure  of  permanent  relief 
in  certain  diseased  conditions  of  the  uterus  and  adnexa  has  long 
since   passed   the   period    of   doubt   and   timorous  incredulity. 


knife 

ttna'Wicolur 

Fig.  7.— Illustrating  supravaginal  excision  or  amputation. 

That  it  is  often  resorted  to  for  ailments  otherwise  remediable, 
and  which,  as  a  matter  of  fact,  are  being  treated  successfully 
every  day,  no  one  au  courant  with  the  existing  drift  and  past 
history  of  surgical  gynecology  can  doubt  for  a  moment.  Never- 
theless the  medical  press  throughout  the  civilized  world  abounds 
with  laudatory  references  to  the  subject,  while  periodicals  de- 
voted to  diseases  of  women  exclusively  are  often  found  to 
contain  little  else  than  discussions  and  reports  of  cases  treated 
in  this  manner.  In  our  societies,  too,  a  meeting  rarely  takes 
place,  in  fact  would  seem  devoid  of  interest,  without  the 
exhibition  of  one  or  more  "specimens."  It  would  thus  appear 
that  gynecologists  generally,  however  trammelled  by  ultra-con- 
servative notions,  and  while  justly  deprecating  unnecessary 
resort  to  this  operation,  freely  yet  reservedly  indorse  it. 
36 
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Some  years  ago  operators  merely  vied  with  each  other  in 
devising  noveh  if  not  useful,  modifications  in  technique,  the 
choice  of  instruments,  the  material  for  ligatures,  etc. ;  in  fact, 
the  various  means  and  ways  by  which  the  same  result  practically 
could  be  and  had  been  attained  over  and  over  asain,  No 
sooner,  however,  had  these  details  been  disposed  of  by  each  one 
resolving  to  adopt  that  plan  which  suited  his  own  notions  best, 
than  they  ceased  to  wrangle  and  applied  themselves  industri- 
ously toward  piling  up  their  lists  of  cases — in  some  instances 
already  far  above  high- water  mark.  Thus  it  has  come  to  pass 
that  not  a  few  gynecologists,  whose  daily  clinical  work  and 
means  of  observation  could  hardly  be  said  to  be  very  limited, 
are  often  amazed  at  the  number  of  vaginal  hysterectomies 
reported  by  many  of  their  confreres.  Moreover,  if  we  consider 
the  many  instances  within  the  knowledge  of  most  of  us  of  cases 
withheld  from  publicity  through  professional  modesty  or  other 
motives,  it  is  quite  possible  that  the  number  of  recorded  or 
reported  cases  would  be  found  to  fall  far  short  of  the  whole. 
Be  this  as  it  may,  it  is  earnestly  to  be  hoped  that  an  operation 
of  so  much  promise,  yet  one  which  carries  with  it  a  certain 
amount  of  sanguinary  glamour  and  a  reputation  for  progressive 
and  up-to-date  gynecology,  may  not  be  allowed  to  suifer  through 
individual  ambition  or  misdirected  enthusiasm. 

In  various  utero  ovarian  diseases  of  a  chronic  inflammatory  or 
other  non-7nalignant  origin  or  nature,  neoplasms,  and  displace- 
ments of  long  standing  and  not  otherwise  curable,  the  consensus 
of  opinion  is  tliat  vaginal  hysterectomy  is  a  safe,  a  judicious, 
and  usually  a  successful  operation. 

It  should  never  be  forgotten,  however,  that  with  this  general 
approval  there  must  always  be  associated  at  least  two  very  im- 
portant conditions — namely,  first,  that  due  care  be  observed  in 
the  selection  of  proper  cases,  and,  second,  that  the  operation 
should  as  far  as  possible  be  confined  to  competent  hands. 

There  is  no  denying  the  fact  that  the  frequency  with  which 
vaginal  hysterectomy  has  been  resorted  to  of  late  years  is  justly 
chargeable  with  a  certain  degree  of  unrest  and  a  fear  on  the 
part  of  many  that  the  interpretation  of  these  conditions  lias  been 
too  liberal  and  too  elastic. 

It  seems  to  me  eminently  proper,  then,  to  carefully  reflect  on 
the  possible  cause  or  causes  of  this  abuse  and  see  whether  there 
exist  any  reasonable  grounds  for  so  serious  a  reproach. 
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An  impartial  observer  could  hardly  fail  to  note  the  glowing 
reports,  both  here  and  abroad,  and  the  confident  manner  in  which 
all  objections  on  the  score  of  danger  are  flippantly  met  and  dis- 
posed of  by  successful  operators.     We  are   constantly  assured 
that  the  "primary"    mortality,   already   encouragingly   small, 
must  continue  to  grow  steadil}'  less  as  we  become  niore  familiar 
with  the  details  of  the  operation.     When  to  this  is  added  the 
prevailing  opinion  that  the  operation  is  by  no  means  a  difficult 
one,  nor  does  its  execution  demand  a  very  high  degree  of  skill 
or  dexterity  on  the  part  of  a  surgeon,  it  is  not  surprising  that 
any  and  every  gynecological  amateur,  or  the  general  practitioner 
without  any  special  qualification,  would  often  be  only  too  willing 
to  assume  the   responsibility.     Indeed,  one   cannot  fail  to  see 
that  in  this  very  assurance  as  to  the  safety  and  simplicity  of 
vaginal  hysterectomy  lies  the  great  danger  of  its  being  abused. 
If,  as  is  quite  possible,  this  persistent  attempt  to  minimize  the 
danger  and  the  difficulty  of  a  grave  operation  has  been  a  potent 
factor  in  tempting  any  and  every  physician,  though  his  gyneco- 
logical knowledge  be  barely  sufficient  to  tell  him  which  end  of  a 
retroversion  pessary  should  go  in  first,  to  assume  such  responsi- 
bility, the  tendency  of  this  teaching  has  not  been  beneficent. 

Again,  if  its  effect  with  tlie  profession  at  large  has  been  to  in- 
crease and  multiply  these  operations  unnecessarily  and  without 
a  reasonable  equivalent  to  suffering  women,  then  hysterectomy, 
stripped  of  its  seductive  glitter,  can  hardly  be  viewed  in  the 
light  of  an  unalloyed  boon. 

Herein  we  have  the  pith  and  much  of  the  ethics  of  the  case, 
and  the  sooner  the  profession  at  large  begin  to  realize  the  fact 
that  hysterectomy  is  neither  a  simple  operation  nor  one  devoid 
of  danger,  and  that  Peans,  Segonds,  Pozzis,  and  Prices  are  not 
to  be  found  in  every  community,  the  better  it  will  be  for  afflicted 
humanity. 

I  cannot  help  thinking  that  the  prominence  given  to  the  ques- 
tion of  "  primary  mortality  "  is  largely  accountable  for  many 
unnecessary  and  sometimes  disastrous  hysterectomies.  To  the 
well-known  inherent  resistance  of  some  patients  to  surgical 
mauling  and  manipulation  often  unavoidably  rough  and  pro- 
longed, no  less  than  the  skill  and  dexterity  of  the  surgeon,  are 
we  to  look  in  explanation  of  low  "  primary  mortality." 

The  truth  is,  too  much  time  has  been  spent  and  over-much 
pains  taken  to  dazzle  and  allure  the  unwary  by  this  fascinating 
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"will-o'-the-wisp"  and  the  delusive  watchword  of  "no  dansjer 
from  the  operation."  The  class  in  which  this  no-danger  cry  has 
wrought  most  evil — I  might  almost  saj  havoc — consists  mainly 
of  the  unfortunate  victims  of  uterine  cancer  in  an  advanced 
stage,  and  who  have  been  led  to  believe  that  this  supposed  im- 
munity from  danger  of  death  in  the  operation  carried  with  it  a 
hope  of  relief  from  suffering  and  a  prolongation  of  life. 

I  regret  to  say  my  efforts  thus  far  to  obtain  reliable  data  on 
this  particular  phase  of  the  question  have  not  been  very  success- 
ful, and  for  reasons  already  intimated.  The  returns  from  the 
various  sources  through  which  I  had  hoped  to  obtain  some  posi- 
tive and  trustworthy  information  come  slowly  in,  and  with  few 
exceptions  are  wholly  valueless  in  enabling  us  to  get  at  the  facts 
touching  the  main  question,  which  is,  not  whether  any  or  how 
many  patients  operated  upon  for  cancer  succumb  to  vaginal 
hysterectomy,  but  to  what  extent  has  suffering  been  relieved 
and  life  prolonged  through  the  instrumentality  of  the  operation. 

We  would  naturally  suppose  that  one  or  other,  if  not  both,  of 
these  not  unreasonable  requirements  would  be  the  prime  motive, 
aim,  and  object  of  any  rational  human  being  in  submitting  to  a 
serious  or  radical  operation,  and  it  is  hoped  those  who  have 
urged  and  resorted  to  vaginal  hysterectomy  for  the  relief  or 
cure  of  uterine  cancer  have  been  actuated  by  the  purest  motives 
and  have  aimed  at  results  no  less  beneficent  and  reasonable. 
Nevertheless,  and  while  good  intentions  are  commendable 
enough,  if  the  alarming  proportion  of  rapid  recurrences  after 
vaginal  hysterectomy  as  heretofore  conducted,  and  \\  liicli  lead- 
ing operators  make  no  attempt  to  conceal,  mean  anything,  it 
would  seem  to  indicate  pretty  conclusively  that  the  end — i.e.^ 
the  results — so  far  from  justifying,  would  ratlier  be  condemna- 
tory of  the  means. 

In  my  annual  address  before  the  American  Gynecological 
Society  in  1S92  I  took  occasion  to  analyze  and  sift  the  pul)lished 
statistics  of  vaginal  hysterectomy  for  cancer.  I  endeavored 
then  to  expose  the  deceptive  character  of  these  adroitly  compiled 
records  and  the  tsdut/froiil  with  which  many  leading  authorities 
took  unwarrantable  liberty  with  the  word  "cure."  T<>  wjjat 
extent  my  effort  to  filter  some  truth  from  that  mass  <»f  ambigu- 
ous and  mystified  figures  may  have  influenced  the  subsecpient 
course  of  my  professional  brethren  I  cannot  say.  I  must  frankly 
admit,  however,  and  with   bec(.»ming  humility,  that  T  am  unable 
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to  discover  any.  The  baneful  influence  of  gilded  statistics  so 
eagerly  devoured  for  several  years  previously  seems  to  have  be- 
come too  deeply  rooted  to  be  neutralized  by  any  antidote  so 
comparatively  feeble  and  at  variance  with  settled  opinions. 

I  have  also  on  various  occasions  during  the  past  twenty  years 
minutely  described  a  safe  and  exceptionally  successful  method 
of  treating  these  unfortunate  cases,  and  which  I  know,  from  the 
fact  of  having  "  followed  "  quite  a  number  of  my  cases,  insures 
a  longer   respite   from   recurrence   than    any   other   operative 


measure. 


Of  the  many  peculiar  benefits  to  be  looked  for  from  excision 
of  the  cancerous  uterus  by  galvanocautery  as  already  described, 
by  far  the  most  important  is  the  long  period  of  exemption  from 
recurrence  of  the  disease.  Though  I  have  never  hoped  to  "  fol- 
low" all  or  even  a  majority  of  my  cases,  yet  I  have  succeeded 
in  doing  so  with  a  sufficient  number  to  put  this  fact  beyond  all 
doubt.  Even  now  there  are  in  our  midst  a  number  of  living 
examples  where  several  reputable  physicians  of  this  city  have 
had  personal  knowledge  of  their  condition  prior  and  subsequent 
to  being  operated.  Equally  reliable  proof  exists  of  several  who, 
after  many  years  of  complete  immunity,  have  died  from  other 
diseases.  I  would  also  state  that  the  condition  of  four  patients 
now  living,  from  nine  to  twenty  years  after  operation,  was  so 
unpromising  at  the  time  that  no  permanent  benefit  could  be  rea- 
sonably hoped  for. 

N'ow,  facts  like  these  cannot  be  ignored,  and  in  my  opinion  are 
not  difficult  to  explain,  independently  of  the  hemostatic  and 
antiseptic  attributes  of  the  agent  employed. 

This  singular  immunity  from  relapse,  so  often  observed,  can 
in  no  other  manner  be  explained  than  by  attributing  it  to  (1)  the 
avoidance  of  operative  or  traumatic  infection  of  exposed  sur- 
faces, and  (2)  the  destructive  effects  of  the  heat  on  outlying 
tissues  and  cells  already,  doubtless,  in  a  transition  stage  of  de- 
generation and  far  beyond  the  line  of  excision. 

'  In  the  face  of  all  this,  what,  I  would  ask,  are  honorable  and  fair-minded 
members  of  our  profession  to  think  of  a  statement  like  the  following?  "  High 
amputation  has  gone  by,  just  as  we  heard  to-day,  and  it  is  more  dangerous 
than  hysterectomy.  None  of  us  did  it  better  than  Schroder,  and  he  lost  eight 
per  cent  of  his  cases  "  (Transactions  of  American  Association  of  Obstetricians 
and  Gynecologists,  1894).  Though  unworthy  of  notice,  I  shall  merely  say 
that  all  such  attempts  to  ignore  my  work,  or  by  implication  to  discredit  my 
records,  are  disingenuous,  unmanly,  and  unworthy  our  profession. 
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This  well-grounded  opinion,  briefly  stated,  but  emphasizes 
what  I  said  more  fully  three  years  ago,  and  may  bear  repetition 
now : 

"  I  am  of  the  opinion  that  in  the  parametric  tissue  of  many 
cancerous  uteri,  and  much  beyond  what  might  seem  to  be  the 
limit  of  disease,  there  exist  some  morbid  cell  changes  due  to 
faulty  nutrition,  or  cancer  germs,  but  in  so  undeveloped  a  state 
as  to  be  inappreciable  even  by  the  aid  of  the  most  powerful 
microscope.  Under  such  circumstances  there  is  surely  nothing 
unreasonable  in  surmising  that  cell  proliferation,  hitherto  slow, 
or  almost  dormant,  would  be  hastened,  and  that  formative  pro- 
cesses, so  responsive  to  any  kind  of  irritation,  would  be  roused 
into  active  life  through  the  traumatic  stimulus  of  an  operation 
and  the  exposure  of  more  or  less  extensive  raw  surfaces.  On 
the  other  hand,  in  the  progress  of  an  amputation  by  cautery, 
and  where  the  heated  knife  is  so  long,  and  repeatedly  applied 
(for  such  operations  must  be  slow),  the  effects  of  the  heat  on 
outlying  structures  may  be  imagined  by  the  shrivelled  and  com- 
paratively small  size  of  what  had  been,  before  operation,  a  volu- 
minous cervix.  In  no  other  manner  do  I  think  it  possible  to 
explain  certain  phenomena  following  these  operations  by  gal- 
vano  cautery,  e.g.^  (I)  absence  of  fever  and  almost  all  pain,  pelvic 
or  peritoneal;  (2)  the  almost  universal  immunity  of  the  scar 
tissue  after  cauterization  from  secondary  attack  in  the  event  of 
recurrence  of  the  disease  ;  and  (3),  in  the  case  of  relapse,  the  long 
respite  obtained  from  reappearance  of  the  disease  in  remote 
parts,  even  in  the  more  unpromising  cases  of  undoubted  oircum- 
uterine  infiltration." 

From  this  cursory  review  of  the  subject  in  its  clinical  aspect 
it  would  appear  evident  that  utero- vaginal  structures  which  have 
been  severed  by  galvano-cautcry,  or  from  which  diseased  por- 
tions have  been  excised  by  such  means,  are  left  in  a  state  more 
favorable  for  restoration  to  a  norTual,  or  at  least  a  healthy  con- 
dition, than  where  scalpel  or  scissors  have  been  employed. 
Therefore  this  new  departure  in  the  technique  of  hysterec- 
tomy, whatever  the  condition  demanding  it,  must  necessarily  be 
followed  by  results  even  better  than  the  best  yet  obtained. 
IIow  much  greater,  then,  and  far  reaching  must  the  success  be, 
whether  in  supravaginal  excision  or  total  ablation,  for  a  disease 
so  terrible  and  of  a  nature  so  prone  to  recurrence  as  cancer! 

In  conclusion,   I  have  only  to  say  that,  having  now  demon- 
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strated  the  entire  practicability  of  performing  these  important 
operations  by  the  aid  of  the  galvanic  cautery,  and  to  the  exclu- 
sion of  all  ordinary  cutting  instruments,  gynecologists  who  fail 
to  take  advantage  of  a  method  so  safe,  and  yet  so  promising,  as- 
sume the  grave  responsibility  of  withholding  from  the  afflicted 
the  most  reliable  means  through  which  a  cure,  or  at  least  a  long 
respite  from  suffering  and  death,  may  be  reasonably  assured. 
314  Clinton  street. 


A  CASE  OF  VERY  EARLY  ECTOPIC  GESTATION, 

WITH   COMPLETE  SEPARATION   OP   THE    TUBE  FROM   THE    UTERINE  CORNU    AT 

TIME  OF   RUPTURE. 


BY 

J.  F.   W.  ROSS,  M.D., 
Toronto. 


(With  plate.") 


Ectopic  gestation  is  now  so  well  understood  that  it  is  not 
necessary  to  make  any  explanation  to  readers  of  the  present  day. 
The  old-time  tragedies  are  being  repeated  from  week  to  week  in 
our  large  cities  ;  they  were  not  understood  in  the  past,  but  they 
are  understood  in  the  present  day. 

In  my  experience  I  have  been  able  to  diagnose  unruptured 
ectopic  gestation.  I  have  operated  on  a  number  of  cases  and 
have  seen  the  condition  in  all  its  varied  phases,  from  the  removal 
of  a  full-time  child  lying  outside  the  uterus  to  the  rupture  of  a 
tube  filled  with  a  two  or  a  three  weeks'  gestation,  or  the  case  I 
am  about  to  relate.  The  average  period  of  rupture  is,  perhaps, 
the  tenth  week  of  gestation. 

I  have  been  so  much  impressed  with  this  last  case  that  I  have 
had  a  life-size  water-color  drawing  made  of  the  uterus,  for  the 
purpose  of  demonstrating  the  manner  in  which  the  tube  was 
broken  off  close  to  the  uterine  cornu  at  the  time  of  rupture,  and 
also  to  show  the  smallness  of  the  calibre  of  the  tube  where 
filled  with  products  of  fecundation.  It  is  difficult  to  realize  how 
such  a  small  alteration  from  the  normal  condition  can  produce 
such  rapidly  fatal  results. 

The  present  patient  was  34  years  of  age,  mother  of  three 
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children,  and  the  last  child  was  bom  five  years  before.  Though 
not  robust,  she  had  been  in  good  health  until  one  week  before 

I  saw  her,  and  she  complained  of  a  feeling  of  weight  in  the 
pelvis,  but  paid  very  little  attention  to  it.  Her  husband  hav- 
ing left  the  house  to  attend  to  his  work,  she  was  standing  in  the 
doorway  at  8  a.m.  when  she  was  seized  with  sudden,  violent  pain 
in  the  abdomen  in  the  neighborhood  of  the  navel.  She  was 
scarcely  able  to  drag  herself  into  the  house  and  dropped  pros- 
trate on  a  chair.  The  husband  returned  about  9  o'clock  and 
found  his  wife  in  this  condition.  The  doctor  was  sent  for,  and 
on  his  arrival  she  was  cold  half-way  to  the  elbows  and  knees, 
pale,  evidently  suffering  from  severe  shock.     I  was  sent  for  at 

II  P.M.,  and  on  my  arrival  at  the  house,  after  looking  at  the 
patient,  said  to  the  doctor  that  the  case  looked  exactly  like  one 
of  ectopic  gestation  with  intraperitoneal  hemorrhage.  We  ex- 
amined into  the  symptoms  carefully  and  could  find  no  evidence 
of  gestation.  The  patient  had  been  unwell  naturally  ten  days 
before  ;  she  had  been  as  regular  with  her  menstruation  as  clock- 
work ;  had  no  breast  symptoms,  had  had  no  vomiting.  I  passed 
a  catheter  and  attempted  to  draw  the  water,  and  removed  but 
a  wineglassful.  The  patient  stated  that  she  had  not  passed 
water  since  morning.  Feeling  satisfied  that  the  bladder  was 
emptied,  the  question  then  came  up,  Could  she  be  suffering  from 
ruptured  bladder?  The  pallor  pointed,  however,  to  intraperi- 
toneal iiemorrhage.  Vaginal  examination  revealed  nothing. 
On  palpation  of  the  abdomen  it  was  evident  that  there  was  a 
collection  of  fluid  in  the  peritoneal  cavity.  The  patient  was 
almost  pulseless  and  lay  turned  onher  right  side,  and  comphiined 
of  a  dragging  feeling  when  she  turned  on  her  back.  The  uterus 
was  pressed  toward  the  left  and  the  effusion  of  blood  was  on 
the  right  side  of  the  abdomen,  and  yet  the  ruptured  tube  was  on 
the  left  side. 

Thinking  that  she  might  rally  by  morning,  I  advised  lier  im- 
mediate removal  to  the  hospital.  She  was  taken  there  at  15  a.m. 
and  all  arrangements  made  for  early  operation  in  the  morning. 
On  my  arrival  at  the  hospital  in  the  morning  I  found  her  still 
almost  pulseless,  and  after  consultation  it  was  decided  that  it 
would  be  impossible  to  give  her  ether  or  chloroform  witiiout 
having  a  fatality  on  the  table.  I  therefore  decided  to  open  the 
abdomen  by  means  of  ethyl  chloride  as  a  local  anesthetic  and 
put  in  a  drainage  tube.     By  doing  so,  and  by  allowing  the  blood 
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to  escape  from  the  peritoneal  cavity,  I  thought  the  shock  might 
be  diminished  and  that  we  might  be  able  to  complete  the  ope- 
ration under  chloroform  or  ether  at  a  subsequent  time.  She  had 
verj  little  pain  while  the  opening  was  being  made ;  this  was 
done  in  a  few  seconds.  I  noticed  that  when  the  peritoneum  was 
grasped  with  a  pair  of  forceps  she  winced.  The  skin  and  the 
peritoneum  seemed  to  be  the  only  sensitive  structures.  While 
finding  the  cul-de-sac  of  Douglas  for  the  placing  of  the  drainage 
tube,  I  passed  down  my  linger  and  took  the  opportunity  of 
feeling  rapidly  the  tubes  on  each  side.  The  right  tube  and 
ovary  I  found  healthy  ;  the  left  tube  I  felt  was  not  in  normal 
condition,  and  concluded  that  ruptured  ectopic  gestation  was  the 
cause  of  the  hemorrhage.  It  was  impossible,  however,  to  draw 
this  up  to  ligate  it  without  the  use  of  an  anesthetic.  At  the 
subsequent  operation,  of  which  I  will  speak  in  a  few  moments, 
it  was  a  difficult  matter  to  ligate  tlie  stump. 

Through  the  drainage  tube  the  blood  that  was  free  in  the 
abdominal  cavity  escaped  and  ran  out  in  a  pool  on  the  mattress, 
as  the  patient  insisted  on  turning  on  her  side.  Her  friends  re- 
mained with  lier  that  afternoon  and  evening,  expecting  her  to 
die  every  minute;  but  she  rallied  a  little,  and  on  Sunday  morn- 
ing (forty-eight  hours  after  the  primary  rupture)  the  pulse 
dropped  to  112.  Peritonitis  set  in,  as  a  consequence,  no  doubt, 
of  the  large  amount  of  blood  clot  scattered  throughout  the  peri- 
toneal cavity  (a  peritonitis  I  have  frequently  seen  follow  on  the 
intraperitoneal  extravasation  of  blood,  and  a  question  deserving 
some  consideration  at  the  hands  of  the  pathologists),  and  the 
patient  became  distended.  All  fresh  hemorrhage  had  practically 
ceased  during  the  Sunday,  but  early  on  Monday  morning  it 
began  again. 

After  consultation  with  one  of  my  confreres  we  decided  that, 
although  the  case  was  almost  hopeless,  it  was  our  duty  to  make 
an  effort  to  tie  the  bleeding  vessels.  Ether  was  administered 
with  the  greatest  caution  and  with  great  difficulty.  I  enlarged 
the  opening  with  ethyl  chloride  during  the  administration  of  the 
ether,  to  save  time,  and  drew  up  the  stump.  The  seat  of  the 
trouble  was  close  to  the  uterine  cornu  in  the  isthmus  of  the  tube, 
and  when  the  ligature  was  placed  it  was  found  necessary  to 
include  in  it  part  of  the  cornu  of  the  uterus.  The  tuhe  was 
completely  separated  from  the  portion  that  remained  attached  to 
the  uterus.     The  part  containing  the  ectopic  gestation  was  no 
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thicker  than  an  ordinary  lead  pencil,  and  the  pregnancy  it  con- 
tained could  not  have  been  of  longer  duration  than  about  two 
weeks.  As  it  was  placed  in  the  narrowest  and  least  elastic 
portion  of  the  tube,  the  expansion  produced  by  its  growth 
necessitated  an  early  rupture  of  the  tube.  The  abdomen  was 
washed  out  as  rapidly  as  possible,  large  handfuls  of  clots  were 
removed,  and  the  patient  put  to  bed.  She  lived  only  twelve 
hours  longer,  though  the  hemorrhage  ceased  after  the  application 
of  the  ligature. 

It  was  a  difficult  matter  to  decide  what  we  should  do  for  the 
best.  The  patient  was  at  death's  door  from  the  moment  she 
was  first  taken  with  the  pain  while  standing  on  her  doorstep. 
There  was  no  history  of  any  previous  inflammatory  attack  ; 
ovaries  and  tubes  were  in  a  healthy  condition  and  there  was  not 
a  single  adhesion  found  anywhere.  Why  this  ovule  should  have 
become  blocked  and  fecundated  just  where  it  was  it  is  impossible 
to  explain.  I  have  no  doubt  that  in  cases  of  ectopic  gestation 
in  which  we  have  very  early  rupture,  the  seat  of  the  gestation 
will  be  found  to  be  in  the  isthmus  of  the  tube  near  the  uterine 
end.  lo  ray  experience  with  these  cases  the  gestation  has 
always  heretofore  been  in  some  portion  of  the  outer  two-thirds 
of  the  tube.  When  ectopic  gestation  occurs  without  pnMJucing 
symptoms  until  the  period  of  rupture,  it  will  usually  be  found 
that  the  gestation  is  of  short  duration,  and  in  such  cases  there 
will  be  no  symptoms  whatever  to  aid  one  in  his  diagnosis.  The 
woman  will  simply  be  collapsed  and  bloodless,  two  important 
points  pointing  to  the  diagnosis  of  intraperitoneal  hemorrhage. 
The  pallor  in  these  cases  is  usually  quite  marked  and  greater 
than  in  cases  of  ordinary  shock. 

Last  summer  I  saw  a  case  of  ectopic  gestation.  I  was  out  of 
town  and  telegraphed  for.  On  my  arrival  i)reparations  had 
been  made  for  immediate  operation.  The  lady  had  retired  feel- 
ing almost  as  well  as  usual  the  night  before,  and  at  2  a.m.  her 
husband  wa.«?  aroused  and  she  told  him  that  she  had  terrible  pain 
in  the  abdomen  and  felt  very  faint,  lie  recognized  at  once  that 
the  case  was  serious,  and  sent  for  a  doctor  who  concluded  that 
immediate  consultatit)n  should  be  called.  Two  or  three  ]>rofes- 
sional  gentlemen  were  summoned,  and  they  all  decided  that 
immediate  operation  was  called  for  and  that  the  case  was  one  of 
ruptured  extrauterine  pregnancy.  The  lady  had  just  returned 
from  a  canoeing  expedition  with  her  husband,  an<l.  with   the 
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exception  of  a  little  pelvic  discomfort,  bad  felt  well.  Id  this 
case  an  immediate  operation  was  performed  and  the  patient 
never  rallied. 

I  was  impressed  at  that  time  with  the  idea  that  we  should 
perform  immediate  transfusion  in  such  cases  before  proceeding 
to  do  a  celiotomy.  Since  then  I  have  not  had  an  opportunity 
to  carry  out  this  practice  until  the  case  first  reported  occurred. 
Instead  of  immediate  transfusion  we  used  the  mediate  with  pre- 
pared solution.  This  did  not  seem  to  have  very  much  effect ; 
the  patient  began  to  rally  long  after  the  transfusion  had  been 
performed.  I  have  come  to  the  conclusion,  therefore,  that  the 
element  of  shock  is  of  as  much  importance  as  the  hemorrhage. 
When  the  blood  was  allowed  to  escape  from  the  abdomen  by 
inserting  a  drainage  tube  the  patient  began  to  rally. 

In  reviewing  the  history  of  such  extreme  cases  I  cannot  see 
that  it  is  possible  for  the  surgeon  to  save  them.  In  the  iirst 
place,  there  are  no  symptoms  to  warn  the  attending  physician; 
in  the  second  place,  the  symptoms  are  so  sudden  and  severe  that 
the  added  shock  of  an  abdominal  operation  will  turn  the  balance 
the  wrong  way,  and  if  the  hemorrhage  is  allowed  to  continue 
the  patient  will  die,  and  if  the  abdomen  is  not  cleared  of  the 
large  mass  of  clot  poured  out  into  its  cavity  a  fatal  peritonitis 
will  supervene.  This  is  only  the  second  case  of  ectopic  gestation 
that  has  died,  after  operation,  in  my  hands. 

481  Sherborne  street. 


PERITONEAL  IRRIGATION   AND  DRAINAGE. 


a.  H.   cordier,  M.D., 

Lecturer  on  Abdominal  Surgery,  Kansas  City  Medical  College, 

Kansas  City,  Mo. 


The  latest  works  on  abdominal  and  pelvic  surgery  contain, 
like  the  older  books,  very  short  and  misleading  articles  on  the 
indications  for  peritoneal  irrigation  and  drainage,  and  still  less 
explicit  are  the  directions  how  to  use  these  agents  for  good  in- 
telligently and  correctly.  This  diversity  of  opinion  among 
book-rack  authors  leaves  the  inexperienced  beginner  in  a  posi- 
tion of  perplexity  and  doubt  as  to  the  special  course  he  is  to 


572       cokdier:  peritoneal  irrigation  and  drainage. 

pursue  in  his  early  work.  No  one  should  undertake  to  irrigate 
or  drain  a  peritoneal  cavity  before  he  has  witnessed  and  assisted 
a  master  in  this  special  branch  of  our  healing  art  in  a  large  se- 
ries of  cases  and  has  mastered  his  teacher's  technique. 

If  you  hear  an  operator  condemning  drainage,  and  on  exam- 
ining his  mortality  column  lind  a  death  rate  of  eight  to  twelve 
per  cent  in  a  series  of  cases,  and  a  number  in  this  list  under 
heading  of  "  cause  of  death  unknown,"  "  peritonitis,"  "  heart 
failure,"  "  hemorrhage,"  you  may  rest  assured  that  some  deaths 
could  have  been  averted  by  the  irrigator  and  tube.  "  People 
seldom  improve  when  they  have  no  model  but  themselves  to 
copy  after."  To  illustrate  this  diversity  of  opinion  among 
gynecological  and  surgical  writers  I  will,  with  your  kind  indul- 
gence, quote  from  a  few  of  the  standard  text  books.  One  au- 
thor condemns  drainage  and  on  the  same  page  tells  how  he  uses 
it :  "A  rubber  tube,  perforated  for  three  inches  of  its  abdomi- 
nal end,  and  lone:  enousfh  to  run  out  over  the  edoje  of  the  bed 
into  a  basin  filled  with  carbolized  water  to  prevent  the  entrance 
of  germs."  The  same  writer  speaks  of  secondary  drainage  to 
remove  putrid  discharges  collected  in  the  pelvis,  to  prevent  sep- 
tic symptoms,  and  adds:  "Of  course  no  one  would  think  of 
performing  this  operation  until  septic  fever  is  evident." 

Another  writer  says :  "If  a  drainage  tube  has  been  used  it 
should  be  well  corked  [italics  mine]  until  symptoms  of  blood- 
poisoning  arise,  when  it  is  to  be  opened  frequently  to  admit  of 
the  escape  of  any  fluid  that  may  be  in  the  cavity,  .  .  .  and  a 
hard-rubber  syringe  passed  to  the  l)ottoin  of  the  tube  to  remove 
what  has  not  run  out." 

A  noted  German  author  and  operator  writes  :  "  After  a  vaginal 
and  supravaginal  hysterectomy  I  continue  to  use  drainage  of 
the  poticii  of  Douglas,  in  spite  of  various  publications  whicli 
state  that  the  omission  of  this  is  not  injurious.  I  attribute  my 
success  essentially  to  this  treatment  in  connection  with  two  ob- 
servations that  I  have  tnade.  One  case  perished  from  sei)tic 
j)eritoiiitis  in  which  the  tube  was  allowed  to  escaju*  and  a  col- 
lection of  secretions  formed  at  tlie  bottom  of  Douglas'  pouch. 
In  the  second  case  I  was  inducetl  by  the  piiblication  of  success- 
ful cases  without  drainage  to  oitiit  the  latter,  which  1  otherwise 
woukl  have  employed.  The  patient  recovered  well  from  the 
shock  of  the  operation ;  in  the  course  of  the  second  day,  how- 
ever, an  extremely  threatening   collapse   occurred,  with   pallor 
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of  countenance  and  increased  frequency  of  pulse.  The  symp- 
toms disappeared  at  once,  as  I  Lad  the  patient  sit  up  and  sepa- 
rated the  sides  of  the  opening  in  the  vault  of  the  vagina  by 
passing  my  fingers  into  it.  A  large  amount  of  sticky  and  foul 
fluid  was  discharged.  From  this  moment  the  patient  got 
better."  He  says  on  the  indication  when  to  remove  the  drain- 
age tube  :  "  Usually  between  the  third  and  fourth  day  a  pe- 
culiar period  of  drawing  is  experienced  in  the  umbilical  region. 
I  then  remove  the  tube.  Since  1  have  employed  this  method  of 
treatment  the  results  of  supravaginal  amputation  have  become 
essentially  better  and  surer."  This  great  operator  lets  this  great 
lesson  from  Nature  in  drainage  teach  him  nothing.  In  seventy- 
seven  salpingectomies  this  same  operator  had  fourteen  deaths 
with  no  history  of  drainage.  Of  this  number  ten  died  of  sepsis, 
or  the  result  may  be  traced  to  this  source  as  a  cause. 

One  aspirant  to  operative  fame,  when  discussing  drainage 
with  a  professional  brother,  said :  "  I  do  not  see  how  you  can 
drain  the  pelvis  with  the  tube  standing  straight  up."  His  wise 
senior  replied  :  "  Turn  the  patient  on  her  side  and  let  it  run 
out." 

I  have  seen  a  drainage  tube  pushed  down  into  the  pelvis  and 
the  dressings  and  bandage  applied  over  its  outer  extremity,  and 
that,  too,  by  a  teacher  before  his  class,  at  the  same  time  remark- 
ino-  that  he  had  had  a  number  of  fecal  fistulse  following  the  use 
of  the  tube,  and  that  it  was  very  troublesome  to  keep  the 
dressings  clean  and  dry. 

Hydrostatic  pressure  on  the  diaphragm  has  been  advanced  as 
a  counter  indication  to  the  use  of  the  irrigator.  An  outward 
flow  during  your  irrigation  is  obtained  if  used  properly ;  you 
rarely  wash  the  diaphragm  unless  you  have  been  using  the 
Trendelenburg  position  and  had  your  patient's  diaphragm  and 
liver  flushed  with  pus  or  other  septic  fluids  during  the  operation. 
You  do  not  use  water  hot  enough  to  paralyze  the  solar  plexus, 
as  some  apprehend. 

The  general  surgeon  long  since  called  attention  to  the  fact 
that  oil  abscesses  with  a  limiting  wall,  if  disturbed,  in  many 
cases  lead  to  systemic  infection  by  changing  the  character  of 
this  breastwork  to  one  with  absorbing  functions.  While  this 
fact  was  long  since  recognized,  it  was  not  suspected  that  the 
chin^res  wr:>ii:^ht  in  the  surrounding  tissues  by  a  surgical  inter- 
ference lead  to  a  secondary  infection  by  the  admission  of  new 
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agents  into  the  abscess  cavity,  yet  every  effort  v^as  made  to  keep 
an  outward  flow  of  the  discharges  by  drainage,  throngli  counter- 
openings,  vapor  baths,  cathartics,  diuretics,  etc.,  etc.,  all  drain- 
age agents. 

If  we  accept  or  reject  the  germ  theory  of  the  suppurative 
process  and  its  prevention  by  antiseptic  or  aseptic  methods,  the 
truth  remains  unaffected  that  it  has  been  through  this  channel 
of  purification  that  we  have  learned  that  cleanliness  in  surgery  is 
next  to  godliness.  If  germicides  are  or  are  not  used  while^ope- 
rating,  the  diluent  acts  as  a  solvent  to  the  dirt  or  as  a  destruc- 
tive agent  to  the  pathogenic  bacteria,  and  the  same  end  is  obtained 
provided  both  methods  are  carried  out  with  equal  care  and  dili- 
gence, although  possibly  by  a  different  process — one  by  washing 
away  the  dirt  or  germs  present,  and  the  other  by  destroying  or 
inhibiting  those  not  destroyed.  The  object  in  either  method  is 
to  reduce  to  a  minimum  the  amount  of  chemical  substances  or 
number  of  germs,  so  that  the  functions  of  absorption,  destruc- 
tion, and  elimination  are  not  overtaxed,  at  the  same  time  re- 
ducing to  the  lowest  ebb  the  fermentative  fever  tendency  by 
removing  at  the  time  of  the  operation  as  much  of  the  fever-pro- 
ducing agent  as  possible  by  irrigation  and  by  keeping  the  locality 
clean  by  thorough  drainage  afterward.  There  are  localities  in 
the  body  where  germicides  cannot  be  used  in  strengths  sufticient 
to  have  the  action  desired  without  producing  toxic  effects. 
Fortunately  it  is  in  this  same  locality  that  we  have  the  greatest 
absorptive  and  eliminative  function  develojicd. 

The  same  principles  hold  good  in  draining  the  peritoneal 
cavity  that  are  applicable  to  other  parts  of  the  body.  No  sur- 
geon, with  all  the  antiseptic  precautions  possible  to  be  used  in 
opening  a  diffused  abscess  of  the  thigh  or  other  parts  of  the 
body,  would  think  of  such  a  thing  as  at  once  closing  the  wound 
hermetically,  leaving  many  broken-down  shreds  of  diseased 
tissue  dangling  in  the  abscess  cavity.  lie  may  have  irri- 
gated the  cavity  thoroughly  with  a  "  1  :  1000,"  yet  he  would 
not  feel  it  safe  to  close  the  wound  until  after  he  had  made  coun- 
ter-openings and  introduced  the  drainage  tube,  this  being  as 
near  ideal  surgery  as  it  is  possible  to  obtain  in  these  cases.  The 
presence  of  the  tube  does  not  have  special  healing  virtues,  only 
in  so  far  as  it  keeps  the  parts  free  from  the  poisonous  discharges 
and  permits  the  structures  to  come  in  contact  and  heal  in  tlieir 
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normal  relations,  and  at  tlie  same  time,  by  this  system  of  drain- 
age, avoids  the  absorption  of  septic  and  putrid  material. 

Some  operators  have  endeavored  to  inaugurate  an  ultra-refine- 
ment in  the  indications  for  the  use  of  drainage,  and  have  ad- 
vised the  surgeon  to  have  constantly  present  at  his  sections  an 
experienced  bacteriologist,  who,  with  sterilized  platinum  wire, 
glass  covers,  and  an  oil-immersion  lens,  will  quickly  mount, 
stain,  and  examine  any  suspected  fluid  or  tissue  for  pathogenic 
micro-organisms.  The  operator,  if  his  work  is  finished  before 
the  germs  are  discovered  or  the  number  of  neighborhoods  esti- 
mated, will  wait  with  fear  and  trembling  for  the  verdict  as  to 
whether  he  is  to  introduce  the  drainage  tube  or  close  up  and  let 
]^ature  battle  with  a  few  staphylococcus  or  streptococcus  settle- 
ments, and  if  the  patient  dies  he  will  console  himself  and  the 
friends  of  the  departed  with  the  assurance  that  it  was  a  dispen- 
sation of  the  good  and  all-wise  Providence.  I  would  advise, 
when  in  doubt  as  to  whether  to  drain  or  not  to  drain  in  a  given 
case,  to  introduce  the  tube.  Bacteria  may  not  be  discovered  in 
a  fluid  taken  from  one  part  of  the  pelvis,  yet  in  another  location, 
within  an  inch  of  that  one,  myriads  of  pyogenic  germs  may 
exist.  Much  better  a  drainage  in  the  hands  of  a  well-trained 
operator  than  a  microscope. 

If  twenty  per  cent  of  the  cases  of  diseased  uterine  appendages 
and  a  large  percentage  of  cases  of  peritonitis  be  due  (as  is 
claimed  by  some  who  oppose  the  use  of  drainage)  to  tuberculosis, 
I  cannot  understand  why  drainage  should  not  be  used  in  every 
case  where  such  a  diagnosis  is  probable,  especially  in  the  modern 
recognition  (1862  to  1S95)  of  the  curative  effects  of  drainage  in 
tubercular  peritonitis. 

Aseptic  fluids  do  no  harm  if  absorbed,  but  it  must  be  remem- 
bered that  a  peritoneum  from  which  a  large  growth  has  been 
removed,  or  one  that  has  sustained  much  traumatism,  will  not 
absorb  rapidly,  but  will  be  disposed  to  give  out  much  fluid, 
which,  if  left  in  the  vicinity  of  the  intestines  to  become  stag- 
nant, will  in  all  probability  become  septic  by  bacterial  invasion 
from  this  canal.  If  any  pus-forming  agents  are  introduced  dur- 
ing the  operation,  or  even  if  some  are  already  present  in  limited 
numbers,  the  presence  of  much  blood  in  the  peritoneal  cavity 
prevents  to  some  extent  the  absorption  of  these  pathogenic  bac- 
teria and  their  destruction  by  the  phagocytes,  and  thus,  being  al- 
lowed to  remain,  they  rapidly  multiply  in  this  fertilized  hot-bed, 
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producing  a  rapidly  fatal  peritonitis  in  the  majority  of  instances. 
If  this  truth  is  accepted  no  surgeon   should  fail  to  irrigate  and 
drain  after  an  operation  for  the  removal  of  pus  tubes,  dermoids, 
etc.,  etc.,  or  where  there  was  much  ejffused  blood  during  or  fol- 
lowing an  intraperitoneal  operation.     A  peritoneum  cannot  ab- 
sorb liquids  as  long  as  it  is,  so  to  speak,  "  water-logged  "    or 
edematous.     Any  method  or  treatment,  whether  by  drainage  or 
hydragogues,  has  the  same  object  in  view — that  is,  the  removal 
of  the  effused  liquid  or  its  elimination  by  hastening  its  absorp- 
tion.    In  "hulling"   out  adherent  pus   tubes  or  dermoids,  or 
breaking  up  adhesions,  many  surfaces  are  of  necessity  denuded 
of  peritoneum.     These  surfaces  have  very  poor  absorptive  pow- 
ers, yet  they  pour  out  much  fluid  whicli,  if  not  removed  early, 
is  likely  to  become  putrid  or  septic.     It  is  a  well-recognized  fact 
that  a  traumatism  produced  by  aseptic  agents  leading  to  plastic 
inflammation  is  localized  to  the  seat  of  the  injury  and  does  not 
spread  much  beyond  this  location  as  long  as  the  surroundings 
are  kept  aseptic;  also,  that  the  germ-producing  powers  of  a  once 
begun  septic  peritonitis  are  unlimited,  and  the  bacterial  hot-bed 
being  located  within  the  cavity  afi'ected  accounts  for  its  wide 
spread.     With  this  truth  before  us  we  should  in  every  case  do 
all  operations,  if  not  antiseptically,  aseptically,  and,  to  insure 
the  maintenance  of  this  clean  condition,  endeavor  to  keep  the 
cavity  as  clean  as  possible  after  the  operation  by  not  only  drain- 
ing the  non-decomposed  secretions  and  thus  reducing  the  sever- 
ity of  the  aseptic  fever  to  its  lowest  ebb,  but  at  the  same  time 
reducing  to  a  minimum  the  number  of  patliogenic  germs  acci- 
dentally or  unavoidably  introduced  during  the  |)erformance  of 
the  operation  and  thereby  thwart  an  attack  of  acute  peritonitis. 
In  cases  operated  on  where  there  existed  at  the  time  of  the  ope- 
ration a  free  dropsical  fluid,  a  drainage  tube  must  beintroduced, 
as  the  peritoneum  cannot  absorb  anything  when  in   this  condi- 
tion, and  by  keeping  it  dry   a  few  days  tlie  etfusion  in  many 
eases  ceases  to  reaccumulate,  unless  the  presence  of  the  fluid  be 
due  to  malignant  disease  of  the  peritoneum  or  other  abdominal 
or  pelvic  viscera.     In  old  and  debilitated  patients  the  ahsorptive 
powers  of  the  peritoneum  are  lessened,  and   in  these  cases  we 
And  an  indication  for  drainage.     Operations  involving  structures 
in  a  state  of  inflammation  are  always  followed  by  a  profuse  flow 
of  serum,  which  is  more  liable  to  become  purulent  or  septic  than 
if  the  structures  were  healthy.     There  is  less  pain  in  the  cases 
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that  are  drained,  as  the  pain  from  pressure  on  the  nerves  caused 
by  the  effused  liquid  is  removed  with  tlie  liquid.  Fluid  is  liable 
to  underfi:o  decomposition  from  contamination  through  the  in- 
testinal walls.  The  accumulation  of  fluid  in  the  pelvis  must  be 
prevented,  if  possible,  after  all  operations. 

Drs.  Price  and  Wylie  years  ago  called  attention  to  the  fact 
that  many  deaths  from  so-called  shock  were  in  reality  deaths 
from  concealed  fatal  hemorrhages,  and  advocated  the  introduc- 
tion of  the  tube  in  those  cases  in  which  there  was  free  oozing 
during  or  following  an  operation.  The  presence  of  the  tube  by 
keeping  the  peritoneal  cavity  free  from  Ivmph,  is  a  direct  and 
most  efficient  hemostatic.  This  fluid,  normally  present  in  small 
amount,  is  greatly  augmented  by  the  manipulation  of  the  peri- 
toneum  during  the  performance  of  an  abdominal  section,  and 
hke  the  moist  fomentations  over  the  scarified  surface  of  anj 
other  part  of  the  body,  promotes  bleeding  and  prevents  the  for- 
mation  of  firm  clots  in  the  mouths  of  the  small  blood  vessels 
torn  across  while  breaking  down  adhesions. 

Irrigatwn.~Yre^h\y  boiled  distilled  or  filtered  water  cooled 
to  102°-110°  F.  should  be  used  in  irrigating.  After  the  per- 
formance of  the  operation,  and  before  the  stitches  have  been 
introduced,  the  cavity  should  be  thoroughly  washed  by  means  of 
an  irrigator.  This  consists  of  a  rubber  tube  three  feet  long  and 
three-quarters  of  an  inch  in  diameter,  to  one  end  of  whtch  is 
attached  a  funnel,  to  the  other  a  hard-rubber  nozzle  about  ten 
inches  long  with  side  perforations,  the  distal  end  being  closed 
except  for  a  small  opening  in  the  centre.  The  patient  is  turned 
on  her  side  toward  the  operator,  who,  with  two  fingers  of  the 
left  hand  introduced  near  the  lower  angle  of  the  abdominal  in- 
cision and  slightly  separated,  introduces  the  nozzle  of  the  irri- 
gator (having  first  started  the  water  running)  into  the  inferior 
angle,  guiding  it  by  the  fingers  to  the  lowest  recess  of  the  pelvis 
and  moving  it  about  from  one  locality  to  another,  while  the  water 
is  being  poured  into  the  funnel  from  a  pitcher  held  in  readiness 
to  be  used  for  this  purpose  only.  ' 

Just  before  beginning  the  irrigation  the  anesthetic  should  be 
pushed  a  little.  If  this  precaution  is  not  observed  the  patient 
Will  resist  your  efforts  and  cause  the  intestines  to  protrude 
through  the  incision,  causing  unnecessary  delay  in  replacing 
them  and  keeping  them  replaced.  This  is  an  illustration  of  the 
stimulating  and  reviving  effect  of  the  hot  water.  While  thus 
37 
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using  the  water  it  is  surprising  to  see  with  what  rapidity  and 
force  the  large  blood  clots  and  other  foreign  bodies  present  are 
forced  from  the  cavity.     During  the  flow  of  the  water  the  ope- 
rator should  gently  move  the  viscera  around,  that  the  fluid  may 
come  in  contact  with  every  nook  and  corner.     As  long  as  the 
water  comes  away  blood-stained,  especially  after  using  consider- 
able hot  water,  you  may  know  that  some  hemorrhage  is  going 
on,  except  in  extrauterine  pregnancy  with  rupture  or  where 
you  find  much  free  blood  and  soft  clots.     Here  the  water  will 
continue  to  return  blood-stained  as  long  as  you  use  it,  and  will 
lead  the  inexperienced  operator  to  think  that  an  alarming  hem- 
orrhage is  going  on  and  cause  him  to  seek  the  source  of  the 
bleeding.     The  blood-stained  fluid  returning  through  the  inci- 
sion is  much  darker  in  this  condition  than  if  a  hemorrhage  is 
actually  going  on  during  your  irrigation.     The  operator  should 
always  test  the  temperature  of  the  water  by  introducing  hie 
hand  into  each  pitcherfnl  as  it  is  being  raised  to  the  height  of 
the  funnel,  which  is  held  by  the  assistant.     The  irrigator  should 
always  be  started  to  running  before    the  introduction    of   the 
nozzle.     In  some  cases  it  will  be  necessary  to  use  much  more 
water  than  in  others,  as  in  cases  of  ectopic  gestation   with  rup- 
ture in  which  a  large  quantity  of  blood  is  found.  <>r  in  ruptured 
pus  tubes  or  profuse  hemorrhage  from  broken-down  adhesions, 
etc.,  etc.     Its  hemostatic  effects  are  often  quickly  noticed,  much 
to  the  satisfaction  of  the  operator  where  there  is  an  alarming 
hemorrhage  from  torn  vessels  or  a  general  oozing.     Its  bene- 
ficial effects  are  also  perceptible  in  many  cases  in    preventing 
shock  or  causing  the  patient  to  rally  from  this  condition,  if  it 
exists.     If  your  operative  technique  has  been  good  and  yt»ur 
surgery  not  too  '*  chronic,"    your    irrigation    satisfactory    and 
your  drainage  tube  iiroperhj  introduced,  you  may  expect  a  re- 
covery in  a  larger  per  cent  of  these  cases  than  you  could  expect 
without  these  agents. 

In  addition  to  the  cases  mentioned,  irrigation  should  l)e  used 
in  all  cases  of  intestinal  and  bladder  injuries  where  there  is  a 
perforation  and  extravasation,  also  in  appendicitis  and  surgical 
operations  on  the  gall  bladder  and  kidneys  where  there  is  an 
escape  of  bile,  urine,  or  pus.  In  using  the  irrigator  avoid  too 
rough  handling  of  the  nozzle,  lest  you  disturb  your  pedicle  liga- 
tures and  start  up  an  alarming  hemorrhage.  After  thoroughly 
flushing  the  cavity  the  residual  fluid  is  removed  by  soft,  clean 
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•sponges.  A  small  quantity  of  the  clear  tiiiid  left  can  do  no 
harm.  In  fact,  in  some  cases,  as  in  ruptured  tubal  pregnancy, 
it  is  absolutely  impossible  to  leave  the  peritoneal  cavity  free 
from  clots  and  fluid.  In  this  condition  water  is  left  on  purpose, 
that  it  may  aid  in  liquefying  the  soft  clots  entangled  in  the  folds 
of  the  omentum  and  mesentery,  that  the  liquefied  product  may 
be  removed  by  aspiration  through  the  drainage  tube,  and  the 
work  of  digestion  and  absorption  by  the  peritoneum  lessened 
and  hastened.  Having  completed  your  irrigation  and  intro- 
duced your  silkworm-gut  sutures,  before  tying  them  you  intro- 
duce the  drainage  tube,  which  should  be  used  with  rare  excep- 
tions, where  in  your  opinion  it  has  been  necessary  to  use  irriga- 
tion. Some  operators  introduce  an  extra  stitch  at  the  site  of  the 
tube,  and  do  not  tie  it  until  the  tube  is  removed.  This  I  think 
unnecessary.  The  tube  is  a  straight  glass  one  of  lengths  and 
sizes  to  suit  individual  cases,  as  one  tube  cannot  be  adjusted  to 
accurately  fit  all  cases.  The  length  varies  from  three  inches  for 
children  to  nine  inches  to  meet  the  requirements  of  very  fat 
subjects  with  greatly  thickened  abdominal  walls  and  a  pelvis  of 
great  depth.  The  average  length,  however,  is  six  inches.  I 
have  not  seen  a  good  tube  the  diameter  of  which  was  over  five- 
eighths  of  an  inch  or  less  than  one  fourth.  The  tubes  are 
straight.  The  end  introduced  has  an  open  mouth,  that  large 
pieces  of  detached  shreds  of  adhesions  or  blood  clots  may  be 
removed  by  aspiration.  Many  small,  round  perforations  mark 
the  sides  of  the  tube  for  the  first  inch  and  a  half.  The  distal 
end  is  flanged  (not  down  on  the  sides  an  inch,  as  I  have  seen  in 
many  tubes)  the  same  as  you  see  in  the  commonest  tube.  This 
projection  retains  the  sheet  of  rubber  dam  and  at  the  same  time 
prevents  the  escape  of  the  tube  into  the  abdominal  cavity — an 
accident  not  likely  to  occur  if  the  tube  is  a  properly  selected 
one  and  introduced  in  the  right  way.  Having  selected  your 
tube — which,  by  the  way,  must  be  done  beforehand,  that  it  may 
have  been  properly  prepared  before  you  are  ready  to  use  it — you 
introduce  it,  precisely  as  was  directed  for  the  introduction  of  the 
nozzle  of  the  irrigator,  into  the  pelvis  or  the  region  to  be  drained. 
While  your  assistant  steadies  the  tube  and  thus  retains  it  where 
you  intend  that  it  shall  remain,  you  tie  your  sutures  and  ac- 
curately adjust  the  divided  structures,  making  the  tissues  closely 
fit  the  circumference  of  the  tube.  After  removing  the  fluid 
^collected  in  the  tube  at  this  time  by  means  of  a  long-nozzled 


580        cordier:  peritoneal  irrigation  and  drainage. 

piston  syringe  and  satisfying  yourself  that  everything  is  all 
right,  you  take  a  piece  of  rubber  dam  about  tifteen  inches 
square  with  a  small  niche  in  its  centre.  By  stretching  this  little 
opening  you  are  enabled  to  slip  it  over  the  flange  of  the  tube, 
and  upon  being  released  it  contracts,  so  accurately  fitting  the 
tube  as  to  make  it  impervious.  By  this  means  you  avoid  soiling 
the  dressing  by  the  escaping  drainage,  should  it,  from  careless- 
ness or  inattention  on  the  part  of  the  nurse,  be  permitted  to 
overflow.  Again  removing  any  fluid  collected,  you  cover  the 
opening  in  the  tube  with  absorbent  cotton,  and,  neatly  folding 
the  four  corners  of  the  rubber  dam  over  this,  entrust  it  to  the 
care  of  your  assistant  while  the  many-tailed  abdominal  l)inder  is 
being  adjusted.  One  corner  of  the  folded  dam  is  secured  to  the 
binder  with  a  safety  pin,  and  after  emptying  the  tube  again 
your  patient  is  put  to  bed  surrounded  by  the  usual  precautions. 

The  nurse  is  instructed  when  and  how  to  cleanse  the  tube. 
By  this  arrangement  of  the  dressings  the  tube  can  be  pumped 
out  as  often  as  it  Alls,  without  in  the  least  disturbing  the  patient 
by  the  removal  of  the  dressings. 

Every  aseptic  precaution  should  be  observed  in  the  emptying 
of  the  tube.  The  hands  of  the  nurse  or  the  physician  should  be 
clean,  the  syringe  should  be  scalded  each  time  before  using,  and 
the  mouth  of  the  tube  must  be  cleansed  by  a  pledget  of  absorb- 
ent cotton  before  the  syringe  is  introduced.  While  cleansing 
the  tube  with  the  syringe,  if  the  piston  fails  to  slip  easily  you 
may  know  that  a  blood  clot  or  shred  of  some  adhesions  has 
become  engaged,  and  by  with(h-awing  the  nozzle  you  may,  and 
often  will,  succeed  in  removing  the  foreign  body.  After  drying 
the  tube  a  fresh  supply  of  absorbent  cotton  is  jilaced  over  its 
mouth,  and  the  corners  of  the  rubber  dam  neatly  folded  over  it 
and  pinned.  The  same  precaution  should  be  observed  at  each 
cleansing  of  the  tube.  The  tube  should  be  raised  a  <]uarter  of 
an  inch  and  rotated  two  or  three  times  for  the  flrst  twenty-four 
h(»urs;  this  relieves  pressure  on  tlie  intestines,  if  any  exists, 
and  at  the  same  time  prevents  the  omentum  becoming  entangled 
in  the  holes  of  the  tube — an  accident  more  of  anticipated  dread 
tiian  of  actual  occurrence.  After  removing  the  glass  tube,  if 
there  is  any  fluid  likely  to  collect  within  the  next  twenty-four 
hours,  a  small  rubber  tube  may  be  left  in  the  site  of  the  glass 
tube  by  introducing  it  through  the  glass  tube  before  its  removal. 
This,  in  turn,  can  usually  be  removed  on  the  following  day. 
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By  using  drainage  as  I  have  described,  the  bandages  and 
dressings  are  kept  clean  and  dry  and  do  not  have  to  be  dis- 
turbed until  the  time  arrives  for  removing  the  tube  or  stitches. 
When  the  tube  fails  to  show  much  over  a  drachm  of  fluid 
collected  in  an  hour  or  two,  the  time  has  come  to  remove  it, 
unless  this  small  amount  of  fluid  is  purulent  or  offensive.  Ordi- 
narily the  tube  can  be  removed  on  the  second  to  the  sixth  day 
with  safety.  The  opening  soon  closes,  and  there  is  no  more 
danger  of  a  ventral  hernia  than  if  drainage  had  not  been  used. 

Gauze  is  a  very  good  protector  against  the  invasion  of  septic 
germs  in  new  territories,  and  this  is  exactly  what  it  does  when 
it  is  used  to  drain  the  bottom  of  the  pelvis.  It  fails  to  remove 
debris  and  micro-organisms.  The  gauze  may  be  used  where  it 
is  of  greatest  import  to  protect  the  upper  peritoneum  from  inva- 
sion, in  cases  where  there  is  a  danger  of  this  nature  anticipated, 
as  where  a  pus  sac  has  been  stripped  from  a  bowel  or  where  the 
development  of  a  fecal  fistula  is  feared  ;  but  even  here  a  glass 
tube  should  be  inserted  to  the  bottom  of  the  pelvis.  I  never 
use  the  Trendelenburg  position.  The  pelvic  cavity  in  pus  cases 
Jias,  by  a  slow  process  of  inoculation,  developed  more  or  less  of 
an  immunity,  the  extent  of  which  no  one  can  foretell  in  a  given 
<5ase.  The  upper  or  susceptible  peritoneum  may  be  said  to  exist 
above  the  pelvic  brim.  Any  position  of  the  patient  during  an 
operation  that  favors  the  infection  of  this  very  susceptible  area 
must  of  necessity  increase  the  dangers  from  the  operative 
procedure  by  this  new  infection.  This  upper  peritoneum  can- 
not be  drained  as  thoroughly  as  the  pelvic  cavity.  I  believe 
bilateral  dorsal  drainage  should  be  resorted  to  in  general  peri- 
tonitis. 

Some  decry  the  use  of  the  drainage  tube  in  the  abdomen  lest 
infection  occur,  and  within  a  few  lines  recommend  draining 
through  the  vagina,  a  cavity  the  normal  habitat  of  a  host  of 
fermentative  and  pyogenic  micro-organisms. 

Deductions. — Drainage  is  a  life-saving  process  when  used 
properly. 

To  use  it  is  not  an  admission  on  the  part  of  the  surgeon  that 
his  work  during  the  operation  was  imperfect. 

The  use  of  the  tube  alone  does  not  produce  or  leave  any  con- 
^iition  that  favors  the  development  of  hernia. 

The  omentum  or  other  structures  do  not  become  entangled  in 
the  openings  of  the  tube. 
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A  small-size  flint-glass  tube  with  small  openings  and  open 
end  should  always  be  selected  for  pelvic  drainage. 

The  tube  does  not  produce  fecal  listulje. 

The  tube  should  be  used  when  in  doubt  as  to  the  absence  or 
presence  of  drainage  indications. 

To  depend  ujion  the  microscopic  findings  as  to  whether  a 
given  case  should  or  should  not  be  drained  is  seemingly  scientific, 
but  is  neither  necessary  nor  practicable. 

Gauze  drains  should  rarely  be  used,  and  should  always  be 
supplemented  by  a  glass  drain. 

There  is  no  danger  of  infecting  the  patient  through  the  tube,, 
if  the  attendant  is  properly  instructed. 

"Where  irrigation  is  indicated  drainage  should  be  used.  Many 
cases  will  require  drainage  where  irrigation  was  not  indicated. 

The  emptying  of  the  tube  and  the  time  of  its  removal  must 
be  governed  by  the  indications  and  progress  of  individual  cases. 

Irrigation  with  a  normal  saline  solution  cleanses  more  quickly 
and  effectively  than  the  most  thorough  sponging. 

The  irrigating  fluid  should  not  be  too  hot  to  be  comfortably 
borne  by  the  operator's  hands. 
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The  case  I  present  is  not  one  in  which  any  great  success  has 
been  obtained,  but  because  oppanntly  the  child  lias  improved, 
and  1  was  much  disappointed,  in  taking  my  measurements  a 
day  or  two  ago,  to  find  so  little  real  improvement  in  respect 
to  the  growth  of  the  })aralyzed  muscles. 

The  history  briefly  is  as  follows:  K.  B.,  white,  a?t.  14,  came 
with  her  motlier  to  my  clinic  at  tlie  Emergency  Hospital  on 
August  6th,  1894.  The  motlier  stated  that  she  thought  the 
trouble  started   when   the  child  was  2  years  old,  as  she  cried  a 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society,  Jan- 
uary 4th,  1895. 
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great  deal  and  her  physician  said  she  was  threatened  with  spinal 
meningitis.  She  seemed  to  be  sore  to  the  touch  and  in  pain, 
and  was  constantly  throwing  her  head  back.  The  physician 
treated  her  for  this,  at  irregular  times,  for  about  five  years. 

She  had  measles  at  3  years  of  age  and  scarlet  fever  at  5  years. 

When  she  was  9  years  old  she  would  soon  tire  when  walking 
and  drag  her  left  foot.  The  mother  thought  she  was  lazy  and 
allowed  her  to  go  about,  dragging  the  foot  in  walking,  without 
medical  care  for  three  years.  Two  years  ago  she  was  trying 
to  dance  and  fell  heavily  on  the  end  of  her  spine.  For  days 
she  could  scarcely  move  or  get  out  of  bed.  When  she  fell  she 
had  to  be  helped  up.  She  suffered  greatly  with  pain  in  the 
back,  especially  at  the  menstrual  period,  which  commenced  at 
this  time,  that  is,  when  she  was  12  years  old.  She  had  no  medi- 
cal treatment  until  one  year  ago.  She  was  then  suffering  from 
severe  headaches  and  constipation,  complained  of  pain  in  back, 
and  her  hands  and  feet  felt  numb.  She  was  treated  by  a  homeo- 
pathic physician,  who  noticed  that  the  foot  dragged,  but  he  did 
not  treat  her  for  it.  It  was  about  this  time  that  she  came  to 
the  dispensary.  On  examination  I  found  that  there  was  a  half- 
inch  atrophy  of  left  calf  and  that  the  peroneal  muscles  and  tibi- 
alis anticus  failed  to  respond  to  faradism,  but  with  the  galvanic 
current  reaction  could  be  obtained.  The  other  muscles  seemed 
to  be  normal. 

The  case  was  considered  one  of  poliomyelitis  anterior,  and  the 
treatment  was  strychnia  and  syrup  of  the  iodide  of  iron,  with 
the  galvanic  current  twice  a  week. 

The  symptoms  that  then  presented  themselves  are  as  follows : 

Etiology. — Scarlet  fever  or  measles. 

Onset. — Gradual ;  much  worse  after  the  fall  on  end  of  the 
spine. 

Mental  condition. — Kormal. 

Paralysis. — Yery  weak  in  leg  which  dragged. 

Atrophy. — Half-inch  over  calf. 

Knee  jerh. — Slight  exaggeration. 

Deformity. — Slight  talipes  valgus. 

Sensory  symptoms. — Leg  much  colder  than  other. 

Reaction  of  degeneration. — Evidenced  by  the  failure  of  the 
muscles  to  respond  to  the  faradic  current,  and  with  the  galvanic 
current  the  anodal  closure  contraction  was  equal  to  if  not  ex- 
ceeding the  cathodal    closure  contraction,   which   condition  is 
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exactly  opposite  to  that  obtained  in  health.  There  have  never 
been  stupor,  delirium,  or  convulsions,  and  there  is  no  trouble 
with  bladder  or  rectum.  According  to  my  own  measurements 
there  has  never  been  any  atrophy  of  the  thigh,  but  on  Septem- 
ber 17th  one  of  the  members  of  the  clinic  found  the  left  thigh 
fifteen  and  a  half  inches  and  right  thiorh  sixteen  inches.  I  could 
not  find  this  difference,  nor  was  there  atrophy  of  any  of  the  mus- 
cles of  the  arm  and  forearm.  You  will  notice  that  the  ankle 
bends  inward,  producing  the  deformity  of  talipes  valgus,  due  to 
the  paralysis  of  the  tibialis  anticus  muscle.  This  muscle  arises 
from  the  outer  tuberosity  of  the  tibia,  the  deep  investing  fascia 
of  the  leg,  the  intermuscular  septum,  and  the  interosseous  mem- 
brane, and  also  upper  two-thirds  of  outer  face  of  shaft  of  tibia, 
and  descending  terminates  in  a  tendon  which,  passing  beneath 
the  anterior  annular  ligament,  is  inserted  in  the  inner  and 
under  surface  of  the  internal  cuneiform  bone  and  base  of  meta- 
tarsal bone  of  great  toe.  Its  action  is  to  flex  and  in  vert  the  foot. 
Therefore  its  non-action  or  paralysis  is  to  allow  the  deformity  of 
talipes  valgus. 

This  child  has  been  taking  the  strychnia  constantly  and  elec- 
tricity twice  a  week  for  several  months,  and  I  think  there  is 
some  improvement,  for  the  following  reasons:  Plrst,  the  mother 
states  that  she  is  very  much  improved  and  that  she  notices  a 
decided  change  for  the  better.  Secondly,  the  girl  herself  says 
that  she  is  much  stronger  in  that  leg  than  formerly  and  can 
walk  with  perfect  ease  and  with  no  dragging  or  pain  in  that  foot. 
Thirdly,  in  measuring  closely  I  can  make  only  one-quarter  inch 
atrophy  instead  of  one-half  as  before.  She  does  apparently  walk 
better  and  can  stand  fairly  steadily  on  that  foot  alone,  and,  above 
all,  the  muscles  respond  readily  to  the  faradic  current  now.  At 
present  her  treatment  consists  of  strychnia  internally,  a  strong 
galvanic  current  down  the  spinal  c<jrd,an(l  the  faradic  current  to 
the  muscles  of  the  leg. 

To  the  patient  perhaps  the  most  important  thing  is  the  pro- 
gnosis, while  to  us  the  most  interesting  is  the  pathology. 

According  to  Gray  there  is  almost  always  left  an  incurable 
residue  of  paralysis.  The  amount  of  this  depends  upon  the 
severity  of  the  disease  and  the  thoroughness  of  the  treatment. 
The  worst  cases  are  those  in  which  the  paralysis  is  con)plete  and 
in  which  the  nerve  and  miiaele  undergo  in  a  few  weeks  the  typ- 
ical   changes  of  degeneration  ;  while  the  best    cases  are    those 
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in  which  the  paralysis  is  incomplete  and  in  which  there  is 
only  moderate  diminution  for  a  few  weeks  in  the  response  to 
faradism  and  galvanism,  without  any  increased  galvanic  excita- 
bility of  the  muscle  or  alteration  in  the  healthy  polar  formula. 
Hammond  gives  as  a  prognosis  that  infantile  spinal  paralysis  is 
Tiot  an  affection  liable  to  terminate  fatally,  therefore  the  import- 
ance of  the  prognosis  relates  mainly  to  the  paralysis  and  atrophy. 
If  the  disease  has  advanced  so  far  that  the  electric  contractility 
of  the  affected  muscle  is  lost  to  the  induced  current,  the  cure 
will  be  difficult  and  the  treatment  protracted  ;  if  the  primary 
current  is  also  powerless  a  cure  is  impossible. 

An  interesting  article  was  published  recently  by  Dr.  C.  S. 
Caverly,  of  Rutland,  Yt.,  who,  in  describing  an  epidemic  which 
occurred  there  in  June,  1894,  went  deeply  into  the  morbid 
anatomy  and  pathology  of  this  disease.  He  described  the  symp- 
toms and  wrote  to  several  eminent  men  for  a  diagnosis,  such  as 
Starr,  Jacobi,  and  others.  Most  of  them,  except  Jacobi,  I  be- 
lieve, gave  as  their  opinion  that  it  was  the  disease  in  question, 
and  Starr,  in  describing  the  pathology,  quotes  Goldschreider  as 
follows:  "That  the  disease  begins  with  a  very  intense  conges- 
tion of  the  central  arteries  of  the  spinal  cord,  which  come  up 
on  each  side  of  the  central  canal  and  spread  out  in  the  central 
gray  matter  and  into  the  anterior  horns.  These  arteries  have 
branches  passing  backward  in  the  gray  matter  of  the  posterior 
horns,  but  the  posterior  horns  are  chiefly  supplied  with  blood 
from  the  peripheral  arteries  and  hence  are  less  affected  when  the 
inflammatory  condition  is  limited  to  the  distribution  of  the  central 
arteries.  After  engorgement  of  all  the  arterial  twigs,  diapedesis 
occurs  and  the  surrounding  nervous  tissue  is  permeated  by  small 
cells  and  by  serum.  It  is  this  choking  of  the  gray  matter  by 
inflammatory  products  which  leads  to  suspension  of  functional 
activity ;  and  when,  as  in  many  cases,  from  impoverished  nutri- 
tion the  cells  of  the  anterior  horns  aro  actually  disintegrated  by 
the  inflammatory  products,  permanent  destruction  of  nerve  tis- 
sue ensues."  "  Groldschreider,"  Starr  goes  on  to  say,  "  believes, 
therefore,  that  the  primary  condition  is  a  congestion  in  the  do- 
main of  a  deflnite  set  of  arteries,  quite  comparable  to  the  condi- 
tion occurring  in  the  lung  in  pneumonia  and  in  the  intestines  in 
typhoid  fever."  Starr  quotes  Siemerling  also  as  follows  :  "  After 
a  careful  review  of  all  literature  we  reach  therefore  the  follow- 
ing   conclusion  :  that   in  the   pathogenesis   of   infantile   spinal 
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paralysis  the  inflammatory  lesion  of  interstitial  tissue  in  connee- 
tion  with  a  distribution  of  blood  vessels,  especially  in  the  region 
of  the  anterior  spinal  arteries,  plays  the  chief  role.  A  primary 
inflammation  of  the  ganglion  cells,  in  the  sense  given  by  Charcot,, 
is  not  to  be  admitted," 

All  the  writers  that  I  have  consulted  give  the  lesion  as  occur- 
ring in  the  anterior  horns  of  the  gray  matter.  Gray  says  that 
of  late  years,  as  more  autopsies  have  been  made,  it  has  been 
shown  that  the  lesion  is  really  a  local  or  focal  myelitis,  with  the- 
usual  attendants  of  a  myelitis,  such  as  congestion,  softenings 
abundance  of  granular  corpuscles,  etc.  The  arteries  are  gene- 
rally gorged  with  blood,  and  in  a  case  of  Archambanlt  and  Da- 
maschino's  the  whole  of  one  anterior  horn  was  fairly  flecked, 
like  a  coarse  veil,  with  these  enlarged  capillaries.  Hammond 
states  that  the  morbid  anatomy  of  infantile  spinal  paralysis  is  to 
be  studied  in  the  spinal  cord,  the  nerves,  the  muscles,  and  the 
bones,  the  lesions  in  the  three  latter  tissues  being  secondary  to 
those  existing  in  the  cord.  He  cites  a  case  of  a  child  upon 
whom  a  post-mortem  examination  had  been  made.  The  exami- 
nation extended  to  the  muscles,  the  nerves,  and  spinal  cord,  and 
revealed  the  existence  in  the  cord  of  atrophy  of  anterior  horns 
of  gray  matter  and  the  antero-lateral  columns — in  those  parts  of 
the  cord  from  which  emanated  the  nerves  going  to  the  alYected 
muscles. 

The  result  of  tlie  observations  of  Roger  and  Damaschino,  as 
quoted  by  Hammond  in  histological  examinations  of  three  cases 
of  infantile  spinal  paralysis,  are  as  follows: 

1.  The  cliaracteristic  alteration  of  infantile  paralysis  is  a  le- 
sion of  the  spinal   cord,  of   which  the  atrophy  of  nerves  and 
muscles  is  a  consequence. 

2.  This  lesion  is  more  particularly  seated  in  the  anterior  por- 
tion of  the  gray  spinal  substance,  where  it  is  seen  in  the  form 
of  centres  of  softening. 

3.  This  softening  is  of  an  intlammatory  character  and  the  dis- 
ease is  myelitis. 

4.  Infantile  paralysis  ought,  therefore,  to  be  called  infantile 
spinal  paralysis,  and  moreover  its  nosological  position  is  cer- 
tainlv  amont;  the  affections  of  the  cord  and  amonjr  the  mvelites. 

We  see,  therefore,  that  there  are  some  slight  differences  of 
opinion  about  the  pathology,  but  all  claim  that  the  lesion  is  one 
of  the  anterior  horns  of  the  gray  matter. 
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I  desire  to  say  only  a  few  words  about  the  treatment.     It 
seems  perfectly  logical  to  give  large  doses  of  ergot  in  the  con- 
gestive stage,  but  Hammond  says  that  it  is  of  great  service  even 
after  the  febrile  stage  has  subsided  and  the  trouble  manifested 
by  paralysis.     After  atrophy  has  commenced  ergot  is  of  no  use 
and  strychnia  is  the  main  stand-by.     Gray  says  that  the  objects 
of  treatment  should  be  (1)  to  arrest  fever  and  control  other  re- 
flex disturbances,  if  there  should  be  any ;  (2)  possibly  to  affect 
the  cellular  process  in  the  anterior  horn  ;  (3)  to  affect  the  de- 
generated or  degenerating  nerve  and  muscle.     The  reflex  dis- 
turbances should  be  controlled  by  bromide  of  sodium,  or,  if  there 
should  be  much  pain,  an  opiate  can  be  given  of  morphia  and 
atropia.     He  also  recommends  sinapisms  in  acute  or  subacute 
cases,  and   in  chronic  cases  the  ice  bag  to  the  spinal  column  ;, 
this  should  be  removed  if  it  produces  chilliness.     He  is  a  great 
believer  in  quinine  for  the  acute  and  subacute  cases.     Ergot 
and  iodide  of  potassium  are  also  used.     Electricity,  of  course,  is 
the  great  agent  for  the  degenerated  nerves  and  muscles.     Gal- 
vanism should  be  applied  to  the  spinal  cord  two  or  three  times 
a  week,  and  should  not  be  too  strong,  say  about  five  to  ten  mil- 
amperes  for  a  child  and  stronger  for  adults.     Faradism  should 
be  applied  to  the  affected  muscles,  if  contractions  can  be  ob- 
tained without  producing  too  much  pain.     Massage  and  gym- 
nastic exercises  also  are  beneficial.     Certain  braces  and  appara- 
tus for  supporting  the  muscles  in  deformities  should  be  used^ 
also  and  constitute  a  very  important  part  of  the  treatment. 


THE  AFTER-TREATMENT  OF  FOUR  CASES   OF  SALPINGO- 
OOPHORECTOMY  BY  ELECTRICITY  : 

A   TEXT  AND  A   COMMENTARY. ' 


E.   SANDERS,   M.D., 
New  York. 


Following  an  operation  for  the  removal  of  the  uterine  appen- 
dages for  actual  disease  of  these  jDarts  one  of  several  things 
may  happen  :  the  patient  may  die   as  the  direct  result  of  the 
surgical  interference,  or  recovering  from  this  she  may  go  on  to 
'  Concluded  from  p.  405. 
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complete  care  of  the  original  trouble;  or  there  may  be  simple 
relief,  or  contrarily  she  may  be  in  no  way  benefited,  or  perhaps 
may  even  be  made  worse  thereby. 

Deaths  are  inevitable  to  the  operation  of  salpingo-oophorec- 
tomy,  though  the  number  varies  greatly  in  the  experience  of 
different  operators,  and  even  with  the  same  operator  at  different 
times.  Frequently  the  surgeon  will  have  a  run  of  favorable 
cases,  forty  or  fifty  or  even  more  without  a  death,  and  operators 
are  particularly  fond  of  dwelling  upon  such  truly  wonderful 
results.  Here  possibly  the  element  of  chance  is  considerably  in 
evidence,  though  skill  is  undoubtedly  the  prime  factor.  In  spite 
of  such  series  of  cases,  in  spite  of  skill,  care,  proper  selection, 
and  all  the  other  elements  that  go  to  make  up  good  surgery, 
deaths  are  bound  to  occur  in  the  experience  of  every  surgeon, 
often  unexpectedly,  and  one  who  can  boast  of  a  death  rate  as 
low  as  three  per  cent  has  something  to  be  truly  proud  of — and 
usually  is,  to  judge  by  the  fondness  with  which  he  dwells  upon 
such,  thus  indicating  the  light  in  which  he  regards  them,  and 
that  even  he  considers  them  as  worthy  of  special  note.  Most 
surgeons  have  a  larger  mortality  than  this ;  in  fact,  if  we  are  to 
believe  an  editorial  writer  in  the  Annals  of  Gynecologu  (May, 
1894,  page  474  et  seq.)^  the  average  in  this  country  is  vastly  in 
excess  of  even  ten  per  cent  in  abdominal  operations  of  all 
classes,  of  which  cases  of  salpingo-oophorectomy  form  the  largest 
number.  Tubo-ovarian  disease,  although  productive  of  much 
and  prolonged  suffering,  rarely  causes  death.  Outside  of  the 
presence  of  pus  we  may  safely  affirm  that  in  the  vast  majority 
of  instances  it  never  induces  a  fatal  issue,  and  even  where  pus  is 
present  death  iiifreijuently  follows.  From  the  numerous  re- 
ports of  cases  of  "pus  tubes"  and  *•  i»us  ovaries"  operated  upon 
we  would  be  led  to  suppose  these  conditions  to  be  extremely 
common  ;  yet  the  reverse  is  true.  Ovarian  abscess  we  knt)w  to 
be  rare,  while  pus  tubes  will  be  found  in  a  comparatively  small 
proportion  of  all  gynecological  cases.  It  has  been  affirmed,  in 
fact,  by  two  eminent  American  gynecological  surgeons,  Goodell 
and  Reamy,  that  the  operatioii  kills  more  than  the  disease  itself 
for  which  it  is  done.  Such,  then,  being  the  risks  of  this  opera- 
tion, a  halt  should  be  called  and  greater  circumspection  and  care 
demanded  in  the  selection  »»f  proper  cases.  To  a  certain  extent 
this  is  taking  place,  and  all  around  us  we  hear  the  sounds  of 
•discontent,  physicians  in  all  parts  ai  the  world  protesting  against 
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the  too  frequent  and  indiscriminate  resort  to  this  operation. 
Witness  at  home  the  articles  on  conservatism  by  Goodell,  Lusk,. 
Polk,  Munde,  and  others,  and  abroad  by  Doleris,  Pozzi,  and 
Martin. 

The  royal  road  to  a  medical  reputation  in  these  days  of  rapid 
everything  is  the  surgeon's  knife.     Like  the  soldier,  the  gyne- 
cological surgeon  tempts  the  bubble  Fortune,  not  sword  in  hand 
at  the  cannon's  mouth,  but  knife  in  hand  at  the  open  belly.     A 
brilliant  operation  often  insures  a  brilliant  name  quickly  won,  and 
to  be  able  to  boast  of  having  done  an  operation  one  hundred,  five 
hundred,  or  one  thousand  times  often  elicits  the  plaudits  of  an 
admiring  audience,  where  the  record  of  a  like  number  of  cases 
medically  treated  would  hardly  draw  out  a  subdued  ripple  of 
applause.     The  result  to  the  patient  may  be  practically  nothing  ; 
she  has  submitted  to  the  knife,  has  recovered  from  the  opera- 
tion, and  that  is  enough,  often,  for  the  complacent  surgeon.     Per- 
haps she  has  died.     "  Ah,  yes !  "  says  the  surgeon,  "  but  that  was 
inevitable."     I  remember,  when   I  was  a  student  of  medicine, 
our  old  professor  of  surgery,  a  truly  conscientious  man,  was  in 
the  habit  of  reporting  to  the  class  the  results  of  all  his  opera- 
tions, and  at  times,  though  fortunately  not  frequently,  his  re- 
ports ran  as  follows:  "  Gentlemen,  the  operation  was  perfectly 
successful,  but  the  patient  unfortunately  died." 

The  mere  fact  that  an  operation  has  been  done  so  and  so 
many  times,  though  important,  should  alone  count  for  little  with 
us  as  reasoning  men.  What  we  want  to  know  is  whether  it  does 
what  its  performers  claim  for  it — whether  it  does  really  do  good.- 
Baker  Brown  made  it  his  boast  that  he  had  removed  over  a 
bushel  basket  of  clitorides.  What  did  he  accomplish  thereby,. 
and  who  removes  this  organ  now  ?  Yet  he  was  an  able  and  emi- 
nent surgeon,  who  no  doubt  had  many  imitators.  Not  many 
years  ago  gynecologists  the  world  over  were  engaged  in  dividing 
the  cervix,  following  the  teachings  of  Sims,  where  a  few  years- 
later  cervices  by  the  score  were  being  sewed  up.  How  few  of 
the  former  operation  are  now  done,  while  where  formerly  hun- 
dreds of  lacerated  cervices  were  sewed  up  but  tens  are  now  so- 
treated.  Such  is  oft  the  transient  glory  of  surgical  expedients. 
As  a  further  index  of  this  inordinate  desire  for  the  rapid  acquir- 
ing of  fame  and  its  incident  fortune,  we  note  the  wild  scramble 
for  what  may  be  termed  gynecological  novelties.  Take,  for  in- 
stance, that  much-abused  and  much-suffering  organ,  the  uterus,, 
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and  its  displacements.  For  these  comparatively  innocent  condi- 
tions, free  of  danger  in  themselves  to  life  as  they  are,  the  num- 
ber of  operations  done  is  legion,  some  even  carrying  risk  to  life 
with  them.  In  fact,  we  may  say,  no  surgery  is  absolutely  free 
of  danger.  Thus  we  have  this  organ  trussed  up  by  fixation  to 
the  abdominal  walls,  suspended  by  its  shortened  round  ligaments 
in  its  various  modifications,  anchored  by  union  of  the  cervix  to 
the  vagina,  wedged  in  by  narrowing  of  this  canal,  and  even  en- 
tirely removed  for  prolapsus.  Nor  are  these  facts  alone  true  of 
gynecology.  General  surgery  and  even  medicine  also  have  their 
novelties.  For  instance,  in  1891  Lannelongue  published  twenty- 
five  cases  of  linear  craniotomy,  claiming  striking  and  wonderful 
results  in  cases  of  idiotic  children,  especially  when  dependent 
upon  microcephalus,  both  as  regards  recovery  from  the  oi)eration 
and  improvement  of  the  mental  condition.  Yet  Jacobi  shows 
that  the  results  are  practically  nil  while  the  death  rate  is  enor- 
mous. Thus  of  thirty-three  American  cases,  fourteen,  or  42.4 
p3r  cent,  died,  while  of  the  survivors  none  were  really  specially 
benefited.  Truly,  surgical  fashion  is  all-powerful,  and  favorable 
reports  are  often  followed  by  a  flood  of  similar  operated  cases ; 
for,  with  but  two  years  intervening  since  the  origination  of 
this  operation,  Jacobi  was  able  to  collect  and  epitomize  these 
thirty-three  cases  from  among  the  immediate  circle  of  his  own 
professional  friends.  How  many  more  of  the  same  sort  must 
there  be  throughout  this  broad  country,  the  records  of  many  of 
which  may  never  see  the  light  of  day  !  A  death  rate  of  almost 
fifty  per  cent,  with  practically  nothing  gained  in  the  surviving 
cases!  Truly  indeed  novelty  has  its  charms.  We  physicians 
take  too  much  on  faith.  A  combination  of  a  great  name  and 
claimed  wonderful  results,  and  there  are  those  who  rush  in  with 
the  hope  of  being  the  first  to  record  a  similar  case  or  series  of 
€uch  cases. 

Up  to  within  a  comparatively  recent  time  it  has  been  the  rule 
among  celiotomists  to  simply  report  the  total  number  of  cases 
operated  upon,  the  percentage  of  deaths  from  the  operation,  to 
make  remarks  upon  the  technique  and  usually  to  describe  some 
original  modification,  and  there  rest  content.  Of  the  patients, 
beyond  the  fact  that  they  died  or  recovered  from  tlie  imme- 
diate effects  of  the  operation,  nothing  further  was  usually  said. 
Of  what  ultimately  became  of  them,  whether  cured  or  simply 
relieved,  whether  remaining  as  before  or  even  made  worse,  we 
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■subsequently  beard  notbiug.  Perbaps  a  case  was  again  referred 
to  as  tbe  subject  of  some  secondary  operation  for  some  sequel  of 
tbe  original  one,  percbance  again  witb  remarks  upon  tbe  possible 
accidents  and  sequelae  consecutive  to  tbe  surgeon's  knife ;  but, 
alas  I  wbetber  tbe  original  disease  was  benetited  and  tbe  symp- 
toms dissipated  or  not,  usually  silence  alone.  Xow  wbat  we 
want  to  really  know  is  tbe  ultimate  result  of  tbe  surgical  inter- 
ference, since  tbis,  to  botb  tbe  patient  and  to  us,  is  all-important. 
Tbe  surgery  is  simply  tbe  means  to  an  end,  and  the  end  is  wbat 
we  want  to  know. 

]^ow,  ten  per  cent  being  conceded  to  be  tbe  general  normal 
deatb  rate  from  all  forms  of  operation  witbin  tbe  abdominal 
cavity,  tbree  per  cent  being  confessedly  an  abnormally  low  one, 
bow  many  of  tbe  surviving  ninety  per  cent  may  be  expected  to 
be  cured,  bow  many  simply  relieved, and  bow  many  must  still  go 
on  suffering  as  before  and  continuing  so  to  suffer?  Tbere  are 
certain  immediate  sequelae  wbicb  do  occur  at  times  in  spite  of 
tbe  present  perfection  of  tecbnique,  sucb  as  abdominal  bernia, 
fistulse,  and  intestinal  obstruction,  and,  tbougb  efforts  are  making 
to  overcome  tbe  possibilities  of  sucb  perturbations,  tbey  still 
follow  even  at  tbe  bands  of  tbe  most  skilful.  However,  tbese 
accidents,  wbicb  ultimately  will  probably  be  eradicated  as  tbeir 
causes  become  better  recognized  and  improved  metbods  are 
introduced  for  tbeir  prevention,  at  present  comprise  but  a  small 
percentage  of  tbe  unsuccessful  cases. 

It  is  an  exceedingly  difficult  task  to  determine  exactly  bow 
many  cases  of  tubo-ovarian  disease  are  really  cured  by  opera- 
tion, tbe  facts  at  band  being  very  few  and  extremely  bard  to 
obtain.  Williams  bas  placed  tbe  number  of  actual  recoveries  at 
tbirty  per  cent,  but  tbis  must  be  considered  too  low  an  estimate, 
a  careful  review  of  sucb  facts  as  are  available  to  me  sbowing  tbe 
rate  to  be  about  tifty  per  cent.  For  instance,  in  one  bundred 
and  twelve  operations  Boldt  bad  tifty-eigbt  cures,  ten  failures, 
twenty-four  wbere  improvement  alone  was  obtained,  and  eleven 
wbo  were  eitber  not  beard  from  or  where  insufficient  time  bad 
elapsed,  besides  having  eight  deaths  among  tbese  cases.  Of 
twenty-six  cases  kept  under  observation  for  a  long  period  of 
time  by  the  late  Dr.  C.  C.  Lee,  following  removal  of  tbe  appen- 
dages, fifteen  were  completely  or  comparatively  successful,  seven 
were  only  partially  benefited,  while  four  were  complete  fail- 
ures.    However,  even  wbere  cure  occurs,  recovery  is  usually 
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extremelj  slow  to  follow.  Sometimes  patients  feel  better  for 
some  time  after  the  operation,  but  again  relapse  to  their  former 
condition  of  suffering  on  taking  up  anew  their  old  mode  of  life. 
Where  ultimate  cure  does  take  place  months  and  even  years  in- 
tervene before  this  is  apparent,  pain  persisting  to  a  less  and  les& 
degree,  menstruation  with  its  accompanying  dysmenorrhea  con- 
tinuing for  a  longer  or  shorter  period  in  not  a  few,  while  ner- 
vous symptoms  indicative  of  the  impending  menopause,  pro- 
longed and  intensified,  are  instituted,  often  remaining  and 
causing  much  discomfort  and  annoyance  during  many  weary 
months.  The  rule  in  these  cases  of  final  cure  is  slow  advent 
to  the  ultimate  disappearance  of  all  symptoms,  rapid  recovery 
being  the  exception.  Such  is  the  universal  opinion  of  all  who 
have  inquired  into  this  question,  as,  for  instance,  Doran,  How- 
ard A.  Kelly,  Lee,  Goodell,  Ilegar,  and  many  others. 

The  deaths,  unavoidable  accidents,  and  cures  thus  constituting 
together  fully  sixty  per  cent  of  all  operated  cases,  forty  in 
every  hundred  still  remain  to  be  accounted  for.  And  what 
happens  to  these  is  this :  They  go  on  suffering  in  spite  of  re- 
moval of  the  offending  organs,  and  so  continue  until  time,  other 
means,  or  perhaps  death  finally  end  their  troubles.  A  few, 
after  long  years  of  pain  and  nervous  perturbations,  ultimately 
obtain  relief  by  time  alone,  some  go  on  unbenefited  in  spite  of 
everything  tried,  while  a  fair  number  are  finally  cured  by  some 
other  measures  beyond  those  of  surgery.  Why  is  it  that  such 
cases  continue  to  occur  despite  our  modern  surgical  perfection  ? 
The  diseased  parts  being  presumably  completely  removed,  we 
would  naturally  expect  disappearance  of  all  symptoms  dej)end- 
ent  upon  such  pathological  lesions.  The  answer  to  this  is  two- 
fold :  there  are  deep-seated  conditions,  more  especially,  prob- 
ably, in  the  pelvic  nerves,  which  the  knife  cannot  remove;  and 
unfortunately  experience  shows  that  certain  changes  consecu- 
tive to  the  operation  are  bound  to  occur  within  the  pelvis 
which  up  to  the  present  all  the  art  of  the  surgeon  has  been  un- 
able to  prevent.  Besides,  the  removal  of  the  tubes  and  the 
ovaries  induces  perturbations  of  the  nervous  system  which  not 
infrequently  |)ass  beyond  the  limits  of  the  physiological.  In 
a  small  minoritv  of  tlie  uncured  ca.^e.'i  cominir  under  mv  no- 
tice,  although  nmrke<l  local  and  constitutional  symptoms  had 
persisted,  absolutely  nothing  wrong  could  be  detected  within 
the  pelvis  afttr  repeated  careful  examinations.     Here  the  pre- 
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sumption  must  be  that  tlie  original  lesions  were  either  not  com- 
pletely  eradicated  or  were  beyond  the  reach  of  the  knife,  possibly 
having  their  seat  within  the  nerves  of  the  pelvis.  However^ 
the  large  majority  of  the  cases  show  distinct  changes  which 
easily  explain  the  failure  to  cure,  consisting  principally  of  in- 
flammatory conditions  consecutive  to  the  surgical  traumatism. 
Thus  we  have  peritonitis  with  exudative  masses  or  adhesions  of 
the  various  parts  to  each  other.  Such  cases  are  particularly 
difficult  of  relief  and  entail  much  prolonged  suffering.  In  some 
other  cases  it  has  seemed  as  if  we  were  dealing  with  a  condition 
analogous  to  the  so-called  irritable  stump  following  an  amputa- 
tion, pressure  in  such  instances  over  the  seat  of  the  stump  of 
the  tube  eliciting  great  pain.  Sometimes  we  find  simply  ex- 
treme sensitiveness  of  the  pelvic  parts  without  the  presence  of 
any  detectable  lesion.  In  a  few  the  trouble  seemed  to  exist 
within  the  uterus  itself.  Of  thirty-two  instances  of  salpingo- 
oophorectomy  coming  under  my  notice,  twenty-nine  had  re- 
mained uncured  up  to  the  time  of  presenting  themselves,  the 
periods  intervening  between  the  operation  and  the  examination 
varying  from  two  months  to  seven  and  a  half  years,  the  average 
being  one  and  a  half  years;  pain  persisting  to  a  greater  or  lesser 
degree  in  all  but  five  of  these  cases.  Once  only  in  the  remain- 
ing patients  was  this  symptom  diminished  in  intensity,  nineteen 
times  it  was  unchanged,  while  in  four  it  was  actually  increased. 
In  seventeen  instances  both  ovaries  had  been  removed,  yet  in  ten 
of  these  menstruation  continued  to  occur  more  or  less  regularly, 
sometimes  accompanied  by  great  dysmenorrhea.  Twelve  times 
but  one  ovary  had  been  removed,  and  in  all  menstruation  per- 
sisted, regularly  in  seven,  irregularly  in  three,  and  too  frequent 
in  two;  and  of  these,  most  complained  of  pain  with  the  flow,, 
two,  in  fact,  speaking  of  their  sufferings  at  such  times  as  ter- 
rible. 

iS'ervous  symptoms  resembling  those  accompanying  the  natu- 
ral menopause,  but  intensified  and  prolonged,  were  observed  in 
thirteen  of  the  cases  of  the  removal  of  both  ovaries  and  in  four 
others  where  but  one  ovary  had  been  taken  out.  They  were 
particularly  aggravating  and  the  source  of  much  suffering  and 
discomfort. 

Painful  defecation  was  noted  in  five  cases,  epistaxis  in  one, 
dyspareunia  in  two,  while  abdominal  hernia  existed  in  two  others. 
Numerous  other  unpleasant  symptoms  were  observed,  but  the 
38 
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foregoing  constitute  the  principal  ones  and  give  a  general  idea 
of  the  deplorable  condition  in  which  these  women  found  them- 
selves in  spite  of  the  radical  measures  of  surgery.  The  verdict 
of  these  patients  themselves,  in  the  majority  of  instances,  was 
that  they  had  been  unbenefited  by  the  operation,  even  tempo- 
rarily, to  a  sufficient  degree  to  have  warranted  the  risk. 

The  changes  within  the  pelvis  were  such  as  usually  follow  a 
peritonitis.  The  uterus  was  found  bound  down  to  a  greater  or 
lesser  degree  in  six  cases,  while  in  five  others  there  was  distinct 
shortening  of  one  or  the  other  broad  ligament,  drawing  the  ute- 
rus over  to  either  side,  thus  making  in  all  eleven  instances  of 
uterine  fixation.  Besides  these,  in  eight  other  cases  exudation 
masses^  varying  greatly  in  size  and  differing  considerably  in  de- 
grees of  tenderness,  were  detected,  indicating  undoubtedly  pre- 
vious peritoneal  inflammation  with  agglutination  of  pelvic  parts. 
In  three  instances,  unaccompanied  by  any  detectable  lesion  with- 
in the  pelvis,  there  was  distinct  sensitiveness,  the  slightest  pres- 
sure in  some  being  followed  by  extreme  pain.  In  four  cases 
there  was  considerable  thickening  at  the  vaginal  vault,  usually 
behind  the  uterus,  showing  a  marked  degree  of  tenderness.  In 
the  three  remaining  cases  only  was  there  failure  to  detect  any 
pelvic  changes  which  might  account  for  the  symptoms,  the  ute- 
rus and  genital  parts  being  in  all  found  extremely  atrophic,  yet 
two  of  these  suffered  from  great  pain  seated  apparently  within 
the  pelvis. 

From  the  foregoing  it  is  easily  understood  why  some  patients 
continue  to  suffer  even  after  removal  of  their  ovaries  and  tubes. 
New  lesions  are  instituted  which,  if  anything,  are  more  difficult 
to  remove  than  those  of  the  original  disease.  However,  these 
changes,  although  explaining  the  large  majority  of  these  uncured 
cases,  do  not  include  all,  for,  as  has  been  noted,  there  are  a 
few  where  absolutely  nothing  abnormal  can  be  detected,  and 
these,  in  my  experience,  are  the  very  ones  where  all  remedies 
seem  to  fail,  and,  do  what  we  will,  the  patients  go  on  suffering 
to  the  end. 

More  tantalizing  cases  than  these  very  ones  of  unsuccessful 
fialpingo-oophorectomy  it  is  scarcely  possible  to  conceive  of, 
and,  though  many  and  various  may  be  the  measures  that  will 
be  successively  tried,  failure  is  the  usual  result.  To  even  simply 
mitigate  the  sufferings  of  these  women  is  one  of  the  most  diffi- 
cult tasks  imaginable.     Any  means,  therefore,  which  will  ashist 
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in  the  cure,  or  even  the  relief,  of  some  of  them,  is  of  sufficient 
importance  to  merit  its  trial.  And  in  electricity  we  have  such 
an  agent.  JS'ot  that  it  will  always  succeed.  In  a  few  it  will 
completely  cure;  in  a  fair  proportion  it  will  simply  relieve; 
while  in  some  it  will  fail  to  produce  the  slightest  permanent 
benefit.  Where  there  are  distinct  exudation  masses  to  account 
for  the  symptoms,  not  of  too  long  standing,  it  is  almost  sure  to 
succeed;  and  sometimes  when  there  is  only  thickening  cure  may 
follow,  although  this  is  not  as  certain  as  where  distinct  masses 
are  found.  In  those  cases  where  there  is  only  a  state  of  sen- 
sitiveness of  the  pelvic  parts,  without  detectable  changes,  in  a 
fair  percentage  it  will  bring  relief;  but  where  absolutely  no- 
thing is  discoverable  within  the  pelvis  by  the  touch,  failure,  in 
my  experience,  has  been  the  invariable  rule.  In  what  may  be 
considered  a  condition  of  irritable  stump  relief  has  been  ob- 
tained, but  the  patient  has  never  become  entirely  and  per- 
manently free  of  suffering. 

Both  faradism  and  galvanism  have  been  resorted  to  bv  me  in 
the  management  of  these  cases,  but  generally  the  former  has 
failed  to  benefit,  even,  in  fact,  sometimes  actually  inteusifyino- 
the  suffering  ;  whereas,  where  relief  was  obtained  from  the  use 
of  this  agent,  galvanism  invariably  was  the  form  which  gave  it 
most  promptly,  and,  while  thus  relieving,  in  several  instances 
actually  brought  about  a  permanent  cure. 

The  method  of  employment  consisted  in  introducing  the  active 
pole,  a  clay  ball,  within  the  vagina  where  the  trouble  was  en- 
tirely extrauterine ;  or,  where  there  were  uterine  complications, 
a  platinum  sound  was  passed  up  into  the  cavity  of  the  uterus 
itself.  The  passive  pole,  either  an  Apostoli  or  a  felt  dispersion 
electrode,  was  placed  over  the  lower  abdomen,  or  sometimes 
over  the  back,  the  scar  being,  when  necessary,  protected  by  some 
non-conducting  material — as,  for  instance,  oiled  silk  or  rubber 
udhesive  plaster.  The  preference  was  generally  given  to  the 
positive  as  the  active  pole  in  the  beginning,  the  main  object 
then  being  the  rapid  relief  of  pain.  Later  on  when  sufferino- 
was  no  longer  intense,  and  even  sometimes  from  the  very  com- 
mencement of  treatment,  the  negative  pole  was  the  one  of  elec- 
tion. The  number  of  sittings  was  as  frequent  as  possible  at 
first,  two  and  three  a  week,  but  as  improvement  became  evident 
and  relief  more  and  more  prolonged  they  were  given  less  and 
less  often,  so  that  toward  the  latter  end  weeks  and  even  months 
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intervened  between  the  various  sittings.  In  fact,  in  one  case 
here  related  three  and  four  months  now  pass  before  the  patient 
considers  an  application  necessary. 

The  strength  of  the  current  has  varied  considerably.  Recent 
cases  receive  as  low  as  thirty-iive  to  tifty  milamperes,  while  in 
old-standing  ones  or  in  those  where  benefit  has  failed  to  follow 
higher  and  higher  powers  have  been  administered,  the  increase, 
however,  being  generally  very  gradual,  so  as  to  accustom  the 
patient  to  them,  and  also  with  the  object  of  avoiding  the  inflic- 
tion of  unnecessary  pain.  In  some  cases  as  high  as  two  hundred 
milamperes  have  been  given  with  benefit  after  lower  powers 
have  failed. 

The  length  of  the  seance,  of  course,  varies  directly  with  the 
current  strength — two  to  three  minutes  with  the  higher  powers, 
and  about  seven  to  eight  with  the  lower.  The  usual  antiseptic 
precautions  are,  of  course,  to  be  taken,  and  rest  enjoined  for  an 
hour  or  so  immediately  after  each  application. 

So  far  twelve  such  cases  have  been  treated,  with  the  following 
results:  cure  was  obtained  in  two,  more  or  less  permanent  relief 
in  four,  transient  relief  in  three  others,  while  in  two  there  was 
absolute  and  entire  failure  to  benefit  even  in  the  slightest 
degree.  In  one  other  case  treatment  was  abandoned  too  soon 
to  determine  anything.  The  four  cases  already  quoted  are  fair 
examples  of  what  this  agent  can  accomplish  in  this  class  of 
sufferers,  two  being  the  instances  of  positive  cure,  while  in  two 
there  was  marked  relief. 

In  Case  I  the  idea  of  treatment  was  the  removal  of  a  probably 
existing  pelvic  infiammation  behind  the  uterus,  causative  of  the 
pains  of  which  the  patient  complained.  The  nervous  symptoms, 
indicating  a  slowly  impending  menopause,  were  allowed  to  take 
care  of  themselves,  the  presumption  being  that  with  time  they 
would  spontaneously  disappear,  or,  if  in  any  way  related  to  the 
secondary  changes  within  the  pelvis,  would  vanish  with  the  cure 
of  these.  Such  proved  to  be  the  case;  the  disappearance  of  the 
pains,  and  presumably  therefore  of  the  lesions  upon  which  they 
depended,  as  indicated  also  by  the  absence  of  all  retrouterine 
tenderness,  being  accompanied  by  the  total  relief  from  all 
ilervous  manifestations.  That  the  ultimate  cure  was  to  a  con- 
siderable extent  due  to  the  localized  use  of  electricity  is  shown 
by  the  fact  that  during  six  months  absolutely  no  advance  toward 
a  cure  was  made,  notwithstanding  the  administration  of  various 
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■constitutional  and  local  remedies.  Of  course  it  may  be  claimed 
that  time  may  have  brought  about  the  result;  but,  granting  this, 
it  must  be  admitted  that  its  advent  was  undoubtedly  hastened  by 
the  beneficial  effects  of  galvanism. 

The  second  case  derives  its  principal  interest  from  the  fact  that 
an  old  mass  of  exudative  material  had  continued  unchanged  in 
the  pelvis  for  fully  four  years,  in  spite  of  everything  done  to 
bring  about  its  disappearance.  The  application  of  galvanism, 
however,  was  quickly  followed  by  its  diminution  and  later  by 
its  entire  absorption,  and  with  it  all  her  symptoms  vanished  and 
lier  general  condition  rapidly  improved.  A  recurrence  of  this 
mass  some  months  later  was  followed  by  its  prompt  dissipation 
under  the  renewed  action  of  galvanism.  In  this  case  the  happy 
result  was  entirely  dependent  upon  electricity,  since  all  means 
previously  tried  during  a  series  of  years  had  utterly  and  totally 
failed  to  produce  tlie  slightest  impression  upon  the  existing  mass 
or  symptoms  of  which  she  complained. 

Case  3  has  been  simply  relieved.  She  continues  to  suffer, 
but  not  by  far  to  the  original  extent,  and  then  only  at  long  inter- 
vals. With  the  improvement  obtained  she  is  so  well  satisfied 
that  she  declines  further  treatment.  Here  we  were  dealing  with 
a  double  condition.  On  the  operated  side,  along  the  uterus,  a 
zone  of  simple  tenderness  was  found  which  seemed  from  its 
location  to  point  to  what  I  have  ventured  to  call  a  condition  of 
irritable  tubal  stump,  while-on  the  opposite  side  the  tube  was  the 
seat  of  a  chronic  interstitial  inflammation.  When  she  does  suffer 
now,  the  pain  is  invariably  over  the  side  from  which  the  ovary 
was  removed,  the  salpingitis  no  longer  giving  rise  to  symptoms. 

The  most  interest  of  all  attaches  to  the  fourth  case.  This 
patient  had  twice  submitted  to  the  knife,  both  tubes  and  ovaries 
had  successively  been  removed,  supposedly  in  their  entirety,  yet 
notwithstanding  this  she  continued  unbenefited,  and  a  digital 
examination  revealed  the  existence  of  a  sensitive,  movable  mass, 
closely  resembling  a  chronically  inflamed  ovary — a  mass  which, 
when  first  detected,  was  located  about  in  the  right  ovarian 
region,  but  which  gradually  descended  in  the  pelvis  into  Doug- 
las' pouch,  where  it  finally  became  firmly  attached,  having 
steadily  enlarged  from  the  size  of  a  walnut  to  that  of  a  mandarin 
orange.  Upon  this  mass  electricity  has  failed  to  make  the  slight- 
est impression,  so  that  all  that  this  agent  can  do  for  her  is  to 
^ive  relief  for  several  months  at  a  time,  so  that  probably,  in  the 


598  JOHNSON :  eeport  of  abdominal  operations. 

absence  of  a  third  operation,  which  she  declines,  her  doom  is  to- 
suffer  to  the  end  of  her  days.  The  real  point  of  interest  in  this 
case,  over  and  above  the  relieving  effects  of  the  current,  is  the 
explanation  for  the  existing  mass.  Is  it  a  portion  of  an  ovary 
which  the  operator  had  failed  to  remove,  is  it  a  hematoma,  or 
are  we  dealing  with  an  instance  of  that  rather  rare  anatomical 
aberration,  a  supernumerary  ovary  ?  That  such  a  contingency  is 
possible  is  made  apparent  when  we  remember  that  Beigel  has 
found  in  live  hundred  autopsies  of  adult  women  no  less  than 
twenty-three  instances  of  this  condition.  Tait  also  has  pointed 
out  the  possibility  of  such  a  peculiarity  as  this  explaining  in 
some  cases  the  continuance  of  menstruation  after  removal  of 
both  ovaries.  As  regards  this  case  this  much  can  be  said  :  as  far 
as  location,  feel,  shape,  mobility,  behavior  to  pressure,  continu- 
ance of  menstruation,  and  general  symptoms  are  concerned,  this 
mass  very  closely  resembles  an  ovary,  and  in  the  absence  of 
proof  to  the  contrary  it  must  be  considered  as  probably  an 
instance  of  a  chronically  inflamed  supernumerary  ovary. 

In  conclusion,  let  me  urge  the  advisability  of  a  resort  to  elec- 
tricity, more  especially  galvanism,  in  these  deplorable  cases  of 
operated  yet  uncured  salpingo  ovarian  disease.  Some  of  them 
may  actually  be  cured,  others  simply  relieved,  while  unfortu- 
nately some  must  go  unbenefited  ;  but,  nevertheless,  we  will 
have  the  satisfaction  of  knowing,  even  where  we  have  failed,  if 
we  have  done  no  good  we  have  done  no  harm,  and  at  least  have 
tried  to  benefit.  The  measures  for  the  relief  of  these  poor 
unfortunates  being  all  too  few,  and  even  then  all  too  unsatisfac- 
tory, the  addition  of  a  single  one  to  the  list,  even  though  that 
not  infrequently  fails,  is  something  to  be  truly  thankful  for. 

126  East  82d  street. 
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seven;  remaining  in  the  hospital  on  July  1st,  1895,  two  cases. 
The  deaths  occurred  in  the  following  order  :  Nos.  8,  42,  44,  57, 
76,  82, 114.  iN"o.  8,  aged  64,  had  a  large  sarcomatous  ovary  ;  did 
so  well  that  she  sat  up  on  the  fourteenth  day,  when  she  was 
seized  with  tetanus  and  died  three  days  later.  Then  came  a 
series  of  thirty-four  sections  without  a  death. 

'No.  42  came  in  with  a  large  ovarian  tumor.  There  was  also 
a  reddish  sprouting  growth  at  the  navel.  With  present  experi- 
ence she  would  not  have  been  admitted  at  all.  Hers  was  not 
an  operable  case  and  was  no  credit  to  surgery.  She  was  seen  by 
Drs.  Sutton  of  Pittsburg,  Kelly  of  Baltimore,  and  Eastman  of 
Indianapolis,  during  the  session  of  the  American  Medical  Asso- 
ciation in  Washington  in  1891.  They  all  thought  she  had  a 
chance  of  recovery.  The  tumor  proved  to  be  malignant  and 
adherent  to  everything  it  touched.  The  diflSculties  were  very 
great  in  securing  a  pedicle  and  arresting  hemorrhage.  She  died 
the  fourth  day. 

No.  44  died  on  the  sixth  day  of  septic  peritonitis. 

No.  57  was  a  case  of  abdominal  as  well  as  pulmonary  tuber- 
culosis. Operation  was  declined  after  she  was  admitted.  She 
was  too  ill  to  walk  and  had  to  be  carried  to  her  room.  Con- 
sulting physicians  decided,  however,  that  she  could  take  ether 
safely,  and  I  was  persuaded,  against  my  judgment,  to  operate. 
The  hope  was  that  her  tuberculous  condition  would  be  benefited 
by  opening  the  abdomen  and  removing  a  quantity  of  free  fluid 
as  well  as  the  contents  of  a  tubo-ovarian  abscess.  This  hope 
proved  delusive,  as  she  never  rallied  and  died  thirty-six  hours 
after  the  operation.  The  succeeding  nineteen  cases  recovered, 
not  exactly  "  without  an  untoward  symptom,"  as  we  so  fre- 
quently read  in  the  journal  reports,  but  with  the  usual  conva- 
lescence of  this  class  of  patients. 

No.  76  had  an  ovarian  tumor  successfully  removed  three  years 
prior  to  her  second  admission  into  the  same  room.  At  the  time 
of  the  first  operation  I  was  strongly  tempted  to  "  remove  the 
other  ovary,"  as  it  was  slightly  diseased,  but  the  "  conservative" 
idea  prevailed  and  it  was  left,  with  the  hope  that  she  might 
subsequently  conceive.  She  remained  fairly  well  for  two  and 
a  half  years,  when  her  health  began  rapidly  to  fail.  While  she 
generally  grew  thin,  her  abdomen  grew  large.  The  tumor  proved 
to  be  cancerous,  and  she  died  within  the  week  of  her  operation. 

Case  82  was  a  uterine  cancer  which  had  considerably  enlarged 
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the  corpus  and  which  might  perhaps  have  been  better  removed 
through  the  vagina.  In  a  dozen  or  more  of  these  total  extirpa- 
tions per  vaginam  (hence  not  included  in  the  list  of  laparato- 
mies)  the  patients  nearly  all  had  a  return  of  the  disease  in  the 
ovaries,  tubes,  or  broad  ligament  within  three  years.  In  this 
case  the  effort  was  made  to  remove  all  infected  tissue.  The 
vagina  was  made  aseptic,  the  uterus  curetted,  packed  with 
gauze,  and  the  cervical  canal  closed  with  sutures.  The  vaginal 
wall  was  separated  from  the  cervix,  the  uterine  arteries  tied,  and 
the  vagina  tamponed  with  iodoform  gauze.  The  abdomen  was 
then  opened,  the  ovaries,  tubes,  and  uterus  completely  removed. 
This  combined  method  requires  too  much  time.  Total  extirpa- 
tion through  the  abdomen  alone  or  through  the  vagina  alone 
would  be  a  better  operation.     This  patient  died. 

No.  114  had  a  small,  universally  adherent,  intraligamentary 
cyst.  She  was  in  a  fairly  good  coudition  when  she  entered  the 
sanatorium  and  I  confidently  expected  her  recovery.  She  had 
suffered  from  pelvic  inflammatory  troubles  on  two  occasions, 
however,  once  confined  to  bed  for  several  weeks.  The  surfaces 
from  which  the  tumor  was  enucleated  bled  so  profusely  that 
gauze  packing  had  to  be  employed  to  arrest  it.  Patient  did  well 
for  two  days ;  the  abdomen  then  became  distended,  and  she 
died  on  the  fourth  day  after  her  operation. 

The  following  thirty-two  cases  all  recovered  from  tlieir  opera- 
tions and  left  the  sanatorium. 

Of  the  one  hundred  and  thirty-one  laparatomies,  thirty-seven 
were  ovariotomies.  Four  died  ;  of  these  three  were  cancerous 
and  one  dieil  of  tetanus.  Seventeen  were  supravaginal  hysterec- 
tomies for  uterine  fibroma  ;  sixteen  recovered,  one  remaining 
July  1st,  1895.  One  was  hysterectomy  for  cancer  of  the  uterus 
by  the  combined  vaginal  and  abdominal  method  above  referred 
to  ;  died.  Sixty-two  weresalpingo-oophorectoraies  for  a  variety 
of  causes,  mostly  pus  or  bleeding  fibroids  ;  sixty-one  recovered, 
one  remaining  July  1st,  1895.  Four  were  extrauterine  preg- 
nancy ;  ail  recovered;  one  had  a  fully  developed  fetus  in  her 
abdomen  over  a  year.  One  cyst  of  broad  ligament ;  died.  One 
operation  was  for  general  tuberculosis;  died.  One  operation 
was  for  sarcoma  of  testicle  retained  so  high  up  as  to  rec^uire 
opening  the  peritoneal  cavity  ;  husband  of  one  of  the  ovarian 
patients;  operation  by  Dr.  John  B.  Hamilton;  recovered. 
Three  were  exploratory  incisions,  all  inoperable;  all  recovered 
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from  their  operations.  One  was  for  appendicitis;  recovered. 
One  operation  for  incarcerated  hernia  ;  appendix  adherent  and 
ligated  by  Dr.  J.  Ford  Thompson  ;  recovered.  Two  operations 
were  for  abdominal  pain  from  bands  and  adhesions  ;  both  re- 
covered. 

The  sanatorium  referred  to  in  this  report  is  in  a  clean  and 
healthful  location  ;  is  made  thoroughly  clean  inside  from  top  to 
bottom,  and  kept  so  ;  has  a  capacity  for  only  fifteen  patients,  and 
averages  two-thirds  full. 

Its  operating  room  is  ten  by  fourteen  feet ;  it  has  a  marble 
floor,  tiles,  and  Kean  cement  sides  and  ceiling,  which  can  all  be 
frequently  scrubbed.  Furniture:  brass  operating  table,  glass- 
topped  or  white  iron  tables  for  instruments  and  nurses'  supplies. 
Plenty  of  hot  and  cold  water  near  by,  but  no  sewer  connections 
are  allowed  in  the  operating  room. 

In  operating  the  aim  has  been  to  do  quick,  clean,  thorough 
work  with  as  little  handling  and  exposure  of  the  abdominal 
contents  as  possible,  and  according  to  methods  which  have 
proved  the  most  successful  in  the  hands  of  our  best  men.  The 
published  laparatomy  records  of  the  large  general  hospitals  (in 
our  city,  at  least)  do  not  compare  favorably  with  those  of  private 
special  hospitals,  any  more  than  the  laparatomy  work  of  the 
busy  general  surgeon  compares  favorably  with  that  of  the  spe- 
cial gynecological  or  abdominal  surgeon. 

In  other  words,  it  is  reasonable  to  suppose,  what  is  actually 
the  fact,  that  an  operator  who  is  free  from  the  contaminating 
influences  of  offensive  and  septic  discharges  from  wounds,  surgi- 
cal or  obstetrical,  is  less  liable  to  infect  his  laparatomy  patient 
than  otie  engaged  in  general  surgical  and  obstetrical  work. 

So  ought  a  small  hospital,  devoted  solely  to  gynecology  and 
abdominal  surgery,  to  show  better  results  than  a  large  institution 
conducted  partly  as  a  lying-in  hospital  and  partly  for  the  medi- 
cal and  surgical,  including  the  abdominal,  diseases  of  women. 

My  own  abdominal  work  has  been  much  more  successful  since 
resigning  all  connection  with  other  hospitals.  The  year  of  my 
service  in  Columbia  Hospital  for  "Women  and  Lying-in  Asylum, 
I  did  in  that  hospital  twenty-seven  laparatomies  with  seven 
deaths.  My  abdominal  work  while  gynecologist  for  ten  years 
to  Providence  Hospital  had  a  much  less  mortality,  but  the  death 
rate  has  been  much  smaller  in  my  own  sanatorium,  the  records 
<of  which  show,  in  1893  and  up  to  July  1st,  1895,  sixty  abdomi- 
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Tial  sections  (seventeen  of  which  were  hysterectomies  for  fibroid 
tiimors^and  one  for  cancer  of  the  uterus)  with  only  three  deaths,, 
and  two  of  those  died  from  cancer  operations. 

The  trutli  of  this  statement  is  freshly  ilhistrated  by  the  fact 
that  one  of  the  surgeons  of  one  of  our  city  hospitals  has  recently 
opened  a  private  hospital,  where  he  expects  to  do  better  and 
more  successful  abdominal  work  than  he  can  in  a  large  public 
institution.  For  the  same  reason,  it  is  fair  to  presume,  the  gyne- 
cologists of  the  Johns  Hopkins  Hospital  in  Baltimore  and  of 
many  other  large  general  hospitals  in  Philadelphia,  New  York, 
Boston,  Cincinnati,  Chicago,  St.  Louis,  San  Francisco,  Hich- 
mond,  Pittsburg,  and  Atlanta,  have  established  small  private 
sanatoriums  for  the  better  and  safer  accommodation  of  their 
gynecological  and  abdominal  patients,  where  it  is  again  fair  to 
presume  their  mortality  records  are  equal  to,  and  probably  better 
than,  those  I  have  been  able  to  present  above. 

The  annual  report  of  Providence  General  Hospital,  in  this 
city,  for  1893  shows  nineteen  laparatomies  with  eight  deaths,  a 
mortality  of  42.10  per  cent ;  report  for  same  hospital  for  1894 
shows  twenty-five  laparatomies  with  nine  deaths,  a  mortality  of 
36  per  cent.  The  annual  report  of  Columlna  Hospital  for  1892 
shows  fifty-seven  laparatomies  with  nine  deaths,  a  mortality  of 
17.64  per  cent ;  report  of  same  hospital  for  1893  shows  ninety- 
three  laparatomies  with  thirteen  deaths,  a  mortality  of  13.97  per 
cent;  report  of  same  hospital  for  1894  shows  one  hundred  and 
three  laparatomies  with  seventeen  deaths,  a  mortality  of  16.50 
per  cent.  The  laparatomy  mortality  in  Garfield  Hospital  of 
this  city,  from  the  best  information  obtainable  from  their  re- 
ports, is  above  20  per  cent. 

In  October,  1891,  I  published  in  the  Virginia  Medical 
Monthly  a  list  of  one  hundred  miscellaneous  laparatomies,  mostly 
done  in  Providence  Hospital,  with  a  mortality  of  13  per  cent. 
I  now  take  pleasure  in  reporting  a  series  of  one  hundred  and 
thirty-one  [)rivate  hospital  laparatomies  with  only  seven  deaths, 
showing  a  mortality  reduced  to  5.34  per  cent. 

1728   K  8TUEET. 


TRANS.   OF  THE  WASHINGTON  OBSTET.  AND  GTNEC.  SOCIETY.    603 


TRANSACTIONS    OF    THE    WASHINGTON 

OBSTETRICAL    AND    GYNECOLOGICAL 

SOCIETY. 


Stated  Meeting,  Friday,  Jaiuiary  ^th,  1895. 
The  President,  Henkt  D.  Fry,  M.D.,  in  the  Chair. 
Dr.  J.  W".  BoTEE  presented  the  following  specimens : 

A    CASE    OF     EXTIRPATION    OF     THE    UTERUS    AND     APPENDAGES.    FOR 
FIBROMATA,    BY    ABDOMINAL    SECTION. 

Mary  J.,  colored,  27,  single,  was  admitted  to  Columbia  Hos- 
pital September  Ttb.  lS94r,  witb  tbe  following  bistory  :  Was 
never  pregnant  ;  suffers  witb  indigestion,  pain  in  back  and 
lower  abdomen  ;  dysuria  ;  leucorrbea  since  January,  1894.  Has 
been  ill  two  years,  growing  wor.-e,  and  now  pain  is  constant,  but 
worse  by  walking ;  menses  regular,  last  live  days,  are  proiuse 
and  very  painful. 

Ecamination. — Mitral  regurgitation  ;  tenderness  in  rigbt  in- 
guinal region ;  cervix  small  ;  fibroid  in  anterior  wall  of  the 
fundus. 

JSTovember  26tb,  1894,  I  curetted  and  removed  a  cyst  of  tbe 
anterior  wall  of  vagina  ;  she  did  not  improve,  but  became  bed- 
ridden, being  easy  only  when  lying  on  back.  December  31st, 
laparatomy  ;  removal  to  cervix  of  uterus,  which  contained  in 
anterior  wall  a  fibroid  with  large  pedicle  and  a  smaller  one  in 
posterior  wall.  The  appendages  were  also  removed  with  it ; 
they  were  practically  normal. 

A    CASE     OF     EXTIRPATION     OF    THE     UTERUS     AND     ITS    APPENDAGES 
PER   YAGINAM    BY    THE    SO-CALLED    PRATT    METHOD. 

Agnes  J.,  colored,  aged  32,  was  admitted  to  Columbia  Hos- 
pital December  20th,  1894,  from  the  dispensary.  She  was  a 
widow  ;  had  had  four  cliildren  and  six  miscarriages.  Her  last 
confinement  occurred  four  years  previous  and  was  normal.  At 
the  age  of  20  years  she  was  torn  in  childbirth,  and  during  the 
last  few  years  had  suffered  from  -  falling  of  the  womb.''  She 
complained  of  severe  pain,  almost  constant,  in  the  right  iliac 
region  and  the  back.  Her  condition  had  prevented  ordinary 
work.  An  examination  revealed  the  uterus  and  vagina  entirely 
outside  the  vulva,  the  perineum  and  cervix  uteri  slightly  torn, 
and  a  small  growth  in  the  top  of  the  fundus  uteri.  The  sound 
passed  four  and  a  half  inches.  January  3d.  1895,  I  removed 
the  uterus  and  appendages  by  the  vagina  and  stitched  the  bruad- 
ligament  stumps  to  the  vagina. 
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The  litems  being  extravaginal,  I  decided  to  attempt  enuclea- 
tioti  without  ligature  or  clainp,  but  had  to  ligate  both  uterine 
arteries  aod,  of  course,  both  ovarian  arteries  outside  the  ovaries, 
as  the  appendages  were  not  detached  from  the  uterus.  The 
small  growth  in  the  fundus  proved  to  be  an  osteofibroma  of  the 
uterus.  The  cavity  occupied  by  the  uterus  was  packed  with 
gauze,  and  on  account  of  secondary  hemorrhage  during  the  night 
following  it  had  to  be  repacked.  The  hemorrhage  was  consid- 
erable, and  the  pulse  rose  to  120  per  minute. 

Dr.  Joseph  Taber  Johnson. — The  specimens  are  very  in- 
teresting, and  are  more  valuable  than  merely  literary  produc- 
tions. These  cases  do  not  illustrate  Pratt's  operation.  His 
method  avoids  hemorrhage  by  ligating  the  ovarian  arteries  and 
enucleating.  The  propriety  of  the  removal  of  the  uterus  for 
procidentia  is  questionable.  Emmet  and  Edebohls  say  there 
is  no  case  of  procidentia  that  cannot  be  cured  by  plastic  opera- 
tion. If  this  patient  gets  well  she  will  be  better  of[  without  her 
uterus,  probably,  though  the  operation  was  a  dangerous  one. 

Dr.  H.  L.  E.  Johnson. — It  is  a  broad  assertion  to  say  that 
there  is  no  case  of  procidentia  uteri  that  cannot  be  relieved  by 
a  plastic  operation.  Certain  cases  can  be  cured  by  that  means, 
but  where  degeneration  exists  it  will  not  succeed.  It  is  best  to 
take  the  chances  of  complete  removal.  The  mere  holding  up 
of  the  uterus  will  do  much  good  in  preventing  erosion  and 
degeneration.  The  plastic  operation  should  not  supplant  the 
radical  one  in  all  cases. 

Dr.  J.  W.  BovKE  had  lost  hope  of  curing,  in  cases  as  bad  as 
the  one  presented,  by  plastic  means.  He  regretted  that  he  had 
not  done  the  ordinary  ligation  operation,  being  less  dangerous. 
He  had  seen  numerous  and  repeated  plastic  operations  that 
failed  to  relieve.  There  are  some  that  cannot  be  cured  without 
complete  closure  of  the  vagina. 

Dr.  George  N.  Acker  reported  a  case  of 

HEMORRHAGE    DURING    LABOR. 

Mrs.  J>.,  white,  aet.  35,  had  her  last  regular  menstrual  period 
in  the  latter  part  of  September,  1892.  Felt  (piickening  about 
February  20th,  180.3,  and  expected  to  be  conlined  early  in 
July.  She  had  a  slight  How  from  October  20th  to  29th,  1892, 
and  for  several  months  afterward  the  periods  continued,  but 
diminishing  in  quantity  until  quickening  was  observed,  when 
they  stopped.  This  has  been  the  rule  with  all  of  her  preg- 
nancies, and,  as  she  has  little  nausea,  it  has  been  dittieult  to  pre- 
dict the  date  of  confinement  in  her  case.  She  has  exophthalmic 
goitre  in  a  slight  degree,  and  this  becomes  very  pronounced 
when  she  is  pregnant  and  almost  disappears  wlien  this  is  ter- 
minated. She  has  had  tive  children,  the  oldest  being  15  and 
•the   youngest   about   3   years.     The   former    labors  have  been 
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normal.  Had  a  miscarriage  at  the  fifth  month  fifteen  jears  ago 
and  one  at  the  fifth  week  eleven  jears  ago.  Has  suffered  from 
uterine  trouble  and  was  curetted  in  1886.  This  was  followed  by 
pelvic  peritonitis.  At  1:40  p.m.,  August  5th,  1893,  while  sitting 
sewing,  she  had  a  severe  pain  and  "felt  something  give  way." 
This  was  followed  by  a  sudden  gush  of  blood  and  w^ater.  She 
had  been  at  lunch  ten  minutes  before  this  and  had  walked  up 
two  flights  of  steep  stairs.  I  saw  her  about  twenty  minutes 
afterward  and  found  that  the  floor  and  bed  were  wet  with 
blood  and  water.  The  pains  were  severe,  with  little  intermis- 
sion. The  OS  was  dilated  to  the  size  of  a  silver  quarter  and  the 
head  presented.  The  os  was  thick  and  soft.  The  pains  con- 
tinued with  force,  and  it  was  necessary  to  use  chloroform  freely 
in  order  to  keep  her  quiet.  She  was  nervous  and  had  great 
dread  of  the  results  of  the  labor.  Much  blood  and  water  passed 
away  from  time  to  time.  I  examined  her  carefully,  but  could 
not  feel  anything  which  would  lead  me  to  suspect  'an  insertion 
of  the  placenta  near  the  os.  The  labor  did  not  make  much  pro- 
gress, and  it  was  not  until  6  p.m.  that  the  os  was  dilated  to  the 
size  of  a  silver  dollar.  I  was  very  anxious  about  her,  as  the 
pulse  was  fast  and  weak  and  the  pains  were  very  severe  but  not 
effective.  I  could  not  hear  any  fetal  heart  sounds,  and  there 
was  not  any  evidence  of  life  in 'the  fetus  at  that  time.  During 
the  day  the  movements  of  the  fetus  had  been  active.  At  8:30 
P.M.  the  OS  commenced  to  dilate  rapidly,  and  ten  minutes  after 
the  first  stage  was  over  the  head  was  born.  There  was  a  slight 
difficulty  with  the  shoulders.  As  soon  as  the  body  was  delivered 
there  were  a  number  of  large  dark  clots  and  much  blood  dis- 
charged. These  were  followed  by  the  placenta,  which  was  loose 
and  ragged.  The  uterus  contrac"ted  down  well.  The  cord  and 
placenta  were  normal.  The  child  was  well  formed  and  about 
nine  pounds  in  weight.  It  was  still-born  and  I  could  not  re- 
suscitate it. 

She  had  severe  after-pains  for  some  days,  with  a  freer  flow  of 
blood  than  usual,  but  made  a  slow  and  good  recovery.  There 
was  no  rise  of  temperature  except  that  due  to  intermittent  fever, 
from  which  she  suffered  for  several  months.  Since  then  she  has 
had  a  leucorrhea,  for  which  I  have  made  intrauterine  applica- 
tions, besides  glycerin  tampons  and  hot-water  douches.  She  is 
now  in  the  third  month  of  pregnancy.  At  present  she  enjoys 
good  health  and  everything  appears  to  be  in  a  normal  condition. 

The  first  question  to  be  considered  is,  What  caused  the 
hemorrhage  ?  Was  it  a  so-called  accidental  hemorrhage  (that 
which  occurs  from  premature  detachment  of  the  normally 
situated  placenta),  or  was  it  a  partial  placenta  previa  ?  The 
former,  I  know,  is  not  a  frequent  complication  of  labor,  and  the 
hemorrhage,  as  a  rule,  is  more  concealed  than  in  this  case.  Yet 
when  the  child  was  delivered  there  were  a  number  of  large  clots 
passed,  showing  that  there  had  been  a  great  fiow  of  blood  and 
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much  of  it  had  been  retained.  Then,  she  did  not  have  any  ap- 
pearance of  blood  until  labor  had  commenced.  This  would  be 
a  very  rare  occurrence  in  a  placenta  previa. 

The  only  exciting  cause  that  I  can  attribute  the  se{)aration  of 
the  placenta  to  is  that  the  lady  walked  up  two  flights  of  steep 
stairs  after  eating  lunch. 

Dr.  Robert  Lee,  of  London,  held  that  one  of  the  most  fre- 
quent causes  of  this  was  due  to  a  shortening  of  the  cord  by  being 
twisted  about  the  neck  of  the  child,  thus  inducing  partial  de- 
tachjnent  of  the  placenta.  Scanzoni  also  taught  this.  Bedford 
attached  great  importance  to  habitual  and  obstinate  constipation. 
The  violent  straining  induced  by  this  condition  of  the  bowels  has 
occasioned  detachment  of  the  placenta  in  some  part  of  its  surface 
and  consequent  hemorrhage.  In  my  case  neither  of  these  causes 
existed,  nor  any  of  the  causes  given  in  the  text  books. 

Another  point  to  be  considered  is  whether  the  life  of  the  child 
could  have  been  saved  by  any  method  of  treatment,  such  as  the  use 
of  Barnes'  bags,  tampons,  etc.  I  intended  to  hasten  the  deliv- 
ery during  the  second  stage  by  the  use  of  forceps,  but  this  stage 
terminated  so  quickly  that  it  was  not  necessary  to  resort  to  them. 

Dr.  H.  L.  E.  Johnson. — This  is  an  interesting  case  of  not 
frequent  occurrence.  It  was  not  placenta  previa,  but  the  ac- 
cidental hemorrhage  due  to  partial  separation  of  the  placenta. 
This  separation  might  be  due  to  a  prediseased  uterus  or  was 
brought  about  by  some  violent  exertion.  Those  cases  occurring 
during  hibor  indicate  a  diseased  condition  of  the  uterus.  The 
treatment  depends  upon  the  violence  of  the  symptoms.  In  a 
case  in  his  own  practice  he  packed  the  vagina  with  long  strips 
of  bandage,  with  a  favorable  termination.  These  cases  are  more 
lial)le  to  septic  infection.  Is  this  due  to  autoinfection,  or  care- 
lessness of  the  operator  in  the  haste  incident  to  the  case  i 

Dr.  Joseph  Taher  Johnson  had  had  a  case  of  hemorrhage 
due  to  partial  separation  of  the  placenta.  The  woman  was  in 
the  eighth  month  of  pregnancy.  She  sat  upon  a  urinal,  which 
gave  way.  beneath  her,  causing  her  to  give  a  violent  jump,  when 
she  felt  something  hreak  within  her.  She  com])lained  of  great 
distention.  The  next  day  he  .saw  her  again,  when  she  had  pro- 
fuse hemorrhage.  Dr.  S.  C.  Busey  saw  her  with  him,  when 
they  effected  rapid  delivery.  The  placental  edge  showed  a  dark 
l)orcier,  indicating  the  point  of  separation.  The  i)oint  of  Dr.  H. 
L.  E.  Jt)hnson  that  sepsis  was  likely  to  occur  in  these  cases  was 
due  to  hungry  vessels  near  by  absorbing  rapidly. 

Dr.  H.  L.  E.  Johnson  did  not  accejit  the  suggestion  that 
sepsis  is  due  to  the  vessels  absorbing  more  readily,  Init  it  is  due 
to  the  fact  that  in  the  hurry  to  check  the  hemorrhage  there  is 
carelessness  or  no  attention  is  paid  to  asepsis.  The  pletiioric 
are  more  liable  to  infection. 

TuK  President  (Dr.  11.  D.  Fkv). — Dr.  Reynolds,  of  Boston, 
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has  recently  written  a  paper  in  which  he  reports  two  cases.  In 
the  treatment  he  advises  the  expectant  plan. 

Dr.  a,  F.  a.  King. — While  formerly  the  radical  treatment 
of  emptying  the  uterus  without  delay  was  common,  of  late 
cases  had  been  reported  in  which  the  expectant  or  waiting 
method  had  been  attended  by  good  results. 

Dr.  H.  L.  E.  Johnson. — Dr.  King  is  wrong  in  saying  that 
so  long  as  blood  was  not  escaping  there  was  not  much  danger. 
Where  hemorrhage  is  concealed  the  danger  is  greater.  When 
a  pregnant  woman  is  taken  with  pain,  has  shock  and  distention 
of  the  uterus,  the  membranes  should  be  ruptured  so  that  con- 
tractions may  occur  and  control  the  hemorrhage. 

Dr.  George  j^.  Acker. — Dr.  H.  L.  E.  Jolmson  is  right. 
Playfair  says  where  hemorrhage  is  concealed  there  is  more  dan- 
ger.   There  was  no  evidence  of  disease  of  the  placenta  in  this  case. 

Dr.  E.  L,  Tompkins  reported  a 

CASE    OF    POLIOMYELITIS    ANTERIOR.' 

Dr.  S.  S.  Adams. — The  cases  usually  met  with  are  generally 
more  severe  than  the  case  presented.  There  is  little  hope  of 
improvement,  where  degeneration  has  occurred.  Xot  much 
benetit  is  derived  from  medication. 

Dr.  H.  L.  E.  Johnson  observed  a  case  of  infantile  paralysis 
while  a  resident  in  Columbia  Hospital.  The  child  died  after 
tvvo  weeks.     The  necropsy  showed  fracture  of  the  skull. 

Dr.  S.  S.  Adams  saw  a  child  with  what  was  supposed  to  be 
infantile  paralysis  affecting  the  arm.  A  closer  examination  dis- 
closed a  fractured  clavicle. 

Dr.  F.  S.  Nash. — The  disease  is  not  confined  to  childhood  ; 
it  sometimes  occurs  in  men.  When  degeneration  has  occurred 
they  are  not  restored. 

Dr.  E.  L.  Tompkins. — The  cases  are  not  congenital.  They 
usually  occur  about  the  third  year.  So  long  as  there  is  response 
it  is  wise  to  continue  treatment. 
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Twentieth  Century  Practice.  An  International  Encyclope- 
dia of  Modern  Medical  Science.  By  leading  authorities  in 
Europe  and  America.  Edited  by  Thomas  L.  Stedman,  M.D., 
New  York  City.  In  twenty  volumes.  Volume  III.  Occu- 
pation Diseases,  Drug  Habits,  and  Poisons.  JSTew  York : 
William  Wood  &  Co.,  1895. 
The  opening  paper  of  this  volume,  on  "  Alcoholism  and  Drug 

'  See  original  article,  p.  582. 
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Habits,"  by  Dr.  Norman  Kerr,  is  an  instructive  and  important 
essay  on  a  subject  of  vital  importance.  He  discusses  lirst  the 
toxic  effects  of  alcohol,  then  of  narcotics  and  other  drugs  whose 
use  may  lead  to  the  formation  of  harmful  "  habits,"  and  then 
goes  deeply  into  the  subject  of  narcomania,  the  disease  of  in- 
ebriety. His  arguments  and  conclusions  are  quietly  and  tempe- 
rately put,  but  are  convincing.  The  second  paper,  on  "  Shock," 
by  Dr.  Shrady,  the  editor  of  the  Medical  Record^  is  excellent 
and  is  written  in  its  author's  well  known  concise  and  graceful 
style.  A  subject  of  great  personal  interest  to  those  of  us  who 
from  inclination  or  necessity  "go  down  to  the  sea  in  ships"  is 
charmingly  handled,  under  the  title  "Naupathia,"  by  Dr.  Gihon, 
Medical  Director  of  the  United  States  Navy,  who  also  contri- 
butes chapters  on  "Heat  Stroke"  and  "Frost  Bite,"  in  all  of 
which  conditions  his  extended  service  as  a  naval  officer  has  given 
him  large  experience.  "  Diseases  of  Occupation,"  by  Dr.  James 
Hendrie  Lloyd,  is  an  al)le  exposition  of  the  pathological  condi- 
tions resulting  from  influences  peculiar  to  certain  trades  and 
professions.  This  is  a  much  more  extensive  subject  than  might 
be  supposed  and  is  well  arranged  to  avoid  repetition  and  to  fa- 
cilitate reference.  The  other  papers  which  go  to  make  up  the 
somewhat  miscellaneous  contents  of  this  volume  are  :  "  Mountain 
Sickness,"  by  Von  Liebig ;  "Osteomalacia,"  by  Councilman; 
"  The  More  Important  Organic  Poisons,"  by  Small  ;  and  "  Cer- 
tain of  the  Mineral  Poisons,"  by  Stewart. 
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An  Amherst  man  the  other  day  was  speaking  of  the  rapid 
success  of  young  college  men,  and  mentioned  as  an  instance  Dr. 
Ervin  A.  Tucker,  of  New  York  City.  Dr.  Tucker  was  gradu- 
ated from  Amherst  in  1885  and  received  his  A.M.  degree  in 
1888.  The  following  year  he  took  the  Harsden  prize  at  the  Col- 
lege of  Physicians  and  Surgeons,  and  retained  his  connection 
there,  l)ecoming  instructor  in  ])ractical  obstetrics  in  1800,  and 
later  tutt»r  in  obstetrics  and  trvnecolofrv.  For  five  years  he 
has  been  re.^ident  ])liy.'iiciaii  of  the  Sloane  Maternity  Hospital 
(and  was  recently  a])pointed  assistant  visiting  physician  of  this 
hospital),  and  now  he  has  begun  private  practice  with  unusually 
bright  ])rospects.  This  is  a  record  that  should  be  of  interest  to 
medical  studente. — American  Z^nirerfiiy  3Iagaziric. 

At  a  recent  meeting  of  the  trustees  of  Jefferson  Medical 
College,  Philadelphia,  the  honorary  degree  of  LL.D.,  was  con- 
ferred on  Dr.  John  Collins  Warren,  Professor  of  Surgery  in 
Harvard  Tniversitv. 
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THE  INDICATIONS  FOR  OPERATION  IN  PUERPERAL  SEPSIS.' 


BY 

LEWIS  S.  McMURTRY,  M.D., 
Louisville,  Ky. 


The  efficiency  of  aseptic  methods  in  preventing  infection 
during  the  puerperiiim  has  been  demonstrated  by  the  recorded 
results  of  maternity  hospitals.  Notwithstanding  the  general 
acceptation  of  this  fact,  puerperal  sepsis  is  very  common  at  the 
present  time.  The  mortality  continues  great,  and  in  a  large  pro- 
portion of  the  cases  of  chronic  pelvic  inflammation  requiring 
operative  treatment  the  disease  has  originated  in  an  infection 
during  the  puerperium.  "When  we  consider  how  incomplete  the 
statistics  of  this  subject  are  in  the  towns  and  country  districts, 
as  well  as  how  unreliable  are  the  same  in  our  large  cities,  we  can 
form  some  idea  of  the  heavy  mortality  of  puerperal  sepsis. 
Thousands  of  women  die  annually  of  this  disease. 

Since  operative  surgery  a  few  years  since  disclosed  the  various 
lesions  of  pelvic  disease,  it  has  been  known  that  pregnancy  and  the 
puerperal  state  may  be  complicated  by  pre-existing  inflammatory 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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diseases  of  the  uterine  appendat^es,  tumors,  and  septic  accumu- 
lations inside  the  pelvis.  Chronic  and  circumscribed  disease  of 
this  character  may  be  converted  into  acute  and  diffuse  inflam- 
matory conditions  by  the  trauma  of  labor.  Puerperal  sepsis 
may  in  this  way  be  the  result  of  pre-existing  disease.  This  class 
of  cases  must  necessarily  be  small,  since  women  thus  diseased  are 
as  a  rule  sterile.  That  such  cases  necessarily  come  within  the 
scope  of  operative  treatment  will  be  generally  conceded.  The 
indications  and  guides  for  operative  interference  in  this  class  of 
cases  will  receive  consideration  in  the  course  of  this  paper. 

The  bacteriology  of  puerperal  infection  has  received  most 
careful  study  by  Bumm  and  other  observers,  and  all  who  have 
studied  the  clinical  manifestations  of  puerperal  sepsis  have  re- 
marked upon  the  diverse  character  of  the  disease  in  a  given 
group  of  cases.  The  septic  process  may  be  limited  to  the  ute- 
rine cavity,  broad  ligaments,  and  adjacent  peritoneum,  with 
moderate  systemic  infection  ;  or  the  general  system  may  be  pro- 
foundly infected,  with  comparatively  insignificant  local  mani- 
festations. According  to  Bumm  the  organisms  which  are  the 
active  agents  in  the  infective  process  may  be  shut  off  by  an 
underlying  area  of  granulations  after  becoming  established  in 
the  uterine  mucosa;  or  this  barrier  may  be  wanting  and  the 
germs  penetrate  directly  the  lymph  spaces  and  diffuse  them- 
selves rapidly  throughout  the  lymphatic  system.  In  this  way^ 
botli  by  the  character  and  intensity  of  the  infection  and  the  re- 
sistance of  the  tissues,  it  is  determined  in  a  given  case  whether 
general  infection  will  predominate  and  local  manifestations  be 
secondary,  or  the  opposite.  After  the  septic  process  becomes 
established  along  the  utero-vaginal  canal,  it  may  extend  to  the 
peritoneum  cither  by  the  continuity  of  surface  furnished  by  the 
raucous  membrane,  or  septic  germs  may  traverse  the  veins  and 
lymphatics  so  richly  distributed  to  the  invaded  tissues. 

Septic  endometritis  presents  diverse  lesions  and  products  cor- 
responding with  tlie  clinical  varieties  of  puerperal  sepsis.  A 
profound  degree  of  systemic  infection  may  exist  without  exten- 
sive gross  lesions  at  the  site  of  infection.  Again,  putrefactive 
changes  may  obtain  within  the  uterine  cavity  with  the  develop- 
ment of  toxiues,  which  being  absorbed  beget  that  form  of  sys- 
temic infection  known  assapremia.  For  practical  purposes  cases 
of  puerperal  sepsis  should  be  considered  in  two  general  divisions: 
(1)  those  cases  wherein  systemic  infection  is  marked  and  pre- 
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dominant,  with  comparatively  insignificant  local  manifestations; 
and  (2)  those  wherein  the  local  inflammatory  lesions  are  conspic- 
uous and  general  systemic  infection  less  marked  and  secondary. 
In  the  first  class  of  cases  the  septic  focus  within  the  uterus, 
by  rapid  absorption  through  lymphatics  and  veins,  overwhelms 
the  system  with  infective  products.     The  lymphatic  system  is 
very  active  in  this  process,  and  so  rapid  is  the  diffusion  of  septic 
material  that  the  entire  system  may  become  infected  in  a  few 
hours.     The  infiammatory  element  about  the  uterus  and  adnexa 
is  not  appreciable   in  many  instances.     The  granulating   area 
previously  described  is  said  to  be  absent  in  these  cases.     The 
discharge  from  the  uterus  is  usually  slight  and  is  seldom  putrid. 
The  abdomen  is  soft,  and  vaginal  examination  will  elicit   no 
signs  of  inflammatory  deposits  about  the  uterus  or  its  adnexa. 
In  several  cases  observed  by  the  writer  lymphangitis  was  marked 
in  both  lower  and  upper  extremities,  so  that  the  slightest  move- 
ment would  produce  extreme  pain.     The  use  of  curette  and 
intrauterine  douche  in  these  cases  avails  nothing.     The  entire 
system  is  quickly  saturated  with  septic  products,  which  cannot 
be   eliminated   or   counteracted    by   any   operative   procedure. 
These  cases  have  always  impressed  my  mind  as  analogous  to 
other  systemic  infections,  such  as  syphilitic,  wherein  it  avails 
nothing  to  excise   the    point   of  infection  after  the  organisms 
have  been  diffused  throughout  the  system.     When  the  diagnosis 
is  made  the  mischief  has  already  been  done. 

In  the  second  division  of  cases,  as  indicated,  localization  is 
marked  and  a  variety  of  lesions  may  obtain.  This  large  class  of 
cases  affords  wide  scope  for  local  treatment,  and  I  would  lay 
down  this  general  principle  as  the  basis  for  deciding  the  ques- 
tion of  operative  interference — viz.,  that  lesions  demonstrable 
to  the  skilled  touch,  and  local  signs  of  known  value,  together 
with  general  symptoms  of  recognized  significance,  should  in- 
variably form  the  basis  of  such  decisive  action.  In  a  word,  the 
recognized  principles  of  diagnosis  ordinarily  applied  to  infiam- 
matory diseases  of  the  uterus,  its  adnexa,  and  the  pelvic  peri- 
toneum should,  with  all  due  modification,  be  applied  to  puerperal 
sepsis.  No  operation  should  be  projected  upon  the  indefinite 
data  of  pulse  and  temperature  or  time  requirements. 

In  all  cases  of  puerperal  sepsis  the  most  careful  examination 
of  the  pelvic  organs  should  be  made.  Should  such  examination 
demonstrate  the  presence   of   pre-existing   disease,  as   already 
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indicated  in  this  paper,  the  indications  for  operation  should  be 
carefully  weighed  in  the  balance  of  mature  surgical  judgment 
and  experience.  A  pre-existing  pus  tube,  a  uterine  fibroid  or 
ovarian  dermoid,  converted  by  the  trauma  of  labor  into  activity 
as  an  infecting  source,  should  be  treated  by  prompt  resort  to 
abdominal  section. 

Septic  endometritis,  with  or  without  putrefactive  charges  in 
retained  clots  and  debris,  should  be  removed  by  cleanfing,  anti- 
sepsis, and  drainage.  Thorough  intrauterine  irrigation  and 
drainage  in  appropriate  cases  may  quickly  arrest  the  septic  pro- 
cess. I  am  convinced  that  curettage  is  much  too  extensively 
used  in  these  cases  wherein  the  septic  focus  is  limited  to  the 
uterine  cavity.  The  granulating  area  described  by  Bumm  may 
be  broken  through  and  infection  promoted  by  curettage  ;  also, 
closed  sinuses  and  veins  at  the  placental  site  may  be  reopened 
and  septic  material  diffused  by  this  operation.  1  have  seen 
repeated  application  of  the  curette  in  cases  of  puerperal  sepsis 
signalized  by  repeated  chills  and  rising  pulse  and  temperature, 
marking  the  invasion  of  new  areas  of  infection.  I  am  con- 
vinced that  the  indiscriminate  use  of  the  curette  in  cases  of 
puerperal  sepsis  is  most  harmful,  and  that  in  this  way  Nature's 
barriers  to  increasing  infection  are  torn  away.  Thorough  irriga- 
tion and  drainage  of  the  uterine  cavity  will  meet  all  the  require- 
ments of  the  local  treatment  of  septic  endometritis.  Plugging 
up  the  uterine  cavity  after  the  method  known  as  gauze  packing 
is  positively  contraindicated  by  the  simplest  surgical  principles. 
Drainage  should  be  facilitated  and  not  obstructed. 

Purulent  salpingitis,  ovarian  abscess,  and  suppurative  peri- 
tonitis, by  progressive  steps,  may  obtain  very  rai>idly  in  puer- 
peral sepsis,  the  process  extending  both  l)y  continuity  of  surface 
and  by  vascular  routes.  The  associated  peritonitis  may  be 
diffuse  or  circumscribed,  and  its  office  as  a  conservator  must  be 
recognized.  Here  the  most  deliberate  judgment  must  l)e  exer- 
cised in  determining  the  time  for  resorting  to  ])roper  treatment 
by  abdominal  section.  The  time  for  operative  interference  and 
the  extent  to  wiiich  the  operative  procedure  is  to  be  carried  in 
these  cases  require  the  exercise  of  sound  judgment  in  every 
case.  The  folh^wing  case  occurred  in  my  j)ractice  last  year  and 
illustrates  the  most  severe  and  extensive  lesions  of  the  form  of 
puerperal  sepsis  under  consideration. 

Age  of  patient,  21  years.     Confined  July  2Gth,  1S04,  and  de- 
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veloped  peritonitis.  After  aa  acute  illness  of  several  weeks  the 
inflaaiinatory  process  seemed  to  abate  and  her  condition  was 
hopeful.  During  the  latter  part  of  August  her  condition  was 
complicated  by  abscess  of  the  breast,  which  required  incision 
and  gave  much  distress,  at  the  same  time  adding  to  the  exhaus- 
tion of  an  already  enfeebled  condition.  I  saw  the  patient  in  the 
latter  part  of  September  in  consultation  with  the  family  physi- 
cian, Dr.  Coleman  Eogers.  For  several  weeks  preceding  the 
condition  was  one  of  seeming  improvement,  with  recurrent 
attacks  of  violent  pain  necessitating  repeated  doses  of  mor- 
phine, accompanied  with  fever  and  sweats.  These  exacerba- 
tions marked  the  invasion  of  additional  areas  of  peritoneum  by 
the  inflammatory  process.  Dr.  Rogers  had  utilized  purgatives, 
as  well  as  all  other  non-surgical  resources,  in  the  treatment,  and 
requested  a  consultation  with  a  view  to  operative  interference. 
An  examination  disclosed  the  most  extreme  and  advanced 
lesions  of  puerperal  pelvic  inflammation.  The  uterus  was 
bound  dowij  upon  the  floor  of  the  pelvis,  the  fundus  in  Douglas' 
pouch,  and  the  rectum  almost  occluded  by  its  pressure.  All 
the  pelvic  viscera  were  fixed,  being  bound  by  extensive  deposits 
of  organized  exudate.  There  was  an  indistinct  sense  of  fluctua- 
tion in  the  lateral  pelvic  spaces  when  the  bimanual  touch  was 
applied.  The  patient  was  pale,  feeble,  and  emaciated,  racked 
with  daily  exacerbations  of  pain  and  constant  fever. 

On  October  6th,  1894,  during  the  eleventh  week  of  illness, 
the  patient  was  removed  to  the  infirmary,  and  on  the  following 
morning  abdominal  section  was  made.  Ether  was  very  cau- 
tiously given  and  the  operation  performed  as  quickly  as  thor- 
ough and  careful  work  would  permit.  On  opening  the  abdo- 
men (suprapubic)  the  omentum  was  found  agglutinated  to  the 
intestines,  roofing  in  the  pelvic  viscera.  Releasing  this  and 
working  a  track  of  cleavage  with  two  fingers  through  the  coils 
of  intestines,  the  pus  freely  poured  out  of  the  incision.  In 
separating  the  adhesions  at  the  floor  of  the  pelvis  and  enucleat- 
ing the  disintegrated  tubes  and  ovaries  (applying  only  gentle 
force  cautiously),  my  index  finger  penetrated  the  uterus.  Rec- 
ognizing this,  I  forcibly  released  that  organ  (observing  the 
utmost  care  not  to  open  the  rectum,  to  which  it  was  adherent) 
and  brought  it  up  with  the  suppurating  appendages.  The  body 
of  the  uterus  was  friable,  breaking  down  under  slight  force ; 
the   appendages  were   mere   abscess   sacs.      Having  separated 
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adhesions  so  as  to  release  the  intestines,  I  did  a  complete  hyste- 
rectomy, removing  uterus  and  appendages.  The  peritoneum 
was  thoroughly  douched  with  several  gallons  of  warm  water, 
a  drainage  tube  placed,  and  the  incision  rapidly  closed.  The 
operation  was  completed  in  thirty-two  minutes.  The  anes- 
thetist had  already  administered  stimulants  hypodermatically. 
The  patient  was  put  to  bed  without  any  pulse  that  we  could 
detect  in  the  wrist,  though  the  heart  was  acting  with  great 
rapidity.  The  usual  stimulants  subcutaneously,  with  dry  heat 
to  the  surface  and  extremities,  were  persistently  applied,  and 
the  patient  gradually  rallied.  The  pulse  was  rapid  and  small 
for  three  days,  then  gradually  improved.  The  drainage  tube 
was  removed  on  third  day,  and  healing  was  prompt  and  com- 
plete. The  patient  rapidly  gained  strength  and  flesh,  and  is 
now  a  perfect  picture  of  health. 

The  most  difficult  form  of  puerperal  sepsis  in  relation  to  ope- 
rative interference,  as  well  as  one  of  the  most  serious  conditions 
resulting  from  sepsis,  is  that  of  diffuse  septic  parenchymatous 
metritis  and  purulent  metritis.  I  have  seen  two  cases  where 
operation  in  the  fourth  and  sixth  weeks  respectively  after  labor 
demonstrated  this  condition.  In  both  cases  the  presence  of  pus 
in  the  pelvis  being  evident,  I  believed  it  to  be  localized  about 
the  uterine  appendages.  When  the  uterus  was  exposed  by 
abdominal  section  pns  formation  in  the  uterine  walls  was  ap- 
parent to  the  eye  and  multiple  abscess  cavities  existed  through- 
out the  organs.  Recovery  followed  hysterectomy  in  both  these 
cases.  Septic  metritis  may  be  marked  by  a  soft  and  boggy 
uterus,  as  illustrated  in  the  case  reported  in  detail,  or  multiple 
pyemic  abscesses  may  riddle  the  substance  of  the  organ,  as  just 
described.  The  only  treatment  for  these  cases  is  hysterectomy, 
the  selection  of  the  vaginal  or  suprapubic  route  being  deter- 
mined l)y  the  complications  of  individual  ea?es  or  the  preference 
of  the  operator.  While  cases  of  purulent  metritis  are  compara- 
tively rare,  I  am  confident  that  they  are  more  common  than 
generally  believed,  and,  as  observation  increases  and  diagnosis 
improves,  this  otherwise  fatal  form  of  puerperal  sepsis  will  be 
more  frequently  disclosed  and  cured  by  hysterectomy. 

In  conclusion  I  would  allude  to  the  class  of  puerperal  cases 
wherein  the  local  symptoms  are  those  of  diffuse  peritonitis 
without  localization  of  lesions,  ])ut  where  the  uterus  is  j)rcsnni- 
ably   the  focus  of  infection.     This  class  of  cases  has  recently 
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been  discussed  extensively  in  relation  to  treatment  by  hysterec- 
tomy. Empirical  operations  in  surgery  are  likely  to  prove  more 
disastrous  than  similar  methods  of  treatment  in  medicine.  The 
gravity  of  such  cases  may  often  justify  exploration  and  drain- 
age, but  the  more  extensive  operation  of  hysterectomy  will 
almost  invariably  prove  disastrous. 
231  West  Chestnut  street. 
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In  consequence  of  the  views  entertained  by  Semmelweiss,  that 
puerperal  sepsis  is  due  to  infection  of  the  birth  canal  and  that  the 
causation  is  largely  from  external  influences  or  the  introduction 
of  poisonous  material,  carried  to  the  parts  through  the  unclean- 
liness  of  doctors,  nurses,  instruments,  or  dressings ;  and  the 
investigations  of  Lister  and  Pasteur  of  antiseptics  as  gennicides, 
the  treatment  by  vaginal  irrigation  naturally  resulted,  which  has 
so  faithfully,  conscientiously,  and  profitably  been  followed  since 
the  advancement  of  this  theory. 

Observation  subsequently  confirmed  the  views  of  Semmel- 
weiss, but  has  not  positively  proven  up  to  this  time  the  true 
nature  of  the  infection,  its  method  of  action  and  degrees  of 
virulence  differing  in  different  cases ;  it  has  failed  also  to  intro- 
duce a  specific  method  of  treatment.  The  teachings  of  Baker 
have  entirely  passed  away,  and  yet  we  may  learn  much  regard- 
ing the  nature  of  the  affection  by  closely  studying  his  observa- 
tions. While  we  do  not  have  the  blood  changes  as  a  cause  of 
the  affection,  we  do  have  changes  in  the  blood  differing  with  the 
causation. 

The  toxemia  or  intoxication  following  putrefaction  or  chemi- 
cal changes  of  the  retained  products  of  conception,  while  pro- 
ducing fever,  malaise,  and  stupor,  differs  from  the  systemic 
symptoms  due  to  heterogenetic  influences,  or  the  true  puerperal 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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sepsis.  I  say  true  puerperal  sepsis,  in  contradistinction  to  the 
many  conditions  producing  allied  symptoms  and  classed  in  this 
order  in  modern  text  books  and  recent  literature,  as  follows: 
suppuration  resulting  from  traumatism  of  a  pelvic  tumor  or 
structure,  or  a  tumor  of  the  abdomen  in  continuity  or  contiguity 
with  the  parturient  womb  ;  abscess  of  the  ovary,  or  suppurating 
Fallopian  tubes.  It  is  also  possible  for  women  in  childbed  to 
have  the  various  specific  fevers.  These,  too,  I  would  in  no  way 
associate  with  puerperal  fever,  but  would  classify  them  as  fevers 
complicating  this  process  or  period,  and  this  fever  as  depending 
upon  the  micro-organisms. 

Then  puerperal  fever  and  puerperal  sepsis,  which  are  used  as 
synonymous  terms,  would  demand  but  one  causation,  and,  having 
determined  the  cause,  the  treatment  would  follow  applicable  to 
all  cases.  That  it  is  difficult  to  determine  the  different  condi- 
tions giving  rise  to  fever  is  an  acknowledged  fact,  but,  as  rational 
treatment  can  only  follow  an  accurate  diagnosis,  it  appeals  to 
our  reason  with  greater  force. 

To  irrigate  the  vagina  with  antiseptics  for  a  suppurating  cyst 
of  the  abdomen,  a  pus  tube,  or  local  peritonitis,  certainly  would 
be  attended  by  disastrous  results,  and  in  too  many  cases  is  only 
appreciated  at  the  autopsy,  when  "  it  was,  as  suspected,  beyond 
the  reach  of  medical  or  surgical  interference."  A  statement  of 
this  kind  ought  not  to  ease  the  conscience  of  the  attending  phy- 
sician, if  it  is  balm  to  the  ignorance  of  sorrowing  friends. 

True  puerperal  fever  is  the  result  of  outside  intiuences,  micro- 
organisms, pyogenic  microbes,  carried  to  the  patient  either  on 
the  hands  of  the  accoucheur  or  nurse,  on  instruments,  dressings, 
irrigation,  or  having  a  natural  habitat  in  some  portion  of  the 
birth  canal,  if  this  be  possible.  The  germs  or  bacteria  capable 
of  producing  infection  are:  streptococcus  pyogenes,  which  is 
Fehleisen's  diplococcus  of  erysipelas  ;  staphylococcus  pyogenes 
aureus,  found  in  ordinary  pus;  staphylococcus  pyogenes  albus; 
staphylococcus  pyogenes  citreus  ;  and  possibly  bacillus  pyocyanus 
and  other  bacilli. 

These  are  the  accepted  views  of  the  profession.  Based  upon 
this  conclusion,  the  treatment  advocated  has  been  by  antiseptic 
irrigation.  In  our  maternities,  by  this  method  the  mortality  has 
fallen  to  a  very  smaL  percentage,  while  in  private  practice, 
where  the  larger  percentage  of  women  are  confined,  the  mor- 
tality has  not  been  materially  affected.     In  the  maternities  these 
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results  have  followed  in  consequence  of  the  cleanliness  which 
has  been  observed,  while  sepsis  is  not  so  thoroughly  understood 
by  the  general  practitioner,  and  the  homes  of  the  unfortunate 
ones  are  not  adapted  for  aseptic  surgical  midwifery. 

Antiseptics,  while  capable  of  doing  good,  may  result  in  harm 
when  applied  to  this  held  of  surgery.  Bichloride  of  mercury, 
the  strongest  germicide,  even  when  used  in  weak  solutions,  forms 
albuminates,  arresting  its  germicidal  properties,  and  destroys  the 
epithelium  of  the  vagina  by  its  irritant  action.  It  creates  a  raw 
field  throughout  the  entire  birth  canal  for  the  better  absorption 
of  the  poisonous  excretory  products  of  germ  action,  if  not  pro- 
ducing death  by  its  entering  the  system  when  used  in  concen- 
trated solutions  or  frequent  irrigations. 

The  germicidal  action  of  the  secretions  of  the  puerperal  vagina, 
as  claimed  by  Kronig  and  others,  if  proven,  certainly  is  opposed 
to  irrigation  and  to  antiseptics. 

Bacteriology  and  the  microscope  have  put  us  in  possession  of 
our  present  knowledge  of  the  causation  of  this  most  dreaded 
disease,  and  if  we  succeed  in  contending  successfully  with  it  we 
shall  have  to  base  our  treatment  upon  this  knowledge.  It  is 
from  this  standpoint  I  have  seen  fit  to  introduce  to  this  distin- 
guished body  of  specialists  my  views  under  the  title  of  "  Inter- 
mediate Treatment  of  Puerperal  Sepsis" — intermediate  as  a 
consequence  of  the  long  swing  of  the  pendulum  from  antiseptic 
irrigation  to  the  more  recent  advocated  methods  of  arresting  or 
dealing  with  the  parturient  womb  when  infection  is  confined 
to  it.  I  refer  to  hysterectomy.  It  is  with  pleasure  I  reiterate 
the  statement  of  our  distinguished  Fellow,  Dr.  Marcy,  in  his 
address  before  the  Mississippi  Valley  Association  :  "  Bacteriology 
has  made  possible  a  scientific  basis  for  the  formulation  of  the 
principles  of  wound  treatment  which  has  revolutionized  modern 
surgery."  To  no  branch  of  surgery  does  this  apply  more  for- 
cibly than  to  injuries  of  the  parturient  canal,  for  here  the 
conditions  are  most  favorable  for  germ  development — warmth, 
moisture,  and  suitable  culture  media  being  present. 

In  consequence  of  the  degeneration  of  the  human  race  and 
the  teaching  of  the  obstetrical  art,  women  are  placed  in  the  re- 
cumbent posture  during  confinement  and  during  their  convales- 
cence. Owing  to  the  anatomy  of  the  birth  canal,  only  an  im- 
perfect drainage  can  be  secured  in  this  posture.  The  lochia 
from  the  womb  form  a  pool  in  the  vault  of  the  vagina,  and  the 
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cervical  neck  is  constantly  bathed  by  resting  in  the  accumula- 
tion. So  here  we  have  the  brotli  or  suitable  culture  medium, 
and  the  warmth  of  the  body  to  develop  the  micro-organisms  of 
puerperal  sepsis — an  incubator  the  envy  of  our  most  modern 
bacteriologists.  The  amount  of  lochia  retained  as  a  result  of 
the  most  dependent  position  of  the  vagina  being  the  vault  may 
vary  from  a  slight  amount  to  several  ounces.  Let  us  deprive 
the  field  of  infection  of  some  of  its  elements  of  germ  develop- 
ment, and  Nature  will  restore  the  abraded  parts  to  health. 

While  some  authors  give  the  seat  of  most  frequent  affection 
as  the  placental  site,  it  seems  more  than  probable  that  the 
infection  must  start  in  the  vagina,  the  most  natural  place  for 
depositing  the  germs  by  interference,  and  may  then  extend 
upward  to  the  uterine  cavity. 

If  the  vagina  or  cervix  is  lacerated  and  infection  is  present, 
clinical  observation  has  taught  us  that  these  parts  are  covered 
by  diphtheroid  deposits,  local  evidence  of  germ  poisoning.  As 
the  discharges  must  accumulate  in  the  vaginal  cup,  if  micro- 
orsanisms  are  carried  to  the  birth  tract  the  cervix  would  be  the 
most  pi'obable  seat  of  infection. 

The  lochia  (a  natural  result  of  childbirth)  and  the  warmth  of 
the  body,  two  elements  of  germination,  are  present ;  but  it  is 
within  our  power  to  so  limit  the  field  of  culture  that  the  repara- 
tive forces  of  the  infected  patient  will  be  stronger  than  the  in- 
fection. If  the  parts  can  be  kept  dry,  development  of  micro- 
organisms will  be  arrested  and  sepsis  can  no  longer  take  place. 
This  can  be  done  by  packing  the  birth  canal  with  absorbents, 
and  changing  as  soon  as  indications  of  infection  are  again  pre- 
sent, as  indicated  by  rise  of  temperature  and  increase  in  pulse 
beat.  To  obtain  a  dry  field,  or  arrest  the  development  of  the 
micro-organisms  where  infection  is  present  or  suspected,  I  would 
proceed  as  follows: 

The  usual  symptoms  of  puerperal  sepsis  being  present  (high 
temperature,  rapid  pulse,  increased  respiration,  anxious  facial 
expression,  arrest  of  lochia  or  otherwise),  after  securing  a  cul- 
ture for  development,  all  aseptic  precautions  being  observed, 
the  vulva  and  vagina  should  be  cleansed  as  for  vaginal  hysterec- 
tomy (avoiding  the  use  of  the  brush)  by  means  of  gauze  pad, 
and  a  bland  irrigating  fluid  to  wash  away  the  already  infected 
mucous  secretions.  An  examination  of  the  uterine  cavity  for 
retained  products  of  conception  should  be  made  by  means  of 
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finger  and  curette,  the  latter  used  when  indicated,  and  the 
cavity  then  thoroughly  wiped  out  by  pledgets  of  absorbent  cot- 
ton saturated  with  sterilized  water  or  antiseptic  solutions.  Af- 
ter thoroughly  cleansing,  the  parts  should  be  wiped  as  dry  as 
possible  with  sterilized  cotton  carried  into  the  uterus  by  means 
of  dressing  forceps,  the  vagina  dried  and  smeared  over  with 
sterilized  vaseline.  With  the  patient  on  her  back,  legs  flesed, 
the  perineum  should  be  depressed  by  speculum.  The  anterior 
wall  of  vagina  is  elevated,  the  cervix  caught  in  the  grip  of  a 
flat-toothed  forceps  sufficiently  wide  not  to  tear  the  parts,  and 
securely  held  until  the  cavity  of  the  uterus  is  filled  with  some 
absorbent  material — gauze,  lamp  wick,  or  discs  of  cotton.  The 
uterus  is  then  released  and  permitted  to  rise  in  the  abdomen; 
The  vagina  is  firmly  packed  with  discs  of  sterilized  cotton  ar- 
ranged concentrically  about  the  cervix,  exercising  all  the  thor- 
oughness possible,  until  the  cul-de-sac  is  filled,  and  continued 
until  the  ostium  is  reached.  The  temperature  will  subside  im- 
mediately, unless  it  may  be  following  the  first  packing,  when,  in 
consequence  of  the  systemic  condition  and  the  length  of  time 
employed  to  carry  out  the  technique  thoroughly,  slight  shock 
may  be  induced. 

Owing  to  the  presence  of  moisture  and  the  impossibility  of 
making  every  part  absolutely  dry,  as  in  lacerations  of  the  cer- 
vix, some  symptoms  will  remain,  but  they  may  be  compared  to 
a  calm  after  a  storm. 

As  soon  as  the  pulse  beat  increases  and  the  temperature  be- 
gins to  rise,  with  symptoms  of  restlessness,  and  the  facial  expres- 
sion becomes  anxious,  the  packing  should  be  removed  and  re- 
newed, whether  it  be  three  hours,  six,  or  twelve,  as  the  dressings 
are  saturated  and  infection  again  is  taking  place. 

As  moisture  is  always  pVesent,  treatment  will  have  to  be  per- 
severed in  until  the  nutrition  of  the  parts  is  restored  and  the 
abrasions  or  lacerations  are  healed,  or  sufficient  reparation  has 
taken  place  to  no  longer  admit  of  infection.  It  will  not  be  pos- 
sible to  rid  the  canal  of  all  pyogenic  organisms  until  the  tract  is 
again  covered  by  healthy  membrane  ;  treatment  is  to  be  con- 
tinued until  abatement  of  all  symptoms. 

In  my  experience  the  treatment  has  not  been  painful  to  the 
patient  nor  raqiiirel  an  anesthetic.  I  would  advise  that  one  be 
administered  at  the  tims  of  first  dressing,  if  the  parts  cannot  be 
thoroughly  cleansed  and  packed  otherwise.     The  same  attention 
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should  be  given  to  the  drawing  of  urine  and  condition  of  bowels 
as  in  any  other  pelvic  affection. 

I  append  one  history,  which  I  hope  will  be  as  forcible  as 
many  and  take  up  much  less  time  of  the  Association. 

Mrs.  H.,  aged  30,  primipara,  was  confined  Februar}'  25th; 
labor  normal,  lasting  seven  hours  ;  temperature  and  pulse  nor- 
mal. Patient  slept  well  first  night.  Health  good  previous  to 
confinement. 

February  2Gth  :  7  a.m.,  temperature  99,4°;  pulse  increased  in 
rapidity,  number  not  given  ;  doctor  ordered  small  doses  of  aco- 
nite.    7  P.M.,  temperature  100°. 

February  27th  :  2  a.m.,  temperature  100.4°  ;  patient  awak- 
ened with  slight  chill  and  complaining  of  pain  across  lower  part 
of  the  abdomen.  8:30  a.m.,  temperature  103.8°  ;  aconite  was 
continued  by  physician  in  attendance,  and  phenacetin,  five 
grains,  ordered  every  three  hours  for  five  doses,  commencing  at 
7:30  a.m.  Epsom  salts  were  given  in  one-ounce  doses  five 
times  during  the  day.  At  10:30  p.m.  bowels  moved,  large 
amount  of  flatus  passing.  Vaginal  discharge  arrested  entirely 
between  12  and  2.  Intrauterine  douche  ordered  at  1:30  p.m.  ; 
several  shreds  and  small  clots  passed. 

At  7:30  P.M.  I  was  called  in  consultation.  Temperature  of 
patient  104°,  pulse  145,  respiration  30;  face  flushed  and  expres- 
sion anxious.  Patient  was  prepared  by  the  method  advocated 
above,  asepsis  being  observed  as  thoroughly  as  possible.  On 
depressing  the  perineum  a  laceration  was  found  two  inclies  long 
on  the  vaginal  mucous  membrane,  running  obliquely  and  cov- 
ered with  a  diphtheroid  deposit.  On  exposing  the  cervix  it  was 
found  to  be  deeply  lacerated  bilaterally  and  through  the  ante- 
rior lip.  This  also  was  covered  with  diphtheroid  deposit.  A 
culture  was  obtained  and  submitted  to  the  bacteriologist. 

After  cleansing  the  birth  canal  and  curetting  the  uterus  the 
whole  tract  was  thoroughly  packed  with  sterilized  gauze.  Pa- 
tient being  in  an  exhausted  condition,  slight  shock  followed. 
Strychnia  was  ordered  given,  with  tonic  doses  of  quinine, 

February  2Sth  :  4:30  a.m.,  temperature  101°,  pulse  100  ;  doc- 
tor in  attendance  removed  the  dressings  in  the  morning  and 
repacked.  Temperature  rose  again  in  the  afternoon  to  103° 
(pulse  did  not  exceed  108).  Rise  of  temperature  was  probably 
due  to  inability  to  pack  as  thoroughly  as  when  more  assistance 
was  at  hand.     At  7  p.m.  I  was  again  called.     While  the  patient 
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was  much  more  comfortable  than  on  the  previous  day,  the  dress- 
ings were  changed,  exercising  all  the  care  possible,  and  each  time 
packing  as  thoroughly  as  at  first. 

Temperature  the  following  morning,  March  1st,  99°,  pulse  90  ; 
evening  temperature  99.4°,  pulse  78.  Packing  removed  and  re- 
applied at  8  A.M.  and  7  p.m.  The  breast  filled  with  milk  ;  pa- 
tient sleeping  well  at  night  without  anodyne.  Nourishment 
taken  freely. 

March  2d  :  Temperature  again  rises  to  102°,  pulse  102,  in  the 
morning.  On  removing  dressings  I  found  them  thoroughly 
saturated.  Temperature  fell  to  101°  after  repacking  and  rose  to 
103°  in  the  afternoon.  Dressings  changed  at  7  p.m.,  temperature 
falling  to  101°,  pulse  96. 

March  3d :  6  a.m.,  temperature  99°,  pulse  84.  Dressing 
changed  at  8:30  a.m.  and  7  p.m.  ;  temperature  100°,  pulse  92. 

March  4th:  6  a.m.,  temperature  99.1°,  pulse  84;  dressing 
changed  at  7  a.m.,  only  one  dressing  being  used;  temperature 
101°  at  8  P.M.,  pulse  100. 

March  5th  :  At  7  a.m.  temperature  98.2°,  pulse  80.  At  2  p.m. 
profuse  watery  discharge;  temperature  rose  to  103.8°,  pulse  120. 
The  patient  living  in  a  neighboring  village,  I  was  informed  by 
telephone  of  her  condition.  The  dressings  were  ordered  re- 
moved and  the  parts  irrigated.  Temperature  dropped  to  102°, 
pulse  100.  At  7:30  P.M.  I  again  packed.  Temperature  at  mid- 
night 100.2°,  pulse  90. 

March  6th:  6  a.m.,  temperature  98.2°,  pulse  75;  dressing 
changed.  At  7  p.m.,  temperature  99.8°,  pulse  84 ;  dressing 
changed  at  that  hour. 

March  7th  :  Morning  temperature  98.5°,  pulse  78.  Dressing 
changed  7:30  p.m.  ;  temperature  100°,  pulse  84 ;  slight  dis- 
charge. 

March  8th:  11  a.m.,  temperature  90.2°,  pulse  76;  dressing 
changed  at  5  p.m.  by  attending  physician  ;  temperature  99.5°, 
pulse  75. 

March  9th  :  8:30  a.m.,  temperature  98.2°,  pulse  76;  dressing 
changed  by  attending  physician.  At  7:20  p.m.  I  again  changed 
dressings,  but  did  not  pack  the  uterus  ;  temperature  98.3°.  The 
parts  presented  a  healthy  appearance. 

March  10th:  Dressings  were  discontinued  and  the  tract  irri- 
gated with  sterilized  water  to  insure  cleanness.  Temperature 
remained  normal  after  this  date. 
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The  patient  was  advised  to  call  at  my  office  a  few  months 
after,  to  make  appointment  for  the  repair  of  the  badlj  lacerated 
cervix.  The  examination  showed  no  trace  of  laceration  having 
been  present.  Involution  had  taken  place  to  correspond  with 
the  time  elapsed,  and  the  patient  expressed  herself  as  being  per- 
fectly well.  Report  of  bacteriologist  showed  pure  streptococ- 
cus culture. 

By  the  method  of  treatment  advocated  the  results  have  been 
attained  by  shutting  off  the  field  of  infection  or  limiting  it,  and 
reducing  the  micro-organisms  in  number  by  removing  their 
culture  media.  This  treatment  might  be  attended  with  difficul- 
ties in  the  hands  of  the  general  practitioner  unaccustomed  to 
gynecological  technique.  I  believe  it  would  be  difficult  for 
them  to  pack  the  parts  with  sufficient  care  and  thoroughness  to 
prevent  infection  from  spreading,  until  trained  to  do  so.  They 
would  find  it  still  more  difficult  to  do  a  hysterectomy. 

As  a  result  of  thus  reasoning  I  have  devised  a  false  vagina  or 
vaginal  drainage  tube  to  reduce  the  infection  to  a  still  more 
limited  field  and  render  the  subsequent  care  less  difficult.  The 
preparatory  treatment  is  to  be  the  same  as  for  the  absorbent 
dressings,  thoroughly  cleansing  the  vagina  and  uterine  cavity, 
the  walls  of  the  vagina  to  be  smeared  with  vaseline,  and  a  cup 
with  handle  attachment  placed  over  the  cervix  so  that  the  dis- 
charges from  the  uterus  cannot  drain  into  the  surgically  prepared 
vagina  during  the  introduction  of  the  drainage  tube. 

To  facilitate  the  introduction  of  the  tube  and  the  removal  of 
the  cervical  cup  I  have  had  it  made  in  sections.  The  lower  or 
posterior  part  is  made  to  conform  to  the  perineum,  posterior 
vaginal  wall,  vault  of  vagina,  and  lateral  walls,  and  is  introduced 
first.  The  cervix  is  carried  upward  and  forward  by  means  of 
the  cup  until  the  bowl  of  the  tube  has  passed  into  the  cul-de-sac, 
when  the  cup  is  removed  and  the  cervix  falls  into  the  tube. 

The  upper  or  anterior  portion  is  made  to  slide  in  grooves  on 
the  upper  part  of  the  posterior  portion,  and  is  readily  adjusted 
by  elevating  the  anterior  vaginal  wall.  When  in  position  it  fits 
about  the  cervix  anteriorly  and  keeps  the  vaginal  wall  from 
prolapsing.  It  is  hollowed  out  on  the  upjier  surface  to  jirevent 
injury  to  the  urethra.  A  canal  is  thus  made  to  conform  to  the 
vagina,  through  which  the  uterus  can  be  packed  readily,  if 
required,  by  means  of  curved  dressing  forceps,  and  the  cervix 
can  be  kept  dry  by  applying  beneath  and  around  it  sterilized 
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cotton.  This  can  be  done  bj  the  nurse  in  attendance  as  often  as 
required,  and  with  the  same  facility  that  the  doctor  would  apply 
a  pledget  beneath  the  cerWx  through  the  lumen  of  the  specu- 
lum. 

It  is  my  belief  that  after  thoroughly  cleansing  the  cavity 
of  the  uterus,  owing  to  its  position  to  facilitate  drainage,  it 
would  not  require  packing,  if  the  lochia  were  taken  up  when  dis- 
charged and  moisture  not  permitted  to  gather  about  the  cervix, 
arresting  infection  at  this  point.  It  will  require  experience  to 
prove  this  belief. 

In  conclusion : 

1.  Suspected  infection  of  the  birth  canal  should  be  confirmed, 
when  possible,  by  a  bacteriological  examination  of  vaginal  secre- 
tions, and  every  means  of  differentiating  from  other  affections 
be  resorted  to,  that  they  may  be  treated  rationally  either  by 
medicine  or  surgery. 

2.  Irrigation  and  antiseptics  destroy  the  nutrition  of  the  parts 
when  continued,  and,  furnishing  increased  moisture,  improve  the 
field  for  the  development  of  micro-organisms,  aside  from  the 
danger  of  death  resulting  from  the  antiseptic  used. 

3.  That  the  birth  canal  can  be  kept  comparatively  dry  by 
absorbent  dressing,  removing  the  culture  media  and  arresting 
the  development  of  germs  and  infection  until  the  abraded  parts 
have  healed. 
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MANUAL  INTERFERENCE  TO  CORRECT  CERTAIN 
UNDESIRABLE  PRESENTATIONS.^ 


J.  F.  BALDWIN,  M.D., 
Columbus. 


The  introduction  of  anesthetics  into  general  surgery,  followed 
by  that  of  asepsis,  completely  revolutionized  the  art  and  science 
of  surgery.  Obstetrics,  so  far  at  least  as  operative  interference 
is  concerned,  clearly  belongs  to  the  surgical  side  of  professional 
work,  but  it  seems  to  me  that  obstetrical  science  has  failed  to 
take  as  full  advantage  of  anesthesia  and  asepsis  as  has  general 
surgery.  Obstetrical  cutting  operations  are  unquestionably  as 
nearly  perfect  as  any  other  surgical  procedures,  but  intrauterine 
manipulations  are  not,  I  think,  resorted  to  as  frequently  and  as 
boldly  as  they  should  be. 

In  1873  the  late  John  S.  Parry,  whose  untimely  death  scien- 
tific obstetricians  still  mourn,  read  a  paper  before  the  Obstetrical 
Society  of  Philadelphia  on  "  The  Use  of  the  Hand  to  correct 
Unfavorable  Presentations  and  Positions  of  the  Head  during 
Labor."  This  was  a  most  scholarly  and  instructive  paper,  but 
it  seems  to  have  made  little  impression  upon  obstetrical  art.  If 
we  look  through  the  standard  works  of  the  day  we  find  little  or 
no  reference  to  this  method  of  treating  occipito-posterior  and 
mento-posterior  positions. 

Ramsbotham  makes  no  mention  of  thus  correcting  occipito- 
posterior  positions,  and  says  of  mento-posterior  positions  :  "  We 
cannot  cause  the  head  to  turn,  so  as  to  approximate  the  chin  to 
the  chest,  by  pressure  applied  by  the  finger,  nor  can  we,  indeed, 
succeed  in  producing  the  same  alteration  by  the  introduction  of 
the  hand  over  the  vertex." 

Play  fair  makes  no  mention  of  this  treatment  of  occipito-pos- 
terior positions,  but  says  in  regard  to  mentoposterior  positions: 
'*  The  older  accoucheurs  recommended  either  podalic  version 
or  the  attempt  to  convert  the  case  into  a  vertex  presentation  by 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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inserting  the  hand  and  bringing  down  the  occiput.  The  latter 
plan  was  recommended  by  Baudelocque  and  is  even  yet  followed 
by  some  accoucheurs.  Thus  Dr.  Hodge  advises  it  in  all  cases  in 
which  face  presentation  is  detected  at  the  brim ;  but  although 
it  might  not  have  been  attended  with  evil  consequences  in  his 
experienced  hands,  it  is  certainly  altogether  unnecessary,  and 
would  infallibly  lead  to  most  serious  results  if  generally  adopted. 
It  may,  however,  be  allowable  in  certain  cases  in  which  the  face 
remains  above  the  brim  and  refuses  to  descend  into  the  pelvic 
cavity.  Even  then  it  is  questionable  whether  podalic  version 
should  not  be  preferred,  as  being  easier  of  performance,  giving, 
when  once  effected,  a  much  more  complete  control  over  de- 
livery, and  being  less  painful  to  the  mother." 

Cazeaux  and  Tarnier  state  that  "  the  head,  placed  in  the  right 
posterior  occipito-iliac  position,  may,  when  once  down  in  the  ex- 
cavation, depart  from  the  chest,  and  the  vertex  presentation  be 
thus  spontaneously  converted  into  one  of  the  face,  at  the  infe- 
rior strait ;  we  witnessed  a  case  of  this  kind  at  the  Clinique 
in  1838."  But  these  authors  seem  to  have  drawn  no  particular 
inference  from  their  observation  of  this  effect.  In  speaking  of 
mento-posterior  positions  these  authors  describe  the  manipula- 
tions necessary  to  convert  this  presentation  into  a  vertex-ante- 
rior position,  but  say  that  "  this  maneuvre  will  rarely  prove 
successful."  Nevertheless  they  recommend  its  attempt,  with 
the  hand  if  the  face  be  above  the  superior  strait,  or  with  the 
forceps  if  the  head  be  in  the  pelvis,  before  resorting  to  crani- 
otomy. 

In  the  "  American  System  of  Obstetrics  "  we  are  told  that 
"  should  a  prudent  application  of  the  forceps  fail  (in  occipito- 
posterior  positions) — and  it  constantly  will  fail — then  the  for- 
ceps must  be  abandoned,"  and  "  the  next  procedure  is  embry- 
otomy." And  in  the  same  work,  in  speaking  of  mento-posterior 
positions,  the  author  says  "he  can  never  indorse  a  treatment 
recently  proposed  which  consists  in  placing  the  woman  under 
complete  anesthesia  and  then  forcibly  flexing  the  head,  convert- 
ing the  impossible  mento-posterior  position  of  the  face  into  the 
natural  occipito-anterior  position  of  the  vertex." 

Leishman  does  not  mention  manual  reduction  of  mento-poste- 
rior positions,  but  advises  that  when  the  chin  cannot  be  rotated 
forward  the  perforator  should  be  used.     The  editor,  however, 
Dr.  Parry,  protests  against  this  conclusion  and  refers  to  his  own 
40 
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paper  on  this  subject.  This  author  also  mentions  the  occurrence 
of  extension  in  occipito-posterior  positions  as  taking  place  by 
the  efforts  of  IS'ature,  but  nowhere  do  I  find  that  he  advises  an 
attempt  to  secure  this  by  manual  interference. 

Barnes  makes  no  mention  of  raauual  interference  in  occipito- 
posterior  positions  to  secure  extension.  With  regard  to  mento- 
posterior face  presentations  he  says  that  this  procedure  "is 
violent;  difficult,  when  not  impossible,  to  carry  out;  likely  to 
excite  dangerous  contractions  of  the  uterus;  extremely  likely  to 
favor  the  descent  of  the  cord ;  and,  above  all,  it  is  superfluous. 
.  .  .  We  conclude,  then,  that  it  is  wiser  not  to  attempt  the  resti- 
tution to  a  cranial  position." 

Parvin,  in  discussing  face  presentations,  refers  to  Parry's  case, 
but  says  such  success  when  labor  is  thus  far  advanced  must  be 
altogether  exceptional ;  and  in  speaking  of  occipito-posterior 
positions  he  mentions  the  occasional  occurrence,  if  the  fetal 
head  be  small,  of  cases  of  extension  in  the  pelvis  and  the  conver- 
sion of  the  occipito-posterior  into  mento-anterior  positions,  but 
he  draws  no  conclusion  therefrom. 

Landis,  in  his  work  on  "  How  to  Use  the  Forceps,"  makes  no 
mention  of  this  form  of  interference. 

Reynolds,  in  his  "  Practical  Midwifery,"  does  not  mention 
this  form  of  interference  in  occipito-posterior  positions.  In  the 
treatment  of  chin-posterior  positions,  if  high,  he  recommends 
an  attempt  at  conversion  into  an  anterior  occiput  by  manual 
flexion,  but  no  mention  is  made  of  this  form  of  interference  if 
the  position  be  low. 

Grandin  and  Jarman,  in  their  work  on  "  Obstetrical  Surgery," 
make  mention  of  no  form  of  manual  interference  in  cases  of  face 
presentation  with  the  chin  turned  posteriorly,  except  an  attempt 
to  rotate  the  chin  anteriorly,  and,  when  this  fails,  recommend 
that  craniotomy  should  be  done  or,  in  favorable  cases,  symphyse- 
otomy. In  occipito-posterior  positions  they  mention  the  conver- 
sion into  a  face  presentation,  but  recommend  instead  rotation  of 
the  fetus  on  its  axis  until  the  occiput  is  anterior. 

It  seems  to  me  that  the  objections  to  manipulative  interfer- 
ence, though  voiced  l)y  the  ab  )ve-quoted  authorities,  are  very 
largely  traditional  in  character  and  have  come  down  from  a  time 
when  anesthesia  was  unknown  and  when  the  profession  was 
familiar  with  the  results,  though  unacquainted  with  their  cause, 
of  the  introduction  of  the  non  aseptic  hand  into    the  uterine 
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cavity.  Certainly,  Playfair  did  not  have  complete  anesthesia 
in  mind  when  he  preferred  podalic  version  as  "  being  less  pain- 
ful to  the  mother,"  nor  could  Barnes  have  had  complete  anes- 
thesia in  view  when  he  characterized  this  form  of  interference 
as  "  violent "  and  "  likely  to  excite  dangerous  contractions  of 
the  uterus."  We  now  know  that  the  introduction  of  the  aseptic 
hand  through  the  sterilized  passages  is  entirely  devoid  of  danger 
80  far  as  septic  infection  is  concerned. 

Obstetricians  who  frequently  resort  to  the  use  of  chloroform 
carried  to  the  surgical  degree  also  know  how  completely  relaxed 
become  the  abdominal  muscles  and  the  uterine  walls.  I  think  it 
is  an  invariable  rule  that  when  chloroform  is  given  in  the  midst 
of  strong  uterine  contractions,  these  contractions  cease  for  a 
period  varying  from  five  or  ten  minutes  to  a  half-hour  or  more. 
Cessation  of  the  administration  sometimes  becomes  necessary  in 
order  to  allow  these  contractions  to  return.  Intrauterine  man- 
ipulations should  always  be  made,  therefore,  during  these  few 
minutes  when  the  uterus,  surprised  as  it  were  by  the  anesthetic, 
has  ceased  to  contract,  and  it  is  at  this  period  that  the  entire 
uterine  mass  may  be  lifted  above  the  pelvic  brim  and  the  neces- 
sary manipulations  of  the  fetus  accomplished.  In  the  language 
of  Parry:  "When  the  woman  is  entirely  relaxed  by  the  anesthe- 
tic it  is  very  surprising  what  can  be  done  by  forcibly  pushing 
the  head  upward.  Not  only  does  the  child  ascend,  but  if  the 
lower  portions  of  the  uterus  have  been  carried  with  the  head 
into  the  cavity  of  the  pelvis  it  may  be  lifted  with  its  contents 
above  the  pelvic  brim,  when  the  latter  becomes  movable  and 
easily  manipulated.  Both  in  the  pregnant  and  unimpregnated 
woman  the  degree  of  stretching  and  movement  of  which  the 
generative  organs  are  capable  when  the  patient  is  completely 
anesthetized  appears  very  remarkable  to  one  who  has  never 
employed  this  important  agent  in  such  cases."  Parry's  remarks, 
which  were  based  on  the  use  of  ether,  are  even  more  true  when 
chloroform  is  the  anesthetic  used,  as  chloroform  produces  greater 
muscular  relaxation  than  ether. 

In  Parry's  paper  he  urged  the  employment  of  the  hand  to 
facilitate  delivery  in  two  conditions :  first,  to  transform  occipito- 
posterior  into  occipito-anterior  positions ;  second,  to  change 
presentations  of  the  face  with  the  chin  behind  into  those  of  the 
vertex  with  the  occiput  in  front.  Obstetricians  seem  to  be  quite 
of  one  mind  that  in   occipito-posterior  positions  the  attempt 
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should  be  made  to  effect  anterior  rotation  by  pressure  of  the- 
fingers  upon  the  side  of  the  head,  and,  as  it  is  but  a  step  from 
the  introduction  of  the  fingers  for  this  purpose  to  the  introduc- 
tion of  the  whole  hand,  I  have  no  doubt  that  the  use  of  the 
hand  for  the  transformation  of  the  occipito-posterior  into  occipito- 
anterior positions  is  very  common ;  the  operator  limiting  his 
manipulations  to  the  head,  or  perhaps  extending  them  so  as  to- 
include  the  fetal  trunk,  and  thus,  as  suggested  by  Grandin  and 
Jarman,  securing  rotation  of  the  fetus  on  its  axis  until  the  occi- 
put is  anterior.  I  think,  however,  that  few  obstetricians  are 
aware  of  the  fact  that  in  at  least  very  many  cases  of  mento- 
posterior position  it  is  a  very  easy  matter  to  convert  this  unfor- 
tunate presentation  into  the  occipi to-anterior,  as  recommended 
by  Parry.  Certain  it  is  that  in  a  recent  issue  of  the  New  York 
Journal  of  Gynecology  and  Obstetrics  Dr.  Malcolm  McLean 
reports  a  case  in  which  he  accomplished  this  conversion,  as 
though  the  maneuvre  were  quite  unique  and  original. 

My  first  experience  with  this  maneuvre  was  on  the  16th  of 
May,  1883,  when  I  happened  to  be  down  in  AV"lieeling  with  the 
late  Prof.  Landis.  While  there  we  were  asked  l)y  Dr.  James 
E.  Reeves  to  assist  him  in  a  case,  to  which  he  had  been  called  in 
consultation,  of  face  presentation  with  the  chin  behind.  The 
patient  had  been  in  labor  for  many  hours  and  the  liead  was 
thoroughly  impacted  in  the  pelvis.  Dr.  Reeves,  Dr.  Landis, 
and  myself  each  used  the  forceps  in  an  attempt  to  effect  de- 
livery, but  only  succeeded  in  more  thoroughly  impacting  the 
head  and  shoulders.  It  was  at  this  stao-e  that  I  suo-gested  to 
Dr.  Landis  the  possibility  of  his  flexing  the  head  and  thus 
securing  a  vertex  presentation.  Dr.  Landis  had  written  a  l)ook 
on  "How  to  Use  the  Forceps"  and  was  thoroughly  familiar 
with  the  literature  of  the  authorities.  lie  said  at  once  that  the 
maneuvre  could  not  be  accomplished,  and,  without  making  any 
serious  attempt,  yielded  his  place  to  me,  when  I  succeeded  with 
surprising  ease  in  elevating  the  head,  flexing  it,  and  producing 
the  desired  vertex  presentation.  Although  the  presentation  was 
now  favorable,  Dr.  Landis,  regarding  the  child  as  dead,  at  once 
perforated  the  skull  in  order  to  facilitate  delivery,  which  was 
accomplished,  though  not  without  difticulty,  with  the  aid  of  the 
forceps.  The  woman  was  a  primipara,  of  apparently  about  the 
average  size,  and  had  been  in  labor  many  hours.  The  child, 
notwitiistanding  the  loss  of  blood  and  brain  matter  as  the  result 
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of  the  craniotomy,  weighed  nearly  eleven  pounds.  I  firmly 
believe  that  had  Dr.  Landis  been  less  familiar  with  obstetrical 
traditions  he  would  have  accomplished  the  conversion  even  more 
easily  than  did  I. 

Mento-posterior  positions,  when  recognized  early,  can  usually 
be  converted  without  difficulty  into  mento-anterior,  and  since 
1883  I  have  had  but  one  other  occasion  to  resort  to  the  above- 
mentioned  manipulation.  In  this  case  the  child  was  of  average 
size  and  the  woman  a  multipara.  The  head  was  in  the  pelvis 
when  I  was  called  to  the  case,  but  under  chloroform  I  easily 
■elevated  the  head  sufficiently  to  secure  flexion,  and  delivery  was 
promptly  accomplished. 

Mento-anterior  positions,  while  looked  upon  with  dread  by 
some  of  tlie  older  obstetrical  writers,  are  now  known  to  be  prac- 
tically devoid  of  danger  to  both  mother  and  child,  and  present 
slight  obstacles  to  a  perhaps  somewhat  tedious  delivery.  If 
delivery  be  too  long  delayed,  forceps  may  be  easily  used  if 
deemed  advisable.  The  chief  objection  to  the  presentation  is  in 
the  unhandsome  appearance  of  the  babe  when  thus  born.  The 
mento-anterior  position,  then,  being  a  not  undesirable  presenta- 
tion, if  we  can  convert  the  occipito-posterior  position  into  this 
we  have  certainly  accomplished  much  for  the  well-being  of  both 
mother  and  child. 

August  22d,  1888,  I  first  attempted  this  manipulation  and 
accomplished  it  easily.  The  woman  was  aged  31  years,  in  labor 
with  her  fourth  child.  She  had  been  in  labor  three  hours  when 
I  first  saw  her,  and  the  head  was  in  the  pelvis  with  the  occiput 
directly  posterior.  I  endeavored  in  vain  to  secure  rotation ;  I 
therefore,  under  chloroform,  pushed  up  the  head,  assisted  by 
a  hand  applied  to  the  shoulder  externally,  and  with  compara- 
tively little  difficulty  secured  extension,  and  with  the  next  pain 
allowed  the  head  to  again  descend  with  the  chin  to  the  front. 
The  child  was  a  large  one,  and  after  waiting  several  hours  for 
her  to  deliver  herself  I  applied  forceps.  In  addition  to  the 
usual  swollen  condition  of  the  features  always  found  in  face 
presentations,  this  child  had  a  double  harelip,  so  that  when  born 
it  presented  an  appearance  that  was  truly  hideous.  Since  that 
time  I  have  found  it  necessary  to  resort  to  this  manipulation 
at  least  a  half-dozen  times,  with  only  one  failure.  This  failure 
occurred  August  16th,  1895,  while  preparing  this  pajjer.  The 
patient  was  a  primipara,  aged  31  years,  and  weighing  between 
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two  hundred  and  fifty  and  three  hundred  pounds.  She  had 
been  in  hard  labor  thirty-two  hours  when  I  was  called  by  my 
friend  Dr.  Dixon  to  assist  in  delivery.  The  child  was  large, 
weighing  when  born  thirteen  pounds,  and  I  found  it  impossible 
to  extend  the  head.  I  was  able,  however,  to  secure  rotation 
of  the  entire  fetus  so  as  to  convert  the  presentation  into  the 
occipito-anterior.  I  then  left  her,  thinking  she  would  be  able  to 
deliver  herself,  but  after  a  further  delay  of  four  hours  was 
again  called  and  safely  delivered  her  of  a  living  child  with  for- 
ceps. But  for  the  large  padding  of  fat,  which  not  only  inter- 
fered with  the  intrapelvic  manipulations,  but  also  prevented  the 
external  hand  from  affording  much  assistance,  I  am  certain  I 
would  have  succeeded  in  extending  the  head  in  this  case. 

As  showing  the  ease  with  which  these  manipulations  may  be 
sometimes  performed  under  chloroform  relaxation,  I  will  report 
the  following  case,  which  occurred  during  the  writing  of  this 
paper.  September  3d,  1895,  I  was  called  to  see  a  woman,  aged 
25  years,  at  full  term  with  her  second  child.  The  presentation 
was  occiput-posterior  and  she  had  been  in  hard  labor  for  live 
hours.  The  os  was  entirely  dilated,  and  the  waters  had  been 
discharged  for  some  time.  As  the  pains  were  powerful  and 
frequent,  and  the  woman  in  good  condition,  I  watched  the  case 
for  over  an  hour,  trying  to  secure  rotation  of  the  occiput  by  the 
fingers  applied  to  the  side  of  the  head.  The  attempt  was,  as  I 
had  anticipated,  futile.  I  therefore  gave  her  chloroform,  and, 
introducing  the  hand,  had  no  diflSculty  in  elevating  the  fetal 
mass  so  as  to  secure  extension.  I  then  allowed  the  head  to 
descend  into  the  pelvis.  As,  however,  the  pains  were  still  in 
abeyance,  and  to  see  if  the  maneuvre  were  entirely  feasible 
under  the  circumstances,  I  again  elevated  the  fetus,  fiexed  the 
head,  and  then,  passing  the  hand  up  alongside  the  head  to  the 
shoulder,  without  any  difiiculty  rotated  the  entire  mass  so  as  to 
make  the  occij)ital  presentation  anterior.  The  head  at  once 
descended  and  labor  was  completed  with  the  next  two  pains. 
The  patient  made  an  uninterrupted  recovery. 

In  making  these  manipulations  it  is  absolutely  essential  that 
the  patient  should  be  thoroughly  anesthetized  ;  she  should  be 
lying  on  her  back,  the  hips  well  drawn  to  the  edge  of  the  bed, 
and  the  legs  supported  by  assistants.  Whichever  hand  the 
operator  can  best  use  should  be  introduced,  the  other  hand  being 
applied  externally  to  assist  the  internal  hand.     If  there  is  not 
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room  in  the  pelvis  the  entire  fetal  mass  should  be  lifted  up 
above  the  brim  bj  the  hand  placed  against  the  presenting  part. 
The  fingers  should  then  be  worked  along  the  side  of  the  child's 
head  until  the  occiput  in  the  one  case,  or  the  chin  in  the  other, 
can  be  caught  and  brought  down ;  being  still  held  in  this  posi- 
tion, the  presenting  part  should  be  allowed  with  the  next  pain 
to  sink  into  the  pelvis,  after  which  delivery  should  be  accom- 
plished in  the  usual  way. 

SuTmnary. — First,  when,  in  mento-posterior  positions,  the  chin 
fails  to  rotate  to  the  front,  before  resorting  to  mutilation  of  the 
fetus  or  to  Cesarean  section,  an  earnest,  well-directed  effort 
should  be  made  to  convert  the  face  presentation  into  the  occipito- 
anterior position  of  the  vertex.  Second,  in  occipito-posterior 
positions  in  which  rotation  fails  to  be  accomplished,  a  similar 
effort  should  be  made  to  convert  the  occipito-posterior  into  a 
face  presentation,  mento-anterior.  The  required  manipulations, 
if  properly  directed  and  under  profound  chloroform  anesthesia, 
will  rarely  fail  to  accomplish  the  desired  result. 


THE  PROPHYLA.CTIC  TREATMENT  OF  ECLAMPSIA 
GRAVIDARUM.! 


BY 

H.  W.  LONGYEAR,  M.D., 
Detroit,  Mich. 


The  practice  oi preventive  medicine  is  said  to  be  the  highest 
art  as  well  as  the  noblest  duty  of  the  physician,  and  in  no  class 
of  cases  will  he  better  attain  to  this  eminence  than  by  the  suc- 
cessful prophylactic  treatment  of  the  convulsions  peculiar  to  the 
pregnant  or  puerperal  woman.  Eclampsia  being,  however,  but 
a  symptom  of  disease,  and  not  the  disease  itself,  and  occurring 
as  the  result  of  more  than  one  pathological  condition,  our  treat- 
ment of  prophylaxis  will  have  to  be  applied  to  the  amelioration 
or  termination  of  the  causative  pathological  lesion,  so  that  in 
the  treatment  of  the  subject  it  will  be  necessary  at  the  outset  to 
define  clearly  the  kinds  of  cases  that  come  under  the  heading  of 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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the  paper.  The  writer  recognizes  two  varieties  of  convulsions 
that  may  occur  as  a  result  of  the  pregnant  or  puerperal  condi- 
tion— viz.,  first,  those  of  a  purely  nervous  character,  which 
usually  occur  in  women  of  neurotic  habit  and  those  who  are  pre- 
disposed to  epileptic  attacks  ;  and,  second,  convulsions  which 
occur  as  a  result  of  some  change  in  the  blood  and  tissues  of  the 
patient  due  to  renal  disease,  as  especially  indicated  by  the  pre- 
sence of  albumin  in  the  urine. 

Cases  of  the  first  class  are  comparatively  rare,  and  when 
occurring  the  prognosis  is  usually  good  ;  but,  as  there  are  cases 
on  record  of  a  fatal  termination,  even  in  the  early  months  of 
pregnancy,  from  this  cause,  prophylaxis  should  ever  be  in  mind 
in  their  consideration.  They  may  be  of  a  hysterical  or  epileptic 
character  and  require  for  their  prevention,  in  each  variety, 
much  the  same  treatment,  although  the  prognosis  in  the  cases 
of  convulsions  occurring  in  epileptic  subjects,  being  much  less 
favorable,  would  indicate  for  them  more  positive  and  active 
treatment.  The  systematic  use  of  the  bromides  and  chloral 
hydrate  is  especially  to  be  relied  on  during  the  progress  of  ges- 
tation, although  other  and  more  active  agents  may  have  to  be 
employed,  even  to  the  extent  of  the  induction  of  labor.  Dur- 
ing the  progress  of  labor  chloroform  is  probably  the  most  useful 
prophylactic  and  should  always  be  employed  in  this  class  of 
cases,  and  the  termination  of  labor  be  followed  by  the  admin- 
istration of  suitable  anodynes  until  the  symptoms  denote  the 
return  of  the  equilibrium  of  the  nervous  system.  Blood-letting 
should  be  resorted  to  when  the  symptoms  indicate  the  immi- 
nence of  convulsions.  Hypodermatics  of  morphia  with  atropia 
may  be  advantageously  used  where  a  rapid  effect  is  required, 
but  the  tendency  of  the  opium  derivatives  to  produce  cerebral 
congestion  would  in  some  cases  contraindicate  its  use. 

In  one  case  of  the  hysterical  variety  seen  l)y  the  writer  blood- 
letting would  doubtless  have  averted  the  attack.  The  eclamptic 
seizure  took  place  in  the  person  of  a  delicate  primipara  about 
two  hours  after  normal  labor,  and  was  preceded  by  a  constant 
condition,  following  the  close  of  labor,  in  which  there  was  nor- 
mal temperature,  flushing  of  the  face,  suffusion  of  the  eyes,  and 
a  full,  tense  pulse  of  100.  Immediately  after  the  attack  twenty 
ounces  of  blood  were  taken  from  the  arm  and  no  more  convul- 
sions occurred.  The  urine  was  exanjined  a  week  l)efore  con- 
finement and  also  immediately  after  the  convulsion,  and  in  both 
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instances  found  to  be  free  from  albumin.  Attacks  of  this  kind 
are  doubtless  due  to  the  irritation  of  the  brain  and  spinal  cord 
as  a  result  of  the  congestion  caused  by  the  severe  exertions  of 
labor,  and  should  be  anticipated  by  the  accoucheur  during  labor 
with  suitable  remedies  for  their  prevention. 

That  cases  of  this  class  do  terminate  fatally  authentic  records 
will  testify.  Dr.  Paquy,  at  a  meeting  of  the  Obstetrical  and 
Gynecological  Society  of  Paris  in  April,  1894,  reports  the  case 
of  an  epileptic  who  became  pregnant  and  had  one  hundred  and 
nineteen  fits  at  delivery.  At  the  same  time  Charpentier  stated 
that  he  had  observed  an  epileptic  who  had  convulsions  during 
her  first  labor,  became  pregnant  again,  and  died  after  a  succes- 
sion of  fits  during  the  fourth  month.  The  latter  case  I  believe 
should  have  had  the  benefit  of  operative  interference,  as,  in  the 
opinion  of  the  writer,  abortion  is  not  only  justifiable  but  de- 
manded in  cases  of  great  severity  of  this  kind,  where  medica- 
tion and  other  forms  of  prophylactic  treatment  fail  to  control 
the  symptoms.  A  case  in  point  was  in  the  person  of  a  patient 
of  Dr.  W.  G.  Henry,  of  Detroit,  which  I  attended  with  him  in 
July,  1894,  at  Harper  Hospital.  She  was  a  primipara,  23  years 
of  age,  married  two  years,  pregnant  three  and  a  half  months ; 
family  history  as  bad  as  possible,  syphilis,  insanity,  and  epilepsy 
being  all  represented  on  the  father's  side.  She  had  convulsions 
when  a  child  and  was  confined  in  an  asylum  for  seven  months 
at  14  years  of  age.  Began  menstruating  at  17.  At  16  she 
received  an  injury  to  the  head  by  being  struck  over  the  left 
parietal  region.  Two  months  after  conception  occurred  she 
began  to  have  severe  pain  over  the  left  eye  in  the  region  of  the 
old  injury,  and  ptosis  of  the  lid  developed  ;  then  aphasia  was 
noticed,  which  gradually  increased;  the  muscles  of  the  left  side 
of  the  face  twitched  constantly,  and  the  tongue  was  protruded 
from  the  mouth  and  kept  constantly  moving,  with  a  continuous 
drooling  of  saliva.  With  the  progress  of  intensity  of  these  symp- 
toms the  patient's  mind  became  more  and  more  disturbed  and  she 
presented  much  the  appearance  of  a  case  of  dementia.  Exami- 
nation of  the  urine  revealed  no  abnormality  of  that  secretion. 
After  a  trial  of  nearly  a  month  of  antisyphilitic  treatment,  in 
connection  with  the  symptomatic  use  of  the  bromides  and  other 
medication,  it  was  decided  to  attempt  to  relieve  her  by  the  in- 
duction of  abortion,  which  was  begun  on  July  17th  and  termi- 
nated on  the  21st.     Labor  was  induced  by  means  of  the  intro- 
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duction  of  a  bougie,  after  a  slight  dilatation  of  the  cervix,  which 
was  found  to  be  nearly  three  inches  in  length.  The  operation 
was  performed  under  complete  chloroform  anesthesia,  and  while 
the  patient  was  coming  out  of  the  anesthetic  she  had  a  severe 
epileptic  fit.  After  this  she  remained  in  much  the  same  condi- 
tion as  fortnerlj  until  the  advent  of  severe  labor  pains  four 
days  after,  when  all  her  cerebral  symptoms  began  to  clear  up. 
This  amelioration  of  symptoms  evidently  began  with  the  sepa- 
ration of  the  membranes  and  dilatation  of  the  cervix,  and  con- 
tinued until  the  expulsion  of  the  contents  of  the  uterus,  when 
the  symptoms  cleared  up  completely,  and  on  the  day  succeeding 
the  abortion  she  appeared  perfectly  natural  in  every  respect. 
The  patient  has  remained  well  ever  since,  with  the  exception  of 
three  epileptic  fits  which  she  had  shortly  after  leaving  the  hos- 
pital. 

In  this  class  of  cases,  having  no  definite  uniform  pathological 
lesion  by  which  we  can  regulate  and  guide  the  course  of  treat- 
ment, and  each  case  standing  by  itself  and  owing  its  existence 
to  some  peculiarity  in  the  nervous  organization  of  the  patient, 
the  prophylactic  treatment  for  all  cases  cannot  be  laid  down  in 
general  terms,  but  each  individual  case  must  be  handled  accord- 
ing to  its  own  peculiar  manifestations. 

Such,  however,  is  not  the  case  with  the  second  class.  Here 
we  have  a  definite  and  uniform  pathological  lesion  which  indi- 
cates clearly  the  direction,  at  least,  of  the  course  of  treatment. 
The  condition  of  the  urine,  furnishing  us  constantly  with  bul- 
letins from  the  seat  of  war,  gives  us,  when  correctly  read,  the 
most  reliable  information  as  to  the  condition  of  the  enemy 
within.  Knowing  that  to  the  renal  disease  are  due  the  convul- 
sions, and  that  they  only  occur  after  functionation  of  the  kid- 
neys has  been  very  largely  and  for  a  considerable  time  dimin- 
ished, the  plan  of  treatment  can  be  very  definitely  laid  out. 
The  fort  to  be  stormed  is  in  plain  view  ;  the  serious  question  is 
regarding  the  method  of  attack. 

Early  diagnosis  is  of  the  utmost  importance  to  the  success  of 
any  preventive  treatment,  and  to  insure  this  the  urine  of  every 
pregnant  woman  should  be  systematically  examined  by  the 
physician  at  least  every  two  weeks  after  the  sixth  month. 
When  albumin  is  found  to  be  present  immediate  treatment 
should  be  commenced  and  daily  examinations  of  the  urine 
made  thereafter.     The  percentage  of  albumin  present  in  the 
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urine  should  not  be  considered  the  only  test  as  to  the  patient's 
danger  from  eclampsia,  as  many  patients  will  have  considerable 
quantities  of  albumin  and  still  be  in  no  danger  if  the  constitu- 
ents of  the  urine  otherwise  indicate  good  renal  functionation. 
On  the  other  hand,  a  very  small  percentage  of  albumin — often 
only  a  trace — may  be  present  in  scanty  urine  of  low  specific 
gravity,  which  condition,  if  at  all  persistent,  portends  serious 
trouble  for  the  patient,  which,  if  not  in  the  form  of  eclampsia, 
will  be  some  other  manifestation  of  cerebro-spinal  lesion.  As  is 
well  known,  this  latter  condition  of  the  renal  secretion,  when 
persistent,  usually  points  to  the  diagnosis  of  contracted  kidney 
and  calls  for  prompt  and  decisive  treatment  if  eclampsia  is  to 
be  averted.  The  condition  of  the  urine  should  be  the  guide  for 
treatment  rather  than  the  symptoms  of  the  patient,  as  there  is 
often  a  lack  of  premonitory  symptoms,  the  first  to  appear  being 
the  convulsion.  The  usual  premonitory  symptoms — vertigo, 
severe  headache,  ringing  in  the  ears,  blindness,  etc. — which 
commonly  precede  the  eclamptic  attack,  if  not  entirely  omitted 
from  the  programme,  often  precede  the  convulsion  for  so  short 
a  time  that  no  opportunity  is  given  for  effective  treatment 
before  the  storm  bursts  and  treatment  is  handicapped.  When 
these  symptoms  are  present  the  most  decisive  measures  should 
be  adopted,  but  the  constant  aim  in  the  prophylactic  treatment 
should  be  to  anticipate  and  prevent  them  occurring,  and  if  the 
condition  of  the  urine,  and  not  the  symptoms — or  I  might  say 
the  lack  of  symptoms — is  taken  for  the  guide,  this  can  usually 
be  accomplished. 

The  prophylactic  treatment  may  be  divided  into  dietetic^ 
medicinal,  and  operative — the  latter  to  be  adopted  as  a  last 
resort  in  case  of  failure  of  the  others. 

In  simple  cases  of  albuminuria  without  scanty  secretion 
many  patients  will  do  well  and  be  tided  along  to  safe  confine- 
ment on  the  exclusive  milk  diet  without  medication.  When 
the  urine  is  also  scanty  diuretics  should  be  used,  and  when  these 
fail  repeated  purgations  are  indicated.  Warm  baths,  to  favor 
cutaneous  elimination,  should  also  be  employed  and  iron  tonics 
given.  The  patient's  mind  should  be  kept  in  as  quiet  a  state 
as  possible,  as  anything  that  tends  to  induce  cerebral  congestion 
may  precipitate  an  eclamptic  seizure.  Yenesection  should  be 
promptly  used,  especially  in  plethoric  patients  with  full,  strong 
pulse,   as   soon   as   any  eclamptic   symptoms   appear.     Even  a 
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slight  cerebral  congestion  in  such  cases  should  suggest  this 
remedy. 

It  is  not  necessary  in  this  brief  article  to  specify  the  various 
drugs  to  be  used  as  diuretics,  purgatives,  etc.,  as  there  is  unfor- 
tunately no  remedy  that  the  writer  is  aware  of  that  is  any  better 
for  the  albuminuria  of  pregnancy  than  for  the  same  pathologi- 
cal condition  under  other  circumstances ;  in  fact,  the  opposite 
holds  true  in  many  instances,  as  medicines  that  yield  favorable 
results  in  simple  nephritis  often  fail  utterly  when  used  in  the 
albuminuria  of  pregnancy.  As  an  iron  tonic  I  believe  that 
Basham's  mixture  is  exceptionally  good,  which  fact  is  doubtless 
due  to  its  possessing  also  diuretic  properties. 

In  those  cases,  previously  referred  to,  in  which  the  symptoms 
of  contracted  kidney  are  present,  as  indicated  by  the  renal  secre- 
tion remaining  scanty  and  insufficient  in  spite  of  treatment,  and 
in  those  cases  where  the  use  of  the  diuretics,  purgatives,  and 
warm  baths  bids  fair  to  wear  the  patient  out  long  before  her 
time  for  confinement,  I  believe  that  operative  treatment  should 
be  instituted.  If  the  period  of  viability  of  the  child  is  reached 
I  think  there  should  be  no  hesitation  in  inducing  premature 
labor,  and  in  those  rare  cases  that  occur  earlier  I  believe  that 
the  diagnosis  of  this  organic  lesion  of  the  kidney  should  not 
only  warrant  but  compel  the  performance  of  the  operation. 

Unfortunately  for  the  free  discussion  of  this  subject  in  all  its 
bearings,  it  has  for  its  objective  point  eclampsia  only,  which  is 
but  one  of  several  outcomes  of  albuminuria  of  pregnancy;  and 
as  the  prophylactic  treatment  of  eclampsia  also  tends  to  prevent 
the  other  sequelae  of  the  disease,  and  as  the  treatment  cannot 
be  intelligently  considered  without  some  reference  to  them,  and 
also  for  the  purpose  of  emphasizing  the  necessity  of  operative 
treatment  as  I  have  indicated,  I  take  the  liberty  of  quoting  a 
few  statistics  that  bear  on  the  subject. 

As  regards  the  mortality  of  albuminuria  of  pregnancy,  even 
when  unaccompanied  by  eclampsia,  I  quote  the  following  from 
Cazeaux  and  Tarnier,  page  497  :  "  From  a  statement  by  this 
author  [Imbert  Goubeyer]  it  appears  that  of  sixty-five  cases  of 
puerperal  albuuiiiuuia  unaccompanied  by  eclampsia,  twenty-one 
proved  fatal  during  pregnancy  and  the  lying-in,  and  six  from 
the  third  to  the  fourth  month  after  delivery  ;  live  cases  became 
chronic  and  were  found  to  be  existent  two,  eight,  ten,  and 
fourteen  months  and  seven  years  after  the  labor."     It  seems 
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to  the  writer  that  a  disease  which  under  ordinary  treatment 
exhibits  a  mortality  of  about  forty  per  cent  certainly  demands 
improvement  in  its  therapeutics. 

Again,  I  quote  from  Dr.  Oui,  of  Bordeaux,'  who  observed 
twelve  cases  of  albuminuria  developed  during  pregnancy,  in 
eleven  of  which  the  placenta  was  examined  and  in  six  found 
diseased  ;  six  out  of  the  twelve  children  died,  and  no  cause  for 
their  death  besides  the  albuminuria  and  the  placental  lesions 
could  be  detected.  In  two  cases  where  the  mothers  were  sub- 
mitted to  strict  treatment  the  children  were  saved  ;  the  six 
children  who  died  were  born  of  the  remaining  ten  mothers. 
Three  mothers  died  ;  the  others  were  subjected  to  more  or  less 
careful  dieting.  Dr.  Oui  believes  that  where  the  milk  diet 
does  not  improve  the  patient's  condition  it  is  advisable  to  in- 
duce premature  labor  to  save  the  child.  I  would  amend  that 
by  adding,  "and  the  mother,"  as  I  believe  she  should  have 
at  least  equal  consideration  with  the  child.  The  old  rule  of 
giving  the  benefit  of  the  doubt  to  the  mother  should  not  be 
forgotten. 

It  is  well  known  that  nephritis,  when  long  continued,  is  liable 
to  cause  organic  tissue  changes  which  often  survive  the  disease 
that  caused  them  and  that  are  more  or  less  inimical  to  life. 
The  arteries  often  become  atheromatous  and  sclerosed,  render- 
ing the  patient  liable  to  accidents  caused  by  brittle  and  non- 
elastic  blood  vessels.  Hemiplegia  in  these  cases  may  result 
during  some  unusual  strain  on  the  circulatory  system  years 
after  the  initial  disease,  from  the  breaking  of  some  of  these 
brittle  arteries  in  the  brain.  Total  or  partial  blindness  may 
likewise  result  from  retinal  hemorrhage. 

Churchill  reports  thirty-four  cases  of  paralysis,  in  twenty-two 
of  which  the  paralysis  occurred  during  pregnancy  and  in  the 
remaining  twelve  either  during  or  after  labor.  Imbert  Gou- 
beyer  believes  that  the  apoplexy  causing  the  paralysis  is  due  to 
albuminuria,  and  that  uremia  is  the  direct  cause  of  the  various 
forms  of  puerperal  paralysis.  This  conclusion  may  be  mainly 
correct ;  that  it  is  not  always  so  has  been  proven  in  my  own  ex- 
perience. One  case  in  point  was  in  the  person  of  a  patient  of 
one  of  our  Fellows,  Dr.  C.  G.  Jennings,  of  Detroit,  which  I  saw 
with  him.  In  her  first  pregnancy  she  suffered  for  several 
months  with  albuminuria  and  was  delivered  prematurely  by 
'  Archiv  de  Tocologie  et  de  Gynecologie,  Paris,  December,  1893, 
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Mature.  In  her  second  confinement  complete  hemiplegia  oc- 
curred at  the  conclusion  of  labor,  and  in  this  instance  there  was 
no  albumin  in  the  urine  or  other  sign  of  renal  disease.  The  le- 
sion was  doubtless  due  to  the  presence  of  degenerated  tissue  in 
the  blood  vessels  of  the  brain,  resulting  from  the  long-continued 
albuminuria  of  the  previous  pregnancy. 

During  parturition  the  accoucheur  should  watch  closely  the 
progress  of  labor  and  do  all  in  his  power  to  prevent,  control,  or 
modify  the  various  causes  of  dystocia.  If  the  pains  become  ir- 
regular and  of  a  spasmodic  character  he  must  apply  such  reme- 
dies as  will  tend  to  restore  them  to  the  regular  and  normal  type. 
The  use  of  chloroform  as  an  anesthetic  will  be  usually  of  the 
first  importance,  as  by  its  effect  in  diminishing  the  irritability 
of  the  nerve  centres  the  pains  will  become  natural  and  rhythmic 
in  character.  Chloral  hydrate,  the  bromides,  and  warm  baths 
may  also  be  used  to  advantage.  Yenesection  should  be  resorted 
to  early  if  symptoms  of  cerebral  congestion  appear.  Where 
Nature's  forces  continue  weak  and  insufficient,  and  very  little 
or  no  progress  is  being  made,  the  forceps  should  be  used  as 
early  as  practicable,  and  the  labor  terminated  in  as  speedy  a 
manner  as  is  compatible  with  safety  to  the  maternal  parts,  as 
the  danger  from  cerebral  congestion  is  largely  in  direct  ratio  to 
the  severity  and  duration  of  labor.  After  the  completion  of 
labor  the  uterus  should  be  firmly  held  in  a  state  of  contraction 
by  the  hand  for  a  sufficient  time  to  prevent  large  clots  forming 
within  the  organ,  as  the  contractions  necessary  for  their  expul- 
sion may  tend  to  excite  convulsions.  Nerve  sedatives  should 
afterward  be  continued  as  symptoms  indicate. 
698  Woodward  avenue. 
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Convulsions  occurring   in  the  later  months  of   pregnancy, 
during  labor,  and  immediately  after  childbirth,  accompanied  by 

'  liead  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1896, 
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loss  of  consciousness  and  followed  in  severe  cases  by  coma,  are 
termed  eclampsia. 

Authors  differ  widely  as  to  tlie  frequency  of  this  affection, 
placing  it  at  from  one  in  two  hundred  to  one  in  six  hundred. 
These  figures,  coming  almost  exclusively  from  maternity  institu- 
tions, are  in  the  first  ratio  doubtless  too  high  and  do  not  corre- 
spond with  those  of  private  practice,  James  Ross  '  met  with 
this  complication  eleven  times  in  6,777  deliveries,  or  once  in 
616  private  cases.  This  comparatively  rare  occurrence  may 
be  explained  by  the  fact  that  the  convulsive  seizures  are  not 
dependent  upon  a  single  cause,  but  that  in  all  probability  a 
combination  of  causes  is  required  for  their  production. 

Many  theories  have  been  advanced  to  explain  the  nature  of 
eclampsia ;  none  has  proven  satisfactory,  and  the  etiology  of 
this  grave  complication  of  labor  is  still  an  undecided  question. 

The  theory  which  has  found  the  most  advocates,  and  which 
still  stands  pre-eminent  in  the  discussions  on  the  etiology  of 
eclampsia,  is  based  upon  the  investigations  of  Lever,  who  first 
called  attention  to  the  relation  between  albuminuria  and  puer- 
peral convulsions.  His  observations  were  confirmed  by  various 
authors,  and  led  to  the  view  that  the  attacks  were  the  result  of 
blood-poisoning  by  urea,  that  they  were  uremic  and  identical 
with  those  occurring  in  kidney  diseases. 

Frerichs  taught  that  true  eclampsia  occurred  only  in  pregnant 
women  suffering  with  Bright's  disease.  He,  however,  modified 
the  older  view,  asserting  that  the  urea,  retained  in  the  blood 
current,  underwent  decomposition  and  was  converted  into  car- 
bonate of  ammonia.  While  the  possibility  of  this  transformation 
was  almost  universally  denied,  a  number  of  authors  accepted 
the  intoxication  hypothesis,  the  uremic  origin,  for  all  cases  of 
puerperal  convulsions. 

The  opponents  of  this  doctrine,  basing  their  arguments  upon 
post-mortem  examinations,  proved  that  in  by  no  means  a  small 
number  of  the  cases  the  uremic  intoxication  theory  was  not  ap- 
plicable, both  albuminuria  and  kidney  lesions  being  absent.  In 
order  to  meet  these  objections  it  became  evident  that  new 
elements  had  to  be  brought  into  the  discussion.  Such  attempts 
have  repeatedly  been  made,  but  they  have  never  been  suc- 
cessful. 

Hecker,  supporting  Frerichs'  view,  regarded  especially  the 
*  American  Journal  of  Obstetrics,  vol.  xxxii.,  p.  386. 
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acute  form  of  nephritis  as  an  important  etiological  factor. 
External  irritations  are  the  inciting  causes ;  they  are  only  effec- 
tive, however,  in  cases  with  kidney  lesions.  He  admitted  the 
absence  of  albuminuria  in  some  instances,  without  giving  any 
explanation. 

According  to  Spiegelberg  all  cases  of  true  eclampsia  are  of 
uremic  origin.  The  cause  is  a  kidney  lesion  which  either  pre- 
existed or  developed  during  pregnancy.  In  some  instances  the 
rapid  development  of  kidney  symptoms  shortly  before  or  with 
the  paroxysms  is  due  to  an  acute  affection  of  the  renal  vessels, 
probably  a  reflex  contraction,  originating  in  the  uterus  and  re- 
sulting in  acute  suppression  of  the  urinary  secretion.  All  cases- 
of  eclampsia  without  albuminuria  are  to  be  designated  acute 
epilepsy.  The  term  acute  epilepsy  was  objected  to,  such  a  dis- 
tinction being  not  warranted  by  the  clinical  phenomena.  The 
explanation  of  the  sudden  dev^elopmentof  albuminuria,  however^ 
met  with  more  favorable  consideration  and  is  supported  even 
by  recent  investigators. 

Urinary  stasis,  due  to  pressure  of  the  gravid  uterus  upon  the 
ureters,  causing  renal  lesions  and  subsequently  convulsions,  is 
the  theory  suggested  by  Ilalbertsma ;  it  was  proven  untenable 
by  post-mortem  examinations. 

Pressure  upon  the  ureters  by  the  fetal  head  (Lohlein  '),  pres- 
sure upon  blood  vessels  caused  by  the  premature  descent  of  the 
fetal  head  in  the  pelvis  (King*),  are  two  other  theories  which 
failed  to  give  acceptable  explanations. 

A  much-debated  hypothesis  was  presented  by  Traube  and 
Rosenstein,  who  held  that  the  convulsions  were  the  result  of  an 
acute  cerebral  anemia.  Increased  arterial  pressure,  resulting 
from  hypertrophy  of  the  left  ventricle  of  the  heart,  causes  in 
hydremic  patients  edema  of  the  brain,  which,  by  compression 
of  the  cerebral  vessels,  results  in  acute  anemia  with  its  conse- 
quences, convulsions  and  coma.  Originally  suggested  by  Traube 
as  an  explanation  of  the  uremic  paroxysms  occurring  in  ne- 
phritis, this  theory  was  applied  to  eclampsia  by  Rosenstein,  who 
asserted  that  in  pregnant  women,  even  in  the  absence  of  renal 
lesions,  the  essential  features  were  present — hydremia,  hyper- 
trophy of  the  heart,  and,  during  uterine  contractions,  increased 
arterial  pressure. 

•  Trantenroth  :    Zeitschrift  fllr  GeburtshQlfe  und  Gynttkologic.  vol.  xxx., 
p.  136. 
'  Parvin  :  Hirst's  System  of  Obstetrics,  vol.  ii.,  p.  77. 
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Strange  to  say,  this  hypothesis,  whicli  clinical  evidence  as 
well  as  post-mortem  examinations  proved  to  be  erroneous,  led, 
for  a  time  at  least,  many  prominent  obstetricians  astray. 

While  it  appears  probable  that  cerebral  anemia  plays  an  im- 
portant part  in  the  etiology  of  eclampsia,  the  explanation  offered 
by  the  Traube-Rosenstein  theory  is  evidently  not  acceptable. 
Schroder,'  commenting  on  this  view,  expressed  his  belief  that 
the  anemia  is  the  result  of  arterial  contraction  due  to  reflex 
irritation  of  the  vasomotor  nerves.  Based  upon  the  experi- 
ments of  Kussmaul  and  Tenner,  who  succeeded  in  producing 
convulsions  in  animals  by  ligating  the  carotids,  he  argued  that  it 
is  in  the  highest  degree  probable  that  puerperal  eclampsia,  like 
the  epileptic  attack,  is  caused  by  acute  anemia  of  the  brain 
resulting  from  contraction  of  blood  vessels.  The  causes  which 
produce  this  contraction  are  still  unknown.  He  held  that  in 
pregnant,  in  lying-in,  and  especially  in  parturient  women,  as 
in  children,  there  is  an  increased  susceptibilitj^  of  the  nervous 
system,  so  that  contraction  of  the  vessels  occurs  from  causes 
which  under  ordinary  circumstances  would  not  be  effective. 
With  this  increased  nerve  irritability,  the  altered  condition  of 
the  blood  due  to  kidney  lesions,  the  irritation  oi  peripheral 
nerves,  possibly  of  the  uterine  nerve  fibres,  may  suffice  to  pro- 
duce contraction  of  the  vessels. 

The  influence  exerted  by  gestation  upon  the  nervous  system, 
the  increased  nervous  excitability,  often  so  marked  in  primipar- 
ous  women,  led  the  old  obstetricians  to  regard  eclampsia  as  a 
reflex  neurosis.  A  sudden  emotion,  anxiety,  fright,  were  looked 
upon  as  the  causes  which  provoke  paroxysms.  The  effect  of 
violent  emotion  upon  the  circulatory  system  through  the  vaso- 
motor nerves  is  well  known  and  may  readily  account  for  the 
occurrence  of  cerebral  hyperemia  or  anemia,  if  we  take  into 
consideration  the  increased  sensibility  of  the  nervous  system, 
which  really  is  in  a  pathological  and  therefore  predisposing 
condition.  But  hyperemia  is  at  present  supposed  to  be  the 
effect  and  not  tlie  cause  of  the  convulsions — a  supposition  which 
I  believe  to  be  not  proven. 

Bidder,"  in  his  study  of  455  cases  of  eclampsia,  found  that 
337,  or  74.3  per  cent,  were  primiparse — figures  which  are  almost 
in   accord   with  those  given  by  Winckel,  Olshausen,  and  Loh- 

'  Lehrbuch  der  Geburtshiilfe,  1886,  p.  722. 
-  Archiv  fur  Gyniikologie,  vol.  xliv.,  p.  167. 
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leiti.  This  frequent  occurrence  in  primiparous  women  may 
possibly  lind  an  explanation  in  the  hyperesthetic  nervous  sys- 
tem, which,  rapidly  responding  to  mental  impressions,  may  pro- 
duce the  attacks  by  retiex  action  upon  the  convulsive  centres. 
Of  interest  and  sup;)orting  this  view  are  the  ol)servations  of 
Joseph  Price,'  who  ilrst  drew  attention  to  the  comparatively 
frequent  occurrence  of  puerperal  convulsions  in  primiparous 
women  illegitimately  pregnant. 

This  theory  is  slowly  fading  away,  but  in  spite  of  all  hypothe- 
ses the  fact  remains  that  the  convulsive  attack  in  a  number  of 
cases  is  exclusively  the  result  of  reflex  nerve  action. 

Blood-poisoning  is  the  theory  which  of  late  received  the  sup- 
port of  many  authorities.  The  toxic  substance  is  still  unknown ; 
it  is  by  no  means  urea.  Winter,"  discussing  this  view,  says  it 
is  not  yet  possible  to  decide  whether  the  inflammation  of  the 
kidneys  is  primary  and  results  in  the  retention  of  the  substances 
which  have  been  formed  in  the  body,  or  whether  the  poisonous 
substances  are  external  invaders  and  give  rise  to  the  nephritis 
as  they  are  excreted,  similarly  to  what  occurs  in  scarlet  fever, 
diphtheria,  and  other  infectious  diseases.  This  last  opinion  is 
believed  to  be  the  true  one,  and  attempts  have  been  made  to 
seek  in  bacteria  the  noxious  cause. 

Micro-organisms  have  been  found  in  the  blood  and  urine  of 
pregnant  women  suffering  from  albuminuria  and  eclampsia  by 
Doleris '  and  Blanc,  while  Favre  cultivated  a  "micrococcus 
eclampsire  "  from  the  placenta  of  an  eclamptic  patient.  Gerdes,* 
after  making  a  number  of  bacteriological  investigations,  came 
to  the  conclusion  that  puerperal  eclampsia  is  produced  by  a  spe- 
cific micro-organism  found  in  the  blood  and  various  tissues  of 
women  suffering  from  this  affection. 

It  is  not  necessary  to  comment  upon  these  bacteriological 
theories,  as  carefully  conducted  experiments  have  failed  to  con- 
firm the  claims  of  the  investigators  mentioned  above. 

A  review  of  the  literature  within  recent  years  shows  that  the 
etiology  of  eclampsia  has  undergone  remarkable  changes.  The 
theory  of  Frerichs  with  its  various  modifications  has  l)een  con- 
tinuously losing  ground,  and  it  is   worthy  of  note  that  at  the 

'  Annals  of  Gynecology,  vol.  v.,  p.  487. 
^  Ibid.,  705. 

*  Prulz  :  Zeitscbrift  fur  Gcburlsblllfi;  uud  Gyu;lkologie,  vol.  xixiii.,  p.  "J. 

*  American  Journai..  ok  Obstetrics,  vol.  xzvii.,  p.  467. 
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present  day  most  of  the  leading  authorities  have  abandoned  it. 
It  is  only  within  a  short  time  that  this  nremic-intoxicatiou 
hypothesis  has  lost  its  attractiveness  and  that  investigators  are 
looking  in  another  direction  to  solve  the  enigma  of  puerperal 
convulsions. 

Recent  investigations  have  again  confirmed  the  intimate  rela- 
tion between  albuminuria  and  puerperal  convulsions.  In  four 
hundred  cases  of  eclampsia  observed  by  Olsbausen,  Diihrssen, 
and  Gusserow  albuminuria  was  present  in  ninety-eight  percent. 
Trantenroth  '  found  that  albuminuria  developed  during  the 
second  half  of  gestation  in  forty-six  per  cent  in  women  whose 
kidneys  were  normal  before  conception  took  place.  In  the  vast 
majority  of  cases  it  is  of  renal  origin  and  dependent  upon  a  de- 
generative process  in  the  kidneys,  a  condition  described  by  Ley- 
den  as  the  kidney  of  pregnancy  {Schwangerschaftsniere)  and 
confirmed  by  various  authors.  The  appearance  of  albuminuria 
during  the  first  stage  of  labor,  according  to  Trantenroth,  is  the 
rule,  non-albuminous  urine  the  exception ;  it  is  almost  exclu- 
sively of  renal  origin. 

On  the  other  hand,  the  view  to  regard  the  terms  eclampsia 
and  uremia  as  synonymous  does  not  receive  confirmation  from 
post-mortem  reports.  There  can  be  no  doubt  that  pregnant 
women,  like  any  other  human  being,  are  subjected  to  those  seri- 
ous forms  of  kidney  diseases  which,  according  to  our  experience, 
in  some  instances  terminate  in  uremia,  convulsions,  and  coma. 
But  such  instances  are  rare.  Prutz,^  who  made  microscopical 
examinations  of  the  kidneys  of  twenty-two  cases  dead  from 
eclampsia,  concluded  that  it  was  impossible  to  refer  tbem  to 
morbid  changes  in  the  kidneys  except  in  a  small  number.  He 
also  emphasizes  the  striking  disproportion  between  the  gravity 
of  the  attacks  and  the  intensity  and  extension  of  the  renal  dis- 
ease. 

It  cannot  be  denied,  however,  that  renal  insufficiency  plays 
an  important  part  in  the  etiology  of  eclampsia,  but  only  as  a 
predisposing  factor.  "  Renal  disease,"  as  Parvin'  expresses  it, 
"  is  not  only  very  far  from  being  a  constant  forerunner  of  puer- 
peral convulsions  on  the  one  hand,  but  its  absence  on  the  other 
hand  is  no  certain  proof  that  such  convulsions  will  not  occur." 

It  is  impossible  to  give  a  satisfactory  explanation  of  eclampsia 

'  Trantenroth,  1.  c.  *  Prutz,  1.  c.  ^  Parvin,  1.  c. 
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at  the  present  time.  The  results  of  the  examinations  into  the 
pathological  anatomy  are  bj  no  means  sufficient  to  establish  any 
theory.  It  remains  to  be  seen  how  long  the  hypothesis  of  blood 
intoxication,  which  recently  has  been  so  favorably  considered, 
will  stand  the  test  of  time.  There  is  something  very  striking  in 
this  theory,  but  does  it  explain  the  sudden  disappearance  of  all 
the  symptoms  in  the  vast  majority  of  the  cases?  I  believe 
not, 
118  Liberty  stkeet. 
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OPERATIONS.' 

The  majority  of  the  operations  were  performed  in  the  large 
general  operating  room  of  the  hospital,  which  is  situated  on  the 
top  floor  with  a  sunny  southern  and  western  exposure.  It  is 
provided  with  all  the  modern  appliances  for  asepsis  and  for  the 
antiseptic  performance  of  operations.  Unfortunately  the  ex- 
tremely large  general  surgical  service  of  the  hospital  at  times 
renders  it  inevitable  that  operations  on  cases  which  are  not 
strictly  clean,  such  as  suppurating  and  gangrenous  wounds  of 
different  varieties,  should  precede  more  or  less  recently — that 
is,  on  the  same  day — fresh  plastic  or  abdominal  operations.  In 
order  to  avoid  as  much  as  possible  the  danger  of  septic  contami- 
nation from  such  unclean  cases,  the  hospital  authorities  have 
(luring  the  past  year  had  constructed  on  the  same  floor  a  second 

'  Continued  from  page  510. 

-  All  operations  in  my  service  were  performed  by  myself,  with  the  exception 
of  a  comparatively  small  number  which  were  done  by  the  gentlemen  who 
kindly  substituted  for  me  during  my  annual  summer  vacation  (notably  Drs. 
Qerster,  Wyeth,  Fluhrer,  and  Scharlau,  and  the  assistant  gynecologist,  Dr. 
Joseph  Brettauer,  whose  service  dates  since  1893).  Occasionally  the  respec- 
tive house  aurgeon  was  allowed  to  perform  minor  operations  under  my  per- 
sonal supervision. 
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operating  room,  which  is  used  only  for  absolutely  clean  cases, 
all  other  doabtfal  and  infectious  operations  being  performed  in 
the  old  operating  room.  In  this  way  I  hope  that  one  great 
source  of  danger  of  infection  has  been  removed.  It  is  to  the 
credit  of  the  surgical  liouse  staff,  overworked  as  they  usually  are, 
that  so  many  large  surgical  procedures  have  been  carried  out 
with  so  much  success  as  the  records  show,  under  circumstances 
at  many  times,  especially  in  former  years,  so  decidedly  unfavor- 
able. So  far  as  my  service  is  concerned,  there  is  one  unpleasant 
feature  connected  with  operations— namely,  that  patients  are 
obliged  to  be  transported  from  the  first  floor  on  one  side  of  the 
hospital  to  the  top  floor  on  the  other  side  before  being  anesthe- 
tized, and  are  after  the  operation  again  conveyed  along  the 
same  route  to  the  ward.  Of  course  they  are  carried  up  and 
down  on  an  elevator,  but  in  winter  the  draughts  necessarily  pre- 
sent in  so  large  an  institution  cannot  entirely  be  kept  away  from 
patients  who  have  often  been  for  along  time  subjected  to  a  more 
or  less  high  temperature  in  the  operating  room,  and  an  occasional 
pleurisy  or  pneumonia  may  possibly  be  traced  to  this  exposure. 
Private  patients  are  usually  anesthetized  in  their  rooms,  but 
even  they  have  to  be  carried  along  two  corridors  and  up  one 
story  before  reaching  the  operating  room. 

Anesthetics. — The  anesthetics  used  in  my  service  have  been 
either  ether  or  chloroform,  preferably  ether  in  longer  operations 
and  whenever  the  heart  showed  the  least  trace  of  weakness. 
Chloroform  was  employed  for  shorter  operations  and  whenever 
there  was  any  sign  of  renal  or  pulmonary  disease.  The  utmost 
care  is  exercised,  of  course,  in  the  administration  of  the  anesthetic, 
and  I  have  never  seen  any  decided  deleterious  result  from  its 
immediate  administration,  but  I  have  seen  several  instances  of 
acute  nephritis  and  broncho-pneumonia  following  the  use  of 
ether  which  I  was  obliged  to  attribute  to  that  form  of  anesthetic. 
Any  sign  of  renal  disease  (casts,  renal  epithelia,  or  albuminuria), 
or  even  renal  insufliciency  as  shown  by  a  decided  diminution  of 
the  renal  secretion,  has  usually  caused  a  substitution  of  chlo- 
roform for  ether  as  an  anesthetic.  Still,  I  consider  ether  safer 
than  chloroform,  and  I  have  often  had  patients  under  the  influ- 
ence of  ether  from  two  to  three  hours.  On  the  other  hand.  I 
remember  having  a  private  patient  deeply  under  chloroform  (to 
be  sure,  it  was  an  obstetrical  case)  from  2  to  S  p.m.  without  any 
bad  effects. 
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A  curious  and  rather  unfortunate  accident  occurred  as  an 
Indirect  result  of  the  anesthesia  in  one  case,  a  private  patient. 
After  the  operation,  which  was  an  abdominal  hysterectomy  for 
uterine  tibroid,  the  patient  complained  of  inability  to  use  her 
left  arm.  At  first  it  was  thought  that  pressure  on  the  axillary 
plexus  of  nerves  during  the  crossing  of  the  arms  behind  the 
head,  as  is  customary  during  anesthesia,  had  produced  a  tempo- 
rary paralysis  of  the  arm  which  would  disappear  in  a  few  days. 
But  as  the  arm  remained  useless  a  more  thorough  examination 
was  made  and  a  fracture  of  the  coracoid  process  discovered, 
which  had  probably  been  caused  while  lifting  the  heavy  woman 
on  or  off  the  operating  table.  When  she  left  the  hospital  the 
forearm  had  not  regained  its  strength,  and  I  heard  from  tlie 
lady  a  year  later  that  her  hand  was  still  weak.  This  case  should 
be  a  lesson  to  exercise  care  in  handling  patients  during  anesthe- 
sia. I  have  seen  several  other  cases  in  which  temporary  loss  of 
power  in  one  arm  followed  an  operation  on  the  pelvic  organs 
and  where  the  operator  certainly  could  not  be  blamed  for  tliis 
symptom. 

The  surgical  staff,  of  course,  endeavor  to  be  scrupulously  clean 
and  aseptic  at  all  operations;  the  same  applies  to  the  nurses.  I 
myself  always  put  on  a  clean  undershirt  and  a  pair  of  trousers 
which  I  keep  at  the  hospital  and  which  are  baked  after  every 
operative  clinic,  and  of  course  observe  all  the  usual  precautions 
as  regards  scrubbing  and  disinfection  of  my  hands  and  arms. 
The  solution  used  for  disinfection  of  the  hands  and  arms  is  a 
1:1000  solution  of  bichloride,  that  for  instruments  boiled  sterilized 
water,  and  for  the  irrigation  of  wounds  the  same  or  Thierscirs 
solution  ;  in  unclean  wounds,  1  :  10,000  bichloride  solution.  I  do 
not  believe  it  possible  that  more  scrupulous  antisej)sis  can  be 
employed  anywhere  than  is  done  in  the  operating  rooms  or 
the  wards  of  Mount  Sinai  Hospital,  and  still  at  rare  intervals 
an  unexpected  and  mysterious  case  of  septic  infection  has 
occurred.  Visitors  are  a<lmitted  to  the  operations  with  the 
distinct  understanding  that  tliey  carry  no  infection  with  them 
and  refrain  from  conversation  or  from  handling  anything  or 
anybody  connected  with  the  operation. 

Eatih  surgeon  has  his  own  operating  day,  mine  being  Wednes- 
day, the  usual  hour  being  2:;jO  p.m.  I  have  frequently  been 
occupied  in  the  oparating  room,  constantly  operating  with  the 
exception  of  the  Uim    employed  for    the  anesthesia  of  a  new 
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case,  from  that  hour  until  6  or  even  later.  The  anesthesia  is 
administered  in  a  room  opposite  the  operating  room  and  is  under 
tiie  care  of  one  of  the  junior  assistants  attended  bj  two  nurses. 
Xo  pitient  is  returned  to  the  ward  until  she  has  at  least  re- 
covered semi-consciousness.  Urgent  cases  are  of  course  operated 
on  at  other  times,  as  they  may  happen  to  occur. 

Vulva.  Abscess  of  the  Vulw-vaginal  Gland. — My  practice 
has  always  been  to  open  these  abscesses  thoroughly  from  top  to 
bottom,  wash  them  out  with  1  :  1000  bichloride  solution,  and 
then  pack  them  with  iodoform  gauze.  A  smaller  incision  than 
this  will  usually  result  in  a  superficial  healing  of  the  abscess, 
with  the  formation  of  pus  sooner  or  later  in  its  depth,  necessi- 
tating a  new  operation,  and  this  process  may  be  repeated  a  num- 
ber of  times  until  finally  a  radical  cure  of  the  al)scess  is  achieved. 
Only  in  one  instance  have  I  found  it  necessary  to  excise  the  en- 
tire gland.  This  proved  to  be  quite  a  bloody  operation,  requir- 
ing from  ten  to  a  dozen  ligatures  on  bleeding  branches  of  the 
internal  pudic  artery. 

Epithelioma. — This  disease  is  of  comparatively  rare  occurrence 
on  the  vulva.  Of  course  there  is  no  other  treatment  but  that 
of  complete  extirpation,  if  possible,  and  I  have  found  the  knife 
preferable  to  the  actual  cautery,  since  the  latter  leaves  so  large 
a  sloughing  surface  as  to  render  its  closure  tedious  and  difficult. 
Of  course  the  diseased  tissue  must  be  so  freely  excised  as  to 
afford  a  fair  chance  for  a  permanent  recovery.  The  raw  surfaces 
can  be  approximated  by  sutures  and  should  unite  by  tirst  inten- 
tion. If  the  disease  has  spread  so  far  that  there  is  no  possibilitv 
of  securing  a  union  by  tirst  intention,  it  is  better  to  use  the 
Pciquelin  cautery  and  to  destroy  the  tissue  as  thoroughly  as  pos- 
sible, no  matter  what  time  may  be  required  for  the  closure  of  the 
resulting  wound.  Relapses,  unfortunately,  are  not  uncommon, 
hence  the  prognosis  in  these  cases  is  usually  doubtful.  (See  Fig.  3.) 
Ileiimtoma  is  usually  due  to  an  injury  inflicted  accidentally. 
If  it  occurs  during  childbirth  it  is  produced  by  the  rupture  of  a 
vessel  during  the  distention  of  the  parts  by  the  protruding  head  ; 
but  when  occurring  in  the  non-parturient  state  there  is  usually 
some  extraneous  injury  at  fault,  such  as  a  fall  on  the  back  of  a 
chair  or  some  other  sharp  surface,  a  kick  or  other  accidental 
bruise.  Only  when  the  effusion  of  blood  is  of  considerable  size 
is  it  necessary  to  evacuate  it;  if  smaller,  Nature  usually  takes 
care  of  its  absorption. 
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The  Papilloma  or  elephantiasis  mentioned  in  the  report  com- 
prised the  clitoris,  labia  majora  and  minora,  and  occurred  in  a 
mulatto  woman  fonr  months  pregnant.  As  the  growth  had  in- 
creased during  the  ])regnancy  and  was  likely  to  interfere  with 
parturition  at  term,  I  concluded  to  remove  it  and  did  so  by 
means  of  the  knife,  having  first  ligated  the  wliole  mass  with  the 
elastic  ligature,  which  was  kept  in  place  by  means  of  several  long 
needles  wliich  were  passed  transversely  through  the  base  of 
the  tumor.  As  the  tumor  was  excised  deep  stitches  were  in- 
troduced and  tied,  which  effectually  controlled  the  hemorrhage. 
The  patient  made  a  perfectly  uneventful  recovery  and  preg- 
nancy was  uninterrupted.     (See  Figs.  1  and  2.) 

Nymphomania. — In  the  one  case  of  this  disease  in  which  an 
operation  was  thought  justifiable  I  excised  the  whole  clitoris  to- 
gether with  the  labia  minora,  the  indication  being  incontinence 
of  urine,  unquestionably  produced  by  a  long-persisting  habit  of 
masturbation.  Observation  in  the  ward  and  the  general  ap- 
pearance of  the  patient  sufficed  to  make  this  diagnosis.  The 
wound  was  closed  by  catgut  sutures  and  healed  by  first  inten- 
tion. The  result  was  surprising,  for  the  tone  of  the  bladder 
rapidly  improved  and  on  discharge  of  the  patient  she  had  re- 
gained its  entire  control. 

Perineum. — Perineorr/iapluj  for  laceration  of  the  perineum 
was  ])erformed  one  hundred  and  eighty-four  times,  one  hundred 
and  twenty-one  times  for  incomplete  laceration  and  sixty-three 
times  for  complete.  Of  course  there  were  very  many  other 
cases  of  laceration  of  the  perineum  admitted,  but  only  those  are 
recorded  in  which  the  laceration  was  of  sufficient  importance  to 
require  operative  repair.  During  the  earlier  years  of  my  in- 
cumbency as  gynecologist  of  the  hospital  my  method  of  opera- 
tion for  laceration  of  the  |>erineuni  was  that  reconunended  by 
Emmet  and  Thomas — namely,  a  semilunar  or  butterHy-shaped 
denudation  of  the  vaginal  oritice  and  posterior  vaginal  wall,  and 
the  intro'luction  of  silver-wire  sutures  transversely  so  as  to  aj)- 
proxinuite  the  denuded  surfaces.  In  complete  laceration  the 
method  described  by  Emmet  in  his  well-known  text  hook  was 
the  one  employed,  silver  wire  also  being  the  suture  material. 
My  results  with  these  forms  of  operation  were  relatively  very 
good,  since  the  majority  of  the  cases  recovered  with  a  very  fair 
restoration  of  the  normal  condition.  .  Still,  there  were,  in  the 
complete  lacerations,  an  unpleasantly  large  proportion,  if  in  the 
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aggregate  still  small  enough,  of  failures,  the  sphincter  aui 
chiefly  refusing  to  unite  and  incontinence  persisting  more  or 
less.  In  this  respect  my  experience  did  not  difl:"er  in  any  way 
from  that  reported  by  almost  every  operator  in  this  line.  Dur- 
ing a  visit  abroad  in  1886  I  saw  Tait  in  Birmingham  do  a  flap- 
splitting  operation  for  complete  laceration  of  the  perineum. 
Although  he  did  it  in  four  minutes  (by  my  watch),  and  so  hastilv 
that  I  presume  most  of  the  spectators  failed  to  catch  the  princi- 


FiG.  21.— Lines   of  incision   in   tiap-splitcing   operation   for   incomplete   laceration  of 
perineum. 

pie  of  the  operation,  I  happened  to  be  so  close  to  him  that  I  saw 
exactly  how  it  was  done,  and  it  struck  me  that,  particularly  for 
complete  laceration,  it  was  by  far  superior  both  in  method^and 
time  of  execution  to  the  older  procedures.  While  the  opera- 
tions of  Emmet  and  Thomas  referred  to  could  scarcely  be  per- 
formed in  less  than  half  an  hour,  the  flap  splitting  operation  for 
both  complete  and  incomplete  laceration  was  easily  accomplished 
in  from  four  to  ten  minutes.  Since  that  time  I  have  without 
exception  employed  this  method  for  the  respective  injuries  and 
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have  bad  no  reason  to  be  dissatisfied  with  the  results,  since  in 
these  eight  years  I  have  bad  at  least  one  hundred  complete 
cures.     (Figs.  21,  22,  and  23.) 

To  those  who  do  plastic  surgery  it  is  not  necessary  to  say  that 
such  work  is  always  subject  to  more  or  less  imperfect  results, 
since  primary  union  is  not  always  obtained  throughout  a  large 
denuded  surface;  hence  it  is  not  surprising  that  a  certain  num- 
ber of  these  one  hundred  and  eighty-four  perineorrhaphies  were 


Fia.  a*^'.— Liues  of  incision  in  complete  laceration  of  perineum. 

only  j);ir^ially  successful.  In  the  main,  union  was  so  complete 
as  to  restore  practically  the  perineum  to  its  normal  condition. 
This  applies  entirely  to  the  cases  of  incomplete  laceration  ; 
those  of  complete  laceration  were  so  fully  successful  that  I  do 
not  recall  a  single  instance  in  wliich  the  ])atient  was  discharged 
without  the  restoration  of  the  retentive  power  of  her  sphincter 
ani.  1  admit  that  in  a  number  of  cases  operated  on  by  the  old 
method  the  result  was  produced  by  secondary  contraction  of  the 
wound  due  to  healing  l)y  granulation  an;l  second  intention,  but 
sul)stantiallv  the  restoration  of  the  bowel  to  its  normal  function 
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was  obtained  in  ev'ery  case.  The  one  case  of  death  has  been  a 
special  canse  of  regret  to  me,  since  it  was  entirely  avoidable, 
having  been  caused  by  septic  infection  (how  introduced  I  do  not 
know),  which  might  have  been  counteracted  had  the  stitches 
been  removed  early  and  thorough  disinfection  of  the  wound 
taken  place,  no  matter  whether  the  operation  was  a  failure  or 
not.     In  this  case,  by  an  unfortunate  chance,  I  was  prevented 


Fig.  :J:l— Wound  and  introduction  of  sutures  in  flap-splitting  operation  for  lacerated 
perineum,  complete  or  incomplete. 

by  illness  from  visiting  the  hospital  for  several  days.  When  I 
saw  the  ])atieiit  again  I  at  once  perceived  the  urgency  of  the 
danger,  removed  the  stitches,  and  disinfected  the  wound,  but 
unfortunately  too  late.  This  was  a  complete  laceration  operated 
upon  by  the  flap-splitting  method,  and  I  am  inclined  to  criticise 
myself  for  having  made  too  deep  incisions  which  involved  too 
mucli  tension  of  the  sutures  and  a  slouahino;  of  the  tissues  com- 
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pressed  by  them.  This  should  be  a  lesson  not  to  make  these 
transverse  incisions  too  deep  and  to  be  very  careful  that  the 
stitches  do  not  interfere  with  the  circulation. 

It  has  always  been  ray  practice,  since  I  assisted  Prof. 
Gustav  Simon  in  Heidelberg  in  1872  in  a  number  of  cases  of 
operation  for  laceration  of  the  perineum,  both  incomplete  and 
complete,  to  thoroughly  evacuate  the  bowels  before  the  opera- 
tion and  to  keep  them  moved  daily  afterward,  instead  of  follow- 
ing the  old  plan  of  constipation  and  first  movement  on  the  ninth 
or  tenth  day  after  removal  of  the  stitches.  This  method  of 
Simon's  was  not  adopted  for  quite  a  time,  but  I  believe  is  now 
the  universal  practice  among  gynecological  surgeons  ;  and  to  it 
I  think  are  due  the  recent  favorable  results  after  most  of  these 
operations.  My  plan  is  first  to  have  the  bowels  thoroughly  evacu- 
ated, daring  at  least  three  days  before  the  operation,  by  laxa- 
tives ;  an  enema  is  given  within  two  hours  of  the  operation,  in 
order  to  be  sure  that  the  lower  bowel  is  entirely  empty  and  docs 
not  interfere  with  the  operation.  I  usually  stretch  the  sphincter 
ani  thoroughly  before  beginning  to  operate,  in  order  to  prevent 
tenesmus,  or  I  divide  it  backward  with  a  knife  after  tying  the 
stitches.  Besides  I  always  insert  a  white  rubber  tube  wrap[)ed 
with  iodoform  gauze  into  the  rectum  to  allow  the  escape  of  gas ; 
this  is  removed  when  the  first  alviiie  ev^acuation  takes  place. 
The  patient  being  kept  on  fluid  diet  for  three  or  four  days  after 
the  operation,  it  is  not  necessary  to  attend  to  the  bowels  during 
that  time,  but  on  the  morning  of  the  fourth  day  I  usually  order 
a  laxative — licorice  powder  or  Rochelle  salts — and  after  that 
see  that  the  bowels  are  moved  regularly  by  a  mild  laxative 
every  day.  Enemata  should  be  avoided  unless  the  fecal  matter 
is  hard  and  not  easily  evacuated,  because  it  is  easy  to  tear  open 
the  freshly  united  sphincter  with  the  nozzle  of  the  syringe. 
The  bladder  after  perineum  operations  should  be  evacuated  by 
the  patient  licrsulf,  if  she  is  able  to  do  so  in  the  recumbent  posi- 
tion, each  urination  being  followed  by  a  careful  irrigation  of 
the  perineum  and  vagina  with  plain  boiled  water,  precaution 
being  taken  not  to  interfere  with  the  top  stitch.  The  jierinenm 
then  should  be  carefully  dried  with  lint  or  absorbent  cotton  and 
dusted  with  iodoform,  and  a  thin  strip  of  iodoform  gauze  placed 
over  it  and  the  legs  kept  in  approximation  by  a  moderately 
tijjht  bandai'c.  If  the  cervix  has  been  sewed  or  the  uterus  cu- 
retted  at  the  same  time  there  may  be  some  discharge  from  that 
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organ,  wliicli  of  course  sliould  be  waslied  out  with  warm  steril- 
ized water  once  or  twice  daily  as  occasion  may  demand.  After 
the  bowels  have  been  moved  the  patient's  diet  can  be  as  she 
pleases.  For  at  least  two  weeks  the  patient  must  not  assume  a 
sitting  or  erect  position,  although  she  may  turn  on  either  side 
ad  libitum.  The  stitches  are  usually  removed  between  the 
seventh  and  tenth  days,  inspection  showing  that  they  do  not  cut 
or  cause  edema,  when  it  may  be  necessary  to  remove  them,  all  or 
in  part, sooner.  I  seldom  allow  a  patient  after  a  perineorrhaphy 
to  sit  out  of  bed  under  two  weeks,  and  if  it  is  a  complete  lacera- 
tion usually  not  under  three  weeks. 

I  would  say  in  concluding  this  subject  that  it  is  not,  in  my 
opinion,  a  good  plan  to  do  a  secondary  operation  on  a  lacerated 
perineum  under  three  mouths  after  its  occurrence,  simply  be- 
cause proper  involution  of  the  tissues  does  not  take  place  much 
sooner  ;  the  parts  are  still  too  soft,  too  vascular,  and  too  easily 
irritated  to  favor  ready  union  by  lirst  intention.  While,  there- 
fore, a  primary  operation  for  lacerated  perineum  may  be  per- 
formed within  forty-eight  hours  after  its  occurrence  with  a  fair 
chance  of  success,  even  at  the  latter  date,  a  secondary  operation 
should  usually  be  deferred  several  months.  I  have  noticed 
much  ignorance  on  this  subject  among  general  practitioners,  and 
therefore  think  it  well  to  emphasize  this  point.  Of  course  no 
guarant3e  can  be  given  that  the  perineum  may  not  tear  again  at 
a  subsequent  confinement,  any  more  than  the  cervix  after  an 
operation  for  its  repair.  When  the  lacerated  perineum  is  ac- 
companied by  a  prolapse  of  the  posterior  or  anterior  vaginal 
walls  a  different  or  an  additional  operation  is  required.  Of  this 
I  shall  speak  later  on. 

I  will  make  no  special  reference  to  the  Diseases  of  the  Rectum 
which  are  mentioned  in  the  report,  except  to  say  that  they  are 
very  commonly  associated  with  affections  of  the  sexual  organs, 
or  indeed  may  simulate  such  affections,  and  hence  it  is  well  to 
remember  that  a  woman,  if  she  has  pelvic  pain  which  cannot  be 
traced  to  any  appreciable  cause  within  the  sexual  domain,  may 
be  afflicted  with  some  disease  of  the  rectum,  such  as  stricture, 
ulcer,  hemorrhoids,  catarrh,  which  is  the  cause  of  the  pains  com- 
plamed  of.  It  is  usually  necessary  in  order  to  make  a  diagnosis 
to  examine  the  patient  under  anesthesia,  dilate  the  sphincter, 
and  with  the  finger  or  a  cylindrical  or  other  appropriate  specu- 
lum expose  the  lower  portion  of  the  rectum,  when  it  will  easily 
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be  seen  whether  the  suspicion  of  rectal  disease  is  correct  or  not. 
There  is  really  no  difference  in  the  treatment  of  the  diseases  of 
the  rectum  in  the  female  from  those  which  obtain  in  the  same 
diseases  in  the  male.  In  one  respect  the  female  has  the  advan- 
tage, since  it  is  easier  to  evert  the  lower  portion  of  her  rectum 
for  inspection  and  treatment  than  is  the  case  in  the  male.  AYith 
two  lingers  in  the  vagina,  the  patient  being  on  the  side,  the 
lower  two  inches  of  the  anterior  wall  of  her  rectum  can  be 
pushed  out  through  the  anus  and  a  fissure,  hemorrhoids,  or  ulce- 
ration of  that  part  easily  detected.     I  liave  already  spoken  of 


Via.  24.— Digital  eveision  of  rectum  through  the  vaglua.    Patient  on  left  side. 

the  treatment  of  the  diseases  of  the  rectum  under  a  previous 
heading. 

I)L.A.DDER.  Urc.tlirtd  C'trtutde.  —  My  treatment  for  this  affec- 
tion is  to  expo.^e  it  tlDroughly  under  anesthesia,  draw  the 
tuni<»r  down  with  tenacula,  e.xcise  it  carefully  from  its  base,  and, 
after  arresting  the  hemorrhage  by  pressure,  cauterize  it  with 
strong  nitric  acid.  Before  using  the  caustic  1  usually  dilate  the 
urethra  thoroughly  witli  a  steel  two-branched  dilator,  in  order  to 
prevent  the  common  consequence  of  all  operations  upon  the 
female  urethra — that  is,  tenesmus.  A  caruncle  of  the  urethra,  if 
entirelv  removed  and  its  base  cauterized  in  this  manner,  should 
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not  return.  Incontinence  will  not  follow  this  dilatation  of  the 
urethra,  unless  it  is  carried  to  such  an  extent  as  to  paralyze  the 
canal,  which  is  not  at  all  necessary. 

A  Prolapse  of  the  Urethra  which  so  closely  simulated  a  ca- 
runcle as  to  be,  at  first  sight,  mistaken  for  it  occurred  in  a  girl  9 
years  of  age.  Its  true  character  was  recognized  b}''  the  fact  that 
a  probe  passed  into  the  bladder  through  the  centre  of  the  protru- 
sion and  that  the  latter  could  be  replaced,  which  of  course  is  not 
the  case  with  a  caruncle.  (See  Fig.  5.)  The  treatment  con- 
sisted in  excising  all  the  prolapsed  mucous  membrane  and  sewing 
the  raw  edges  together  with  interrupted  catgut  sutures.  Result, 
recovery. 

The  one  case  of  Urethrocele  mentioned  was  operated  on  by 
making  a  buttonhole  incision  at  the  lowest  portion  of  the  pro- 
lapsed urethra,  cutting  out  as  much  of  the  redundant  mucous 
membrane  as  could  readily  be  drawn  through  this  opening,  and 
passing  a  drainage  tube  through  it  and  the  normal  meatus.  A 
cure  was  effected  as  soon  as  the  urethral  tissue  regained  its 
normal  condition,  when  the  drainage  tube  was  removed  and  the 
fistula  closed  spontaneously. 

A  Fibroid  of  the  Posterior  Wall  of  the  Urethra  was  met  with 
in  one  instance.  It  was  easily  removed  by  simply  splitting  the 
capsule  and  enucleating  it.  It  was  of  the  size  of  a  hickory-nut. 
Its  occurrence  is  exceedingly  rare. 

Of  the  cases  of  vesico-vaginal  fistula  I  have  already  spoken. 

Vagina.  Imperforate  Hymen. — Strange  to  say,  in  all  my 
experience  of  nearly  thirty  years  I  have  met  with  but  one  case 
of  simple  imperforate  hymen  attended  by  hematometra  and 
hematocolpos.  The  diagnosis  was  so  simple  that  a  mere  glance 
at  the  bulging  hymeneal  membrane  was  sufiicient.  Without  an- 
esthesia the  membrane  was  opened  and  about  twenty  ounces  of 
tarry  blood  slowly  evacuated.  The  utero-vaginal  cavity  was  not 
irrigated,  but  an  aseptic  pad  loosely  applied  over  the  vulva  and 
the  organs  allowed  to  return  gradually  to  their  normal  state. 
Convalescence  was  absolutely  uneventful.  It  seems  to  me  not 
at  all  necessary  to  perform  this  operation  under  the  many  minute 
precautions  which  were  formerly  advocated,  such  as  allowing  a 
very  slow  and  gradual  escape  of  the  retained  blood  in  order  to 
prevent  its  possible  regurgitation  through  the  Fallopian  tubes. 
This  is  scarcely  likely  if  the  blood  is  allowed  to  escape  freely 
through  the  new  opening  in  the  hymen.     Only  in  one  other  in- 
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stance  did  I  see  an  imperforate  vagina,  and  that  was  where  there 
was  a  double  vagina  and  uterus,  the  menstrual  blood  escaping 
freelj  from  the  left  side,  whereas  on  the  right  side  the  hymen 
was  closed  at  a  point  near  the  vulva.  The  protrusion  of  this 
portion  of  the  vagina,  together  with  pain  on  the  right  side  of 
the  pelvis,  were  the  symptoms  which  called  for  an  examination. 
The  bluish,  bulging  membrane,  together  with  the  bimanual  ex- 
amination and  sounding  of  the  left  side,  rendered  the  diagnosis 
fairly  easy,  and  the  opening  of  the  occluded  sac  contirmed  it. 
I  exsected  the  whole  of  the  septum  and  united  the  raw  surfaces 


FiQ.  25.— Double  uterus  and  vagina.    KiRht  side  imperforate. 

with  catgut  sutures.  A  secondary  hemorrhage  oceui-red  about 
forty-eight  hours  later,  probably  due  to  a  failure  to  include  thor- 
oughly an  arterial  branch,  but  it  was  arrested  by  tamponade 
and  the  patient  made  a  good  recovery. 

All  the  cases  of  'Stefio.si.'<  of  the  vagina  were  ac<]uired,  being 
due  to  contraction  following  parturition.  Division  and  dilata- 
tion of  the  constricted  portion  readily  effected  a  cure.  The 
cases  of  atresia  were,  however,  mostly  congenital.  In  two  in- 
stances the  vagina  was  entirely  absent.  One  was  a  girl  of  21 
who  liad  never  menstruated  nor  had  she  had  many  menstrual 
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moli.nina.     Bimanual    rectal    and    vesical   examination  showed 
apparently  absence  of  the  uterus  and   ovaries,  except  a  small 
indistmct  body  situated  in  the  middle  of  the  cavity  of  the  pelvis. 
As  the  -irl  was  very  anxious  to  have  a  vagina  constructed,  witli 
the  hope  that  possibly  a  uterus  and  ovaries  might  be  found    I 
acceded   to  her  request  and  by  transverse  dissection  separated 
the  bladder  from  the  rectum.     The  small  body  previously  felt 
turned  out  to  be  a  rudimental   uterus  containing  about  a  half- 
ounce  of  thick  mucus.     Its  edges  were  sewed  to  the  newly 
formed  vagina  and  the  canal  kept  open  bv  Sims'  dilators.     No 
ovaries  were  discovered.     When  discharged  the  girl  had  a  re- 
spectable vagina.     What  became  of  it  later  on  I  am  not  able  to 
say.     In  the  second  case  the  woman  was  married.     She  had  had 
a  yagma  formed  by  another  operator,  who  had  failed  to  find 
either  uterus  or  appendages.     As  neither  she  nor  her  husband 
succeeded  in  keeping  this  vagina  open,  it  closed  almost  com- 
pletely and  I  was  asked   to  make  a  new  one.     On  putting  the 
case  before  her,  however,  plainly,  and  telling  her  that  unless 
she  and  her  husband   kept  the  canal  open  it  would  close  again, 
and  that  there  was  no  prospect  of  her  ever  having  a  child,  she 
decided  not  to  have  anything  done  and  was  discharged. 

£pii/lel^oma.~^Yhile  cancerous  degeneration   of   the  cervix 
uteri  is  exceedingly  common  as  a  primary  affection,  it  is  quite 
rare  to  see  the  disease  develop  in  the  vaginal  walls,  except  sec- 
ondarily from  the   cervix.     Still,  two  cases  of   uncomplicated 
epithelioma  of  the  vagina  came   under  observation  (see   Fig. 
10).     In  neither  of  these  cases  was  the  uterus  in  any  way  in- 
volved.    In  both  the  disease  was  situated  on  the  posterior  wall 
of  the  vagina.     Of  course  nothing  could  be  done  except  by  the 
curette  and  scissors  and  the  actual  cautery  to  destroy  the  malig- 
nant tissue  as  much  as  possible.     A  cure  was  out  of  the  question. 
Colpocystotomy  for  Cystitis  was  performed  in  ten  cases      The 
operation  is  by  no  means  difficult.     It  consists  in  makin-  an  in- 
cjsion  through  the  anterior  vaginal  wall  into  the  bladder  about 
half-way  between  the  symphysis  pubis  and  the  cervix.     The  in- 
cision IS  about  an  inch  in  length.     Sims'  speculum  is  used  and 
the  anterior  vaginal  wall  pushed  forward  bv  means  of  a  grooved 
sound  in  the  bladder.     After  the  bladder  is  opened  the  bladder 
mucous  membrane  is  sewed   to  the  vaginal  wall  by  a  runnincr 
catgut  suture,  in  order  to  prevent  its  too  early  closure.     The 
bladder  is  then  thoroughly  washed  out  two  or  three  times  a  day 
42  ' 
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according  to  the  virulence  of  the  catarrh,  with  a  1 :  1000  boracic 
acid  solution  or  with  plain  warm  salt  water.  Not  until  the 
bladder  raucous  membrane  has  entirely  regained  its  normal  con- 
dition and  the  urine  shows  absolutely  no  trace  of  cystitis  is  it 
safe  to  close  the  opening.  This  event  may  be  deferred  for  from 
three  to  six  months  or  longer.  The  closure  of  the  opening  is 
quite  as  simple  as  its  formation.  Its  edges  are  pared  and  the 
surfaces  approximated  by  wire  or  silkworm-gut  sutures. 

Cystocele. — Cystocele  or  prolapse  of  the  anterior  vaginal  wall 
and  bladder  was  operated  on  in  forty-three  cases,  the  operation 
with  one  exception  being  that  devised  by  Prof.  Stoltz,  of 
Nancy.  This  consists  in  denuding  a  circular  area  from  two  to 
three  inches  in  diameter  on  the  anterior  vaginal  wall,  encircling 
it  by  a  stitch  of  thick  silk  the  ends  of  which  cross  each  other 
just  below  the  meatus  urinarius.  The  denuded  surface  is  then 
pushed  inward  with  the  sound  and  the  stitch  firmly  tied,  pre- 
cisely as  the  mouth  of  a  tobacco  pouch  is  closed  by  its  string. 
This  puckers  the  redundant  portion  of  the  anterior  vaginal  wall 
into  the  bladder,  where  it  unites  and  soon  shrinks  so  that  it  in 
DD  way  interferes  with  the  functions  of  either  bladder  or  vagina. 
The  stitch  is  removed  at  the  end  of  two  weeks  or  allowed  to  cut 
through,  there  being  only  one  suture  to  divide  just  under  the 
meatus  urinarius.  For  this  reason  this  method  is  particularly 
applicable  to  cases  where  the  posterior  vaginal  wall  is  at  the 
same  time  subjected  to  an  operation.  In  the  one  case  in  which 
Stoltz's  operation  was  not  used  I  employed  an  elliptical  denuda- 
tion with  transverse  wire  stitches  according  to  Emmet  and  Sims, 
the  perineum  having  been  sewed  at  the  same  time.  It  was  fully 
a  month  before  I  could  remove  the  stitches  from  the  anterinr 
vao-iiial  wall,  and  within  three  months  the  longitudinal  cicatrix 
gradually  separated  and  tiie  cystocele  returned  as  badly  as  ever. 
Hence  I  did  not  repeat  this  operation,  since  my  experience  with 
Stoltz's  method  has  been  very  much  more  favorable  in  this  re- 
spect. The  bladder  can  usually  be  emptied  by  the  patient  her- 
self. If  not  she  should  be  catheterized ;  but  I  much  prefer  to 
avoid  the  catheter,  since  in  this  particular  operation  it  seems  to 
be  more  prone  to  excite  irritation  of  the  bladder  than  after 
perineorrhaphy  or  other  operations.  I  have  already  stated  that 
I  do  not  emphn-  this  operation  for  cystocele  as  a  rule  unless  I 
combine  it  with  the  oi)eration  for  rectocele  at  the  same  sitting, 
because  I  tind  that,  unsupported  by  a  restored  posterior  vaginal 
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wall,  even  a  well-cantracted  anterior  vaginal  wall  is  liable  to 
give  way  and  allow  a  return  of  the  prolapse. 

Posterior  Colporrhaphy^  or  operation  for  rectocele — that  is, 
prolapse  of  the  posterior  vaginal  wall  and  rectum — was  per- 
formed one  hundred  and  ten  times.  In  the  majority  of  in- 
stances the  oparation  was  done  for  this  condition  only,  but  in 
many  instances  it  was  performed  together  with  a  constricting 
operation  on  the  anterior  wall,  perineorrhaphy,  trachelorrhaphy, 
■and  perhaps  Alexander's  operation,  the  indication  for  this  com- 
4)ination  being  a   prolapse  of  the   uterus  and  vagina.     In   the 


Fig.  36.    Stoltz's  operation  for  cystocele  and  Hegar's  operation  for  rectocele. 

■earlier  days  I  used  to  operate  on  rectocele  by  the  old  butterfly 
denudation  method  of  Emmet,  which  is  fully  described  in  his 
text  book  and  all  the  others  who  have  copied  from  him.  It  was 
a  very  ingenious,  exceedingly  well-devised,  and  all  in  all  suc- 
cessful operation,  and  I  abandoned  it  only  when  I  saw  in  Prof. 
Hegar's  clinic  in  Freiburg  in  1886  how  much  superior  his  method 
is  to  the  old  process.  (See  Figs.  26  and  27.)  This  operation  of 
Hegar  consists  in  making  a  triangular  denudation  on  the  pos- 
terior vaginal  wall,  beginning  at  a  point  corresponding  to  the 
highest  elevation  of  the  rectocele  as  it  is  drawn  up  toward  the 
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symphysis  pubis,  and  ending  on  either  labium  at  a  spot  where- 
it  seems  to  the  operator  best  to  locate  the  posterior  commissure^ 
of  the  new  perineum.  The  mucous  membrane  is  removed  in 
longitudinal  strips  until  the  whole  surface  is  denuded.  Then,, 
beginning  at  the  upper  angle,  by  means  of  a  thick  catgut  suture, 
which  is  interlooped  and  securely  tightened  before  the  next 
stitch  is  taken,  the  whole  denudation  is  closed  from  above  down- 
ward  until  the  vaginal  orifice  is  reached.     Particular  care  is. 


Fio.  27.  — Stoltz's  ami  Hegar's  ojH*rations  with  stitches  intfited  in  rectocelf  nnd  suture- 
tied  in  cystocele. 

taken  by  irrigation  and  tightening  of  the  stitch  to  keep  the 
whole  surface  clean  and  in  good  apposition.  When  the  vulvar 
orifice  is  reached,  with  a  Peaslee  needle  a  deep  suture  is  passed 
from  labium  to  labium  at  the  upper  border  of  the  denudation, 
the  catgut  stitch  is  held  taut  and  included  in  this  first  suture 
of  silkworm  gut,  which  is  at  once  tirndy  tied.  The  edges  of  the 
remaining  portion  of  the  incision,  which  is  now  almost  entirely 
cutaneous,  are  then  aj)proxi!nated  by  a  scries  of  deej)  silkworm- 
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.gut  sutures  which  are  intended  to  catch  up  tlie  separated  fibres 
■of  the  levator  ani  muscle.  If  all  has  been  properly  done  the 
.periaeuna  is  brought  up  to  such  a  height  as  to  resemble  that  of 
a  virgin  and  the  posterior  vaginal  wall  is  proportionately  con- 
tracted. The  silkworm  gut  sutures  which  are  external  are 
usually  removed  at  the  end  of  seven  to  ten  |days,  the  wound 
being  kept  thoroughly  aseptic  by  careful  irrigation,  vaginal  and 
•cutaneous,  in  the  interval.  It  is  well  to  facilitate  drainage  from 
the  vagina  by  passing  a  thin  strip  of  iodoform  gauze  into  the 
canal  at  the  operation,  which  can  be  removed  permanently  after 
forty-eight  hours.  The  bladder  may  be  either  catheterized  or 
spontaneous  urination  with  subsequent  irrigation  allowed.  The 
bowels  are  moved  on  the  third  or  fourth  day.  Other  treatment 
like  that  of  ordinary  psrineorrhaphy.  My  results  with  this 
operation  have  been  so  unifoi-mly  successful  that  I  now  prefer 
it  to  any  other  form  of  operation  for  rectocele. 

Uterus.  Laceration  of  the  Cervix. — I  have  already  said  so 
much  on  this  subject  undar  the  heading  of  diseases  that  I 
will  only  add  that  ray  views  on  this  subject  remain  very  much 
the  same  as  when  etiunciated  by  me  in  an  article  on  "The 
Indications  for  the  Operation  for  Laceration  of  the  Cervix" 
(American  Journal  of  Obstetrics,  January,  1879),  and  in  the 
chapter  on  the  same  subject  in  the  second  edition  of  my  book  on 
"Minor  Surgical  Gynecology,"  1885.  I  have  seen  no  reason 
whatever  to  change  my  views  either  as  to  the  significance  of 
the  lesion,  the  indications  for  its  treatment  and  operative  repair, 
or  of  the  benefits  following  such  operation,  during  the  last  ten 
yeirs.  I  can  safely  say  that  wherever  tlie  indication  was  pro- 
perly drawn  the  operation  has  in  every  respect  answered  my 
expectations  —that  is  to  say,  when  a  cervical  catarrh,  an  enlarged, 
subinvoluted  or  hyperplastic  uterus  with  or  without  menorrha- 
gia,  or  a  hard,  dense,  cicatricial  cervix  called  for  the  operation, 
I  can  scarcely  remember  an  instance  in  which  I  was  disappointed 
in  the  results.  If  rrachylorrhapliy  is  performed  for  doubtful 
.and  obscure  reflex  symptoms  which  are  supposed,  without  any 
sufficient  reason,  to  depend  upon  the  laceration,  it  is  but  natural 
that  the  results  of  the  operation  will  often  prove  disappointing; 
but  this  is  not  the  fault  of  the  operation,  but  rather  of  the  ope- 
rator. I  will  not  go  into  details  of  the  operation,  having  already 
indicated  them  in  my  previous  remarks.  In  itself  the  operation 
is  not  dangerous  ;  but  occasionally,  owing  to  the  cutting  of  one 


66'2  MUNDE  :   GTNECOLOGrCAL    SERVICE    OF 

or  more  of  the  deep  stitches,  a  branch  of  the  circuhir  uterine 
artery  may  become  arroded  and  a  secondary  hemorrhage  occur 
tONvard  the  end  of  the  first  week  whicli  may  prove  quite  serious 
and  require  the  insertion  of  deep  sutures  to  check  it.  A  pelvic 
peritonitis  or  celhilitis  may  undt)ubtedly  follow  the  operation, 
particularly  if  perfect  asepsis  has  not  been  observed  and  if  too 
much  force  is  used  in  drawing  down  the  uterus  during  the  ope- 
ration. In  order  to  avoid  this  forcible  traction  on  the  cervix  I 
have  devised  a  counter-pressure  hook  to  be  used  during  the  in- 
troduction of  the  stitches,  which  enables  me  so  to  steady  the 
cervix  as  to  avoid  any  severe  traction.  The  other  instruments 
used  by  me  in  this  operation  are  long  straight  or  sharply  curved,, 
sharp  pointed  scissors,  strong  tenacula,  straight  or  slightly 
curved  sharp  cutting  needles  with  a  square  shank  (deviped  by 
me),  and  a  Sims  or  Emmet  needle-holder.  The  suture  material 
is  always  silver  wire,  unless  the  uterus  be  so  prolapsed  as  tO' 
render  the  cervix  accessible  at  the  vulva,  when  I  usually  employ 
thick  catgut,  whicli  of  course  need  not  be  removeti.  According 
to  the  hypertrophy  of  the  tissues  of  the  cervix  I  excise  more  or 
less  of  its  substance,  sometimes  even  removing  all  the  hy])ertro- 
phic  tissue  on  both  lips  before  inserting  the  sutures;  in  order 
to  prevent  a  closure  of  the  cervical  canal  in  such  oases  1  insert 
a  strip  of  iodoform  gauze,  which  is  changed  every  forty-eight 
hours  until  healing  is  assured.  Of  recent  years  1  have  associ- 
ated curetting  of  the  cervix  and  even  of  the  uterine  cavity  with 
repair  of  the  laceration  of  the  cervix  whenever  there  was  an, 
endometritis  present,  and  have  not  found  my  results  as  to  heal- 
ine:  of  the  laceration  or  a  cure  of  the  catarrhal  coiulition  of  the 
endometrium  any  worse  than  formerly  when  1  was  in  the  habit 
of  first  doing  the  curetting  aiul  postponing  the  operation  for  the 
laceration  until  several  weeks  later.  Of  course  if  these  opera- 
tions are  combined  it  is  not  possible  to  apply  iodine  or  another 
caustic  to  the  endoiuetrium,  since  it  would  interfere  with  the 
healing  of  the  cervical  lesion. 

Amputation  of  the  Cervix  was  ])erformed  four  times  for  hy- 
pertrophic elongation  the  result  of  laceration  and  prola])sus  of 
the  uterus,  ^[y  plan  was  first  to  dissect  up  the  vaginal  mucous 
membrane  together  with  the  bladder  in  front  and  the  rectum 
behind,  if  necessary  to  a  point  about  two  inches  above  the  ex- 
ternal OS,  and  then  to  amputate  the  tlius  exjiosed  hypertrophic 
cervix  by  the  galvano-cautery  wire  or  with  the  knife,  having 
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in  the  latter  case  previously  passed  deep  sutures  through  the 
vaginal  aud  cervical  tissue  so  as  to  be  able  to  check  hemorrhage 
proinptlj'  after  the  amputation.  I  have  been  exceedingly  well 
satisfied  witli  the  results  obtained  from  this  procedure  in  cases 
of  prolapsus.  Of  course,  if  there  was  a  prolapse  of  the  vaginal 
walls  at  the  same  time,  I  have  repaired  it  by  the  plastic  opera- 
tions already  described.  In  nine  cases  I  amputated  the  cervix 
for  carcinoma  with  the  galvano-cautery  wire,  going  up  as  high 
as  possible.  In  three  of  these  cases,  as  already  stated,  a  cure 
is  reported,  but  in  the  other  six  I  know  that  a  relapse  soon 
occurred. 

Curetting  for  Cancer  of  the  Cervix  was  performed  thirty-four 
times,  and  was  of  course  merely  a  temporary  means  of  alleviat- 
ing hemorrhage  and  discliarge  and  possibly  retarding  the  pro- 
gress of  the  disease.  The  sloughs  produced  by  the  fifty  per 
cent  chloride  of  zinc  pads  applied  after  the  curetting  of  course 
helped  to  destroy  an  additional  area  of  cancerous  tissue.  I  have 
seen  the  progress  of  the  disease  thus  retarded  from  six  months 
to  four  years,  both  the  curetting  and  zinc  cauterization  having 
to  be  repeated  at  intervals.  I  have  many  times  seen  the  hemor- 
rhage entirely  arrested  by  this  treatment,  the  subsequent  pro- 
gress of  the  disease  being  slow  and  proving  fatal  by  its  toxic 
effect  upon  the  general  health.  Hence  I  think  it  my  duty  to 
practise  this  curetting  and  zinc  cauterization  in  cases  where  I 
find  it  impossible  to  extirpate  the  whole  diseased  tissue,  but  I 
never  expect  a  cure  from  any  such  treatment. 

Curetting  for  Endometritis  offers  a  very  much  better  chance 
of  a  cure,  especially  if  the  uterus  is  swabbed  out  with  a  twenty 
per  cent  solution  of  chloride  of  zinc  immediately  after  the 
curetting.  I  have  already  referred  to  this  subject  in  this 
article. 

Curetting  of  the  endometrium  for  Menorrhagia  produced  by 
fibroids  should  certainly  be  employed  whenever  the  removal  of 
the  uterus  and  appendages  does  not  seem  imperative.  I  have 
known  great  benefit  to  result  from  the  thorough  scraping  of  the 
endometrium  and  its  cauterization  with  tincture  of  iodine  or 
even  with  nitric  acid. 

Vaginal  Hysterectomy  was  performed  by  me  eleven  times  for 
carcinoma  of  the  cervix.  My  first  operation  was  done  in  Sep- 
tember, 188J:,  and  was  comparatively  so  easy  that  I  was  quite 
enchanted  with  the  method  and  read  a  very  enthusiastic  article 


^Qi:  m[jnde:  gynecological  service  of 

in  its  favor  before  the  American  Gynecological  Society  in  Chi- 
cago in  October  of  the  same  year.*  Unfortunately  within  nine 
months  the  disease  returned  in  the  cicatrix,  although  at  the  time 
of  the  operation  it  was  thought  to  have  been  thoroughly  re- 
moved. I  am  sorry  to  say  that  in  all  the  otlier  successful  cases 
of  vaginal  hysterectomy  which  I  have  performed,  both  in  the 
hospital  and  in  private  practice  (twenty-four  cases),  a  speedy 
return  has  been  the  invariable  rule,  so  that  I  am  now  pretty 
well  satisfied  that  it  is  a  rare  occurrence  for  a  cancer  of  the 
cervix  uteri  to  be  seen  by  me  early  enough  to  promise  success 
from  a  complete  extirpation  of  the  organ.  This  may  of  course 
be  only  my  misfortune,  but  I  do  not  sec  why  patients  of  this 
class  should  not  come  under  my  observation  as  early  as  under 
that  of  some  of  my  colleagues  who  do  this  operation  very  fre- 
quently and  who  report  excellent  immediate  and  ultimate 
results.  Of  the  twenty-seven  vaginal  hysterectomies  which  I 
have  performed  for  cancer  in  hospital  and  private  practice,  only 
three  have  died  from  the  operation.  These  were  my  second 
and  third  cases,  where  I  did  not  a|)preciate  the  danger  of  the 
hemorrhage  from  the  numerous  small  vessels  wounded  when 
opening  the  posterior  and  anterior  peritoneal  pouches.  In  both 
these  cases  death  seemed  to  be  due  to  loss  of  blood  from  this 
source.  My  last  case,  operated  on  last  summer  in  Hanover, 
N.  11. J  died  of  surgical  shock,  superinduced  by  excessive  pre- 
vious anemia,  but  not  from  loss  of  blood  during  the  operation. 
The  immediate  mortality  cannot  be  said  to  be  so  great,  being 
only  eleven  per  cent.  In  one  case,  after  removal  of  the  uterus, 
it  was  found  that  the  rectum  was  so  badly  torn  by  the  traction 
on  the  uterus,  which  was  adherent  to  its  anterior  wall,  that  it 
reqnire<l  a  very  tedious  application  of  catgut  sutures  to  close 
the  rent.  The  patient,  however,  made  a  very  rapid  recovery 
and  was  well  for  over  a  year,  when  the  tlisease  returned  and  she 
evenfiniUy  succumbed  to  it.  /  have  made  up  my  mind  most 
pnsitloehj  that  in  no  caxe  loill  I  ever  again  remove  the  uterus 
for  cancerous  disease^  whether  of  the  cervix  or  hodij.^por  vaginam 
or  by  abdominal  section^  unless  the  organ  is  so  movable  that  any 
jjosxihle  e.rtension  of  the  disease  to  itx  surroundings  can  he  abso- 
lutely excluded.  It  is  not  worth  while  to  remove  a  cancerous 
uterus  unless  one  can  be  posit! voiy  sure  that  all  the  diseased 
tissue  has  been  excised,  even  though  the  patient  may  recover 
'  See  Gynecological  Transactions,  1884. 
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Avithout  trouble  from  the  operation.  I  confess  that,  so  far  as 
technical  facility  is  concerned  and  a  better  survey  of  the  field,  I 
by  far  prefer  abdominal  hysterectomy  in  Trendelenburg's  posi- 
tion for  cancer  of  the  uterus  to  the  vaccinal  method.  I  have 
always  employed  lio-atures  for  the  vessels,  never  having  been 
able  to  make  up  my  mind  that  the  clamps  were  reliable  as  per- 
imanent  hemostatics. 

So  far  I  have  not  happened  to  meet  with  a  case  where  I  could 
•conscientiously  perform  the  now  so  popular  operation  of  extir- 
pation of  the  uterus  per  vaginam  for  diseased  appendages  and 
pelvic  suppuration.  I  do  not  deny  that  I  may  see  such  a  case 
at  any  time  ;  indeed,  I  had  one  in  my  service  last  spring,  where, 
after  a  comparatively  simple  celiotomy  for  adherent  tubes  and 
ovaries,  for  some  unknown  reason,  weeks  after  the  recovery  of 
the  patient,  a  diffuse  pelvic  inflammation  with  large  exudates 
•set  in,  with  the  eventual  breaking  down  into  pus  of  one  portion 
of  the  exudate  after  the  other.  As  I  was  about  going  on  mj' 
summer  vacation,  I  turned  the  case  over  to  the  assistant  gyne- 
cologist, Dr.  Brettauer,  with  the  remark  that  if  I  were  to 
remain  on  duty  I  should  certainly  do  vaginal  hysterectomy  in 
this  case  and  open  all  the  pelvic  sinuses  and  abscess  pockets. 
Dr.  Brettauer  performed  this  operation  in  two  sittings,  and  told 
me  that  he  found  it  exceedingly  difficult,  the  patient  almost 
succumbing  from  secondary  hemorrhage.  However,  she  even- 
tually recovered  her  health  entirely.  I  do  not,  therefore,  ques- 
tion the  justifiability  of  vaginal  extirpation  of  the  uterus  for 
suppuration  of  the  appendages  and  pelvic  tissues  in  properly 
selected  cases  ;  but  my  experience  certainly  leads  me  to  regard 
such  cases  as  not  very  common,  as  rather  the  exception  than 
•the  rule  in  diseases  of  the  adnexa  and  pelvic  inflammations,  and 
I  cannot  help  questioning  the  judgment  of  surgeons  who  report 
with  pride  several  hundred  such  operations  performed  by  them 
during  the  last  three  or  four  years  with  but  trifling  mortality. 
It  seems  to  me  that  these  gentlemen  are  riding  a  hobby  as  fas- 
cinating as  it  is  likely  to  be  ephemeral,  for  I  believe  some 
leading  German  operators  (Leopold,  of  Dresden,  for  instance), 
who  surely  are  not  timid  with  the  knife,  are  calling  a  halt  on 
this  indiscriminate  and  reckless  vaginal  slaughter  of  the  uterus. 
A  few  more  years  will  doubtless  put  this  operation  where  it 
belongs — that  is,  in  the  position  of  a  most  excellent  method  for 
•diffuse  pelvic  suppuration   which  resists  less  radical  measures, 


66Q 


MCTNDE  :    GrNECOLOGICAL    SERVICE    OF 


but  not  to  be  recommended  for  chronic  endometritis  or  diseased 
appendages  which  can  be  safely  removed  by  celiotomy. 

Removal  of  Fihroid  Tumors  per  Vaginam  was  performed 
twenty-one  times  when  the  tumor  had  become  polypoid  and 
dilated  the  uterine  canal  sufficiently  to  permit  its  being  drawn 
into  the  vagina  by  volsella  forceps,  or  when  Nature  herself  had 
already  delivered  the  tumor  into  the  vagina.  Care  was  always 
taken,  before  cutting  through  the  pedicle,  to  incise  the  capsule 
of  the  tumor  as  near  the  uterine  wall  as  possible  and  enucleate 
the  growth,  so  as  to  avoid  injuring  the  uterine  tissue  proper.. 


Fio.  2S.— Fibrous  polypus  spriuKing  from  posterior  wall  of  uterus. 


This  accident  is  the  more  liable  to  occur,  unless  this  precaution 
is  taken,  l)ecause  the  traction  used  to  deliver  the  polypus  usually 
inverts  more  or  less  that  portion  of  the  uterine  wall  to  which 
the  tumor  is  attached.  Some  of  these  operations  were  e.xceed- 
ingly  difficult. 

In  three  cases  the  fibroid  tumor  was  embedded  in  the  tissues 
of  the  cervix  only  and  projected  deep  into  the  vagina.  Fig.  29 
shows  such  a  hard  fibroid,  in  a  virgin  4(>  years  of  age.  It  was 
removed  with  great  difficulty  by  sj)litting  the  capsule  and  enu- 
cleating it  with  the  fingers  while  traction  was  made  on  it  with 
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volsella.  It  weij^lied  two  pounds.  The  vagina  and  perineum 
were  badly  torn,  and  repaired  by  a  secondary  operation.  The 
second  ease  was  similar,  but  the  tumor  was  not  quite  so  large. 
In  the  third  case  the  woman  was  six  months  pregnant,  the  mem- 
branes were  ruptured,  and  tiie  umbilical  cord  was  prolapsed.  I 
removed  the  tumoi-  in  the  same  manner,  by  splitting  its  capsule, 
enucleation,  and  traction.  It  weighed  three  pounds.  I  then, 
removed  the  fetus  and  placenta.     All  three  women  recovered. 


Fig.  29. — Interstitial  cervical  fibroid  removed  by  vaginal  enucleation  and  traction,  weight 
two  pounds. 

Abdominal  Hysterectomy  for  Fibroid  Tumors  of  the  uterus 
was  performed  by  me  twenty-nine  times  with  four  deaths.'  Until 
the  Trendelenburg  position  was  introduced  into  this  country  I 
always  employed  the  extraperitoneal  treatment  of  the  pedicle, 

'  Since  January  1st,  1895,  I  have  done  three  additional  abdominal  hysterec- 
tomies for  fibroids,  all  successful.  I  removed  all  but  the  cervix  and  closed  the 
abdominal  cavity  completely,  without  drainage,  as  here  described. 
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transfixing  itjwitli  long  pins,  ligating  it  with  an  elastic  ligature 
underneaUi  the  pins,  and  attaching  it  to  the  lower  angle  of  the 


BlAOO£f< 


CERV/y. 


£XT  OS. 


Fio.  3il.-Pre(?naacy  at  sis  mnths.    laterstitial  oirvical  flbrjid  w,-i,'hinK  tbree  pounds 
removed  by  enucleation  an  1  traction. 

abdominal  woniid.  The  p;iriet;il  peritoneum  was  then  stitched 
to  the  pcritoneuni  of  the  pclicle  helow  the  ligature  according 
to    Ilegar's    inetho  1,  and   the    al)  lominal    wound   closed.     My 
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results  from  this  operation  were  very  good,  but  of  course'it  was 
not  the  ideal  method,  and  of  recent  years  I  have  followed  ''the 
plan  I  believe  first  described  by  Chrobak,  but  claimed  by  Baer, 
Goffe,  and  other  operators  in  this  country.  It  consists  in  bVat- 
ing  the  ov^arian  and  uterine  arteries  on  either  side,  freeing  the 
uterus  down  to  the  vaginal  vault,  then  separating  its  peritoneum 


Fig.  31.— Submucous  fibroid  removed  by  dilatation  of  cervical  canal  with. tupelo  tents, 
incision  of  capsule,  enucleation,  and  traction. 

in  front  and  behind  down  to  the  pelvic  roof,  and  removing  the 
uterus  with  the  tumor.  All  ligatures  are  then  cut  short,  covered 
with  peritoneum,  and  the  anterior  and  posterior  flaps  of  peri- 
toneum are  united  by  interrupted  or  running  catgut  suture. 
The  cervix  is  cut  out,  leaving  only  its  shell.  Its  canal  is  cauter- 
ized deeply  with  the  Paquelin,  and  then  its  walls  are  united  with 
deep  catgut  sutures  and  covered  with  peritoneum.     The  cervical 
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cavitj  is  therefore  entirely  excluded  and  the  abdominal  cavity 
hermetically  closed.  Of  course  in  such  cases  there  is  no  drain- 
age downward,  and,  if  the  operation  has  been  a  clean  one  and 
the  edges  are  carefully  approximated,  there  is  nothing  to  drain. 


\ 


Fia.  32.  -Uterus  with  inter.stitial  anfl  subperitoneal  rtliroi<ls  removed  by  aMomioal  sec- 
tion.    Extraperitoneal  treatment  of  pedicle. 


1  have  preferred  to  keep  the  cervix  in  these  cases,  because  it 
seems  to  me  to  offer  a  inucli  better  support  for  tlie  vaginal  roof 
and  to  be  less  lial)le  to  give  way  to  the  suj)erincumbent  abdom- 
inal pressure  tlian  would  be  a  mere  linear  cicatrix  of  j>eritoncum. 
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Of  course  there  are  different  opinions  on  this  subject,  and  I 
know  that  the  majority  of  operators  prefer  to  extirpate  the 
whole  cervix,  often  leaving  the  vaginal  roof  open  for  drainage; 
still  I  feel  satisfied  that  the  method  which  I  have  followed  is 
-superior  to  that  of  complete  extirpation.     I  have  twice  removed 


Fig.  33.— Uterus  and  ovaries  with  multiple  pediculated  fibroids  removed  by  abdominal 
section.    Intraperitoneal  treatment  of  pedicle. 


the  uterus  for  sarcoma  of  the  body  by  abdominal  section,  but  in 
these  cases  have  of  course  excised  the  whole  cervix. 

So  far  as  the  indications  for  removal  of  the  fibroid  uterus  are 
-concerned,  I  desire  to  place  myself  again  on  record  as  holding 
that  only  in  cases  where  the  tumor  produces  decided  dangerous 
symptoms,  such  as  rapid  increase  of  growth,  pain,  pressure  on 
vital  n3ighboring  organs,  or  exhausting  hemorrhage  which  is 
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not  relievable  by  milder  means,  is  the  extirpation  of  the  whole- 
uterus  with  its  appendages  justifiable   for  fibroid  degeneration 
I  think  it  is  wiser  to  keep  cases  of  this  kind  under  observation. 


\ 


Eirstic*!!;;?.;-"?^  """T"  '"'"  '''^"P^'-'to"*'''!  "'"-oiJs  removed  by  abdominal  section. 
ZTerV^oT.T'''  treatment  of  pedicle.    Lo.ver  part  of  tumor  enucleated 

alter  removal  of  upper  portion. 

for  some  time  and  to  defer  radical  ui)cration  until  curetting, 
ergot,  even  that  doubtful  agent  electricity,  have  been  tried  in 
vain.  Only  when  these  methods  fail  and  the  svmpt.nns  become 
more  urgent  or  signs  of  peritonitis  or  salpingitis  manifest  them- 
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selves  should  the  question  of  total  extirpation  be  seriously  con- 
sidered. While  subject  to  exceptions,  it  is  still  an  axiom,  I 
believe,  that  fibroid  tumors  per  se  do  not  kill,  wherein  they 
differ  totally  from  ovarian  growths,     I  am  aware  that  I  antago- 


\t 


Fig.  33.— Pediculated  fibroid  and  subperitoneal  fibroids,  removed  by  abdominal  section. 
Intraperitoneal  treatment  of  pedicle. 


nize  a  large  portion  of  the  so-called  more  progressive  members 
of  the  gynecological  specialty  when  1  make  these  statements  re- 
garding the  conservative  treatment  of  fibroid  tumors  of  the  ute- 
rus, but  I  feel  that  my  experience  is  sufficiently  large  to  warrant 
43 
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me  in  sustaining  my  own  opinion  with  quite  as  much  right  as  do 
the  gentlemen  who  go  so  far  as  to  recommend  and  practise  the 
removal  of  the  uterus  and  its  appendages  as  soon  as  a  fibroid 
tumor,  even  of  the  very  smallest  size,  is  detected.  I  prefer  to 
stand  on  my  own  honest  judgment  in  this  matter,  rather  than  to 
follow  the  dangerous  and  reckless  practice  of  the  gentlemen  to 
whom  I  refer.  It  is  not  necessary  to  mention  names,  since  the 
reports  of  our  medical  societies  and  the  pages  of  our  medical 
journals  speak  for  themselves.  The  mere  fact  that  our  present 
improved  technique  permits  a  majority  of  such  patients  to  re- 
cover from  the  operation  is  no  reason  why  an  unnecessary  ope- 
ration should  be  performed. 

Ligation  of  the  Uterine  Arteries  ihvo\\g\\  the  vaginal  vault  has 
usually  been  performed  by  me  preparatory  to  curetting  of  the 
cervix  for  carcinoma.  The  object  of  this  procedure  was  partly 
to  arrest  hemorrhage  and  partly  to  control  for  a  time  the  advance 
of  the  disease.  The  former  indication  was  certainly  fulfilled. 
I  have  only  one  experience  with  ligation  of  the  uterine  artery 
for  the  arrest  of  the  growth  of  a  fibroid  tumor  ;  it  was  not  par- 
ticularly satisfactory. 

llysterorrhajjhy^  ventral  fixation,  or  hysteropexy,  as  it  has 
been  variously  called,  was  performed  by  me  for  retroflexion  ten 
times  and  for  prolapsus  twice.  One  of  the  patients  died — a  pro- 
lapsus case — from  apparent  paralysis  of  the  heart  due  to  enor- 
mous tympanites.  As  the  woman  would  not  have  died  from  the 
prolapsus,  I  have  always  felt  that  the  operation  was  not  justi- 
fied, and  this  is  the  view  that  I  hold  of  all  dangerous  operations 
for  chronic,  not  dangerous  complaints.  It  is  of  course  perfectly 
edsy  to  open  the  abdominal  cavity  and  stitch  the  fundus  uteri  to 
the  anterior  abdominal  wall.  Naturally  the  appendages  must 
be  healthy.  I  do  not  include  in  these  twelve  cases  all  the  in- 
stances in  which,  after  removing  the  diseased  appendages,  I  at- 
tached the  pedicles  to  the  anterior  abdominal  wall ;  this  I  do 
not  consider  to  constitute  a  hysterorrliai)li3'.  Several  times, 
however,  I  detached  the  adherent  appendages  and  found  them 
sufiiciently  healthy  to  permit  me  to  leave  them  undisturbed,  and 
then  I  sewed  the  fundus  uteri  to  the  anterior  abdominal  wall 
for  the  purpose  of  preventing  the  appendages  from  again  becom- 
ing adherent.  Tiiis  I  think  a  justiflal)lc  operation,  since  it  is 
conservative  in  its  results,  but  I  am  not  in  favor  of  opening  the 
abJomeo  and  attaching  a  perfectly  movable  retroverted  or  pro- 
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lapsed  uterus  with  healthy  appendages  to  the  anterior  abdominal 
wall.  Not  only  that  there  is  a  certain  amount  of  danger  con- 
nected with  the  operation  itself,  but  in  case  of  pregnancy  the 
attachment  of  the  fundus  uteri  to  the  abdominal  wall  must  logi- 
cally sooner  or  later  interfere  with  the  enlargement  of  the  uterus 
and  bring  on  a  premature  delivery.  This,  at  least,  was  the  case 
in  the  only  instance  under  my  observation  where  pregnancy  fol- 
lowed the  operation.  Other  observers  have  reported  a  continu- 
ance of  pregnancy  to  term  and  a  normal  delivery.  I  can,  there- 
fore, not  deny  that  this  may  occur,  but  it  would  hardly  seem  to 
me  probable  in  most  of  the  cases.  Besides,  it  does  not  seem  to 
me  logical  to  substitute  an  immovable  anteverted  or  elevated 
uterus  for  a  movable  retro  verted  one.  The  operation  which  I 
have  performed  with  far  greater  frequency  and  better  success, 
and  which  seems  to  me  logically  far  more  desirable,  is  that 
known  as 

Alexander's  Operation  for  Shortening  the  Round  Ligaments. 
— I  first  performed  it  in  December,  1884,  after  reading  its  de- 
scription by  Dr.  Alexander,  of  Liverpool.  During  the  next 
two  years  I  repeated  the  operation  four  or  five  times.  My  first 
attempt  was  a  perfect  success,  both  as  regards  finding  the  liga- 
ments and  the  retention  of  the  uterus  in  the  normal  position. 
In  my  second  and  third  cases  I  made  partial  failures,  finding  the 
ligament  only  on  one  side.  This  was  my  own  fault.  In  1886  I 
saw  Dr.  Alexander  do  the  operation  in  Liverpool  and  was  mali- 
ciously gratified  to  see  that  it  gave  him  some  trouble  to  find  one 
of  the  ligaments.  Since  then,  however,  I  have  done  it  in  all 
about  eighty  times,  and  while  I  admit  its  difiiculties  and  some 
of  its  disadvantages,  I  still  am  as  enthusiastic  in  its  favor  as  I 
was  after  my  first  successful  results.  There  are,  it  is  true,  cer- 
tain very  careful  details  to  be  observed  when  searching  for  the 
ligament ;  above  all,  the  spine  of  the  pubes  must  be  remembered 
as  the  starting  point  of  the  fan-shaped  expansion  of  the  liga- 
ment, and  from  this  point  must  the  operator  proceed  if  he  ex- 
pects to  distinguish  and  locate  the  fibres  of  the  ligament.  But  I 
can  safely  say  that  whenever  I  failed  to  find  it  readily — and  that 
has  occurred  occasionally  even  during  my  riper  experience — it 
was  my  own  fault,  and  that  those  operators  who  have  not  found 
it  simply  have  themselves  to  blame.  One  very  decided  objec- 
tion to  the  operation,  however,  is  the  fact  that  one  never  can  tell 


676  MUNDE  :    GYNECOLOGICAL    SERVICE    OF 

beforehand  whether  the  ligament  will  prove  to  be  sufficiently 
thick  to  be  of  service  as  a  means  of  retaining  the  replaced  ute- 
rus in  its  anteverted  position,  and,  further,  it  is  impossible  to 
foresee  when  adhesions  of  the  ligament  in  the  [Nuckian  canal 
may  prevent  its  ready  withdrawal.  The  danger,  therefore,  of  a 
ligament  either  breaking  off  and  retracting  or  of  its  being  so 
firmly  adherent  as  to  prevent  its  withdrawal  must  always  be 
borne  in  mind.,  As  regards  the  permanency  of  the  results  from 
this  operation,  I  can  safely  say  that  they  leave  little  to  be  de- 
sired. A  number  of  my  patients  have  become  pregnant,  several 
more  than  once,  and  the  uterus  has  been  retained  in  its  normal 
position  after  delivery.  So  far  as  I  know  I  have  seen  but  one 
relapse,  and  that  was  after  an  operation  for  prolapsus  uteri 
(which  I  do  not  consider  a  good  indication).  I  have  seen  but  one 
case  in  which  the  uterus  was  so  sharply  anteverted  as  to  inter- 
fere with  the  normal  expansion  of  the  bladder;  and  I  make  this 
statement  advisedly,  as  a  contradiction  of  remarks  which  I  have 
recently  seen  alleging  this  to  be  an  objection  to  the  operation. 
I  have  followed  the  plan  of  causing  my  patients  to  wear  a  lever 
pessary  for  several  months  after  the  operation,  merely  as  a  mat- 
ter of  precaution  until  the  ligaments  were  firmly  adherent.  In 
many  instances  where  the  retroversion  or  retroflexion  was  ac- 
companied by  more  or  less  prolapsus  of  the  uterus  together  with 
a  cystocele  and  rectocele  and  lacerated  perineum,  and  usually 
with  lacerated  cervix  also,  I  have  restored  the  parts  to  their 
normal  condition  by  a  series  of  operations  at  one  sitting  :  thus, 
first,  trachelorrhaphy,  preceded  if  necessary  by  curetting  ;  sec- 
ond, Alexander's  operation  ;  third,  cystocele  ;  and,  fourth,  recto- 
cele and  perineorrhaphy — the  whole  cycle  occupying  from  one 
hour  to  one  hour  and  a  half.  I  have  usually  obtained  perfect 
union  in  these  cases  and  have  had  no  reason  to  regret  the  com- 
bination of  operations.  Of  course  a  rest  of  from  three  to  four 
weeks  in  the  recumbent  position  is  necessary  to  assure  a  thor- 
ough and  permanent  healing  of  such  wounds.  My  experiences 
as  to  Alexander's  operation  will  be  found  in  various  articles 
written  by  me  during  the  last  ten  years,  such  as  "  Four  Cases  of 
Alexander's  Operation,"  1885  ;  "  The  Value  of  Alexander's  Ope- 
ration, etc.,  estimated  from  the  Results  of  Twenty-three  Cases," 
1888  ;  "  Ten  Years'  Experience  with  Alexander's  Operation,  etc., 
sixty-five  operations,"  189-t;  from  which  it  will  be  seen  that  I 
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have  steadily  adhered  to  the  opinions  which  I  at  first  felt  myself 
justified  in  holding  on  this  operation. 

Prolapse  of  the  Uterus  and   Vagina  was  cured  in  fourteen  of 
the  forty  cases  recorded,  by  first  repairing  the  usually  lacerated 
cervix,  removing  as  much  of  the  hypertrophic  tissue  as  possible, 
then  shortening  the  round  ligaments  by  Alexander's  method, 
and  finally  narrowing  the  anterior  and  posterior  vaginal  walls 
by  Stoltz's  and   Hegar's  operations,  respectively,  the  latter  of 
which  also  restored   the  perineum.     In  twenty-two  cases  this 
combination  of  operations  failed  to  achieve  a  complete  cure,  ow- 
ing to  imperfect  healing  of  more  or  less  of  the  large  plastic 
vaginal  wounds  or  the  gradual  return  of  the  uterine  prolapse. 
In  one  case  of  ventral  fixation,  already  mentioned,  death  ensued 
from  cardiac  syncope,  owing  to  the  impossibility  to  move  the 
enormously  distended  bowels  ;  and  in  two  cases  the  operations 
were  refused.     The  various  operative  procedures  employed  for 
the  cure  of  prolapsus  uteri  et  vaginae  were  all  carried  out  at  one 
sitting  and  are  tabulated  under  their  respective  headings.     I 
am  not  an  advocate  of  pessaries  for  prolapsus,  for  the  simple 
reason  that  I  know  of  none  which  give  relief  without  causing 
pain  or  doing  harm.     Only  when  the  anterior  vaginal  wall  alone 
is  prolapsed,  as  occasionally  occurs  even  in  complete  prolapse  of 
the  uterus,  have  I  found  a  large  Gehrung  pessary  to  retain  the 
prolapsed  vagina  and  bladder,  and  therefore  necessarily  the  ute- 
rus, perfectly  and  comfortably  within  the  pelvic  cavity.     In  such 
cases  I  have  not  operated  on  the  cystocele,  because  I  have  found 
the  ultimate  results  of  a  plastic  operation  on  a  cystocele  alone  to 
be  unsatisfactory,  since  the  pressure  on  the  cicatrix  when  the 
patient  begins  to  go  about  her  daily  duties  is  usually  so  great, 
when  unsupported  by  the  constricted  posterior  vaginal  wall  and 
new  perineum,  as  to  cause  it  to  give  way  and  allow  the  cystocele 
to  return.     Hence  I  prefer  to  give  palliative  relief  by  the  Geh- 
rung pessary,  rather  than  perform  an  operation  which  experience 
has  shown  me  furnishes  only  a  temporary  cure.     Combined  with 
posterior  colporrhaphy  and    perineorrhaphy,  however,    I  have 
found  anterior  colporrhaphy  an  excellent  operation,  giving  per- 
manent relief.     In    four  cases   the   hypertrophied   cervix  was 
amputated,  the  vaginal  walls  being  dissected  up,  and  the  wound 
close!  with  deep  catgut  sutures,  before  performing  the  other 
operations. 
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TABLE  II. 
Operations. 


Operation. 


Incision 

Excision 

Excision     

Removal 

Clitoridectomy 


Perineorrhaphy. 


Colpocystotomy , 


Anterior  colporrhaphy . 
Posterior  ' ' 


Disease. 


Vulva. 
Abscess  (vulvo-vaginal  gland) 

Elephantiasis 

Epithelioma 

Polypus  of  labium 

Nymphomania . .     


Perineum. 

Perineo-vaginal  fistula 

Laceration,  incomplete,  121;  complete,  63. 
Phlegmon 


Rectum. 

Abscess,  ischio-rectal 

Condylomata  acuta 

Fissura  in  ano.   . .    

Pistula  (recto-vaginal) 

Hemorrhoids 

Polypus 

Fistula  in  ano 

Stricture 

Ulcer 


Urethra  and  Bladder. 

Caruncle  of  urethra 

Urethrocele 

Prolapse  of  urethra 

Fibroid  of  urethra 

Epithelioma  of  bladder  and  urethra. 

Chronic  cystitis 

Fistula  (vesico-vaginal) 

' '       (vesico-uterine) 


Vagina. 

Atresia  and  stenosis 

Cyst 

Double  vagina 

Epithelioma 

Occlusion  (imperforate  hymen).. 

Cystocele 

Rectocele  and  lacerated  perineum 


No. 


11 
1 
2 
1 

1 

16 


1 

184 
1 

186 


3 
3 
5 
8 
1 
3 
3 
1 

29 


11 
1 
1 
1 
3 

10 

11 

2 

41 


15 
1 
1 
2 

1 

48 

110 

173 
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TABLE   II.— Continued. 


Operation. 


Disease. 


No. 


342 
4 
9 

34 


397 


243 

12 

2 

82 

80 

11 

1 

29 

2 

12 

73 

1 

1 

2 

516 


25 

39 

2 

126 

2 
7 
3 
7 
1 
3 

71 
2 

26 

16 
2 

15 
3 
3 
1 
2 
1 
3 


Trachelorrhaphy 
Amputation. . . . 

Curetting 


Curetting 

Discission  and  dilatation 

Hysterectomy,  vaginal . . . . . 

"  abdominal.. 

Hysterorrhaphy 

Alexander's 

Ligature  of  uterine  arteries 

Induced  abortion 

Version  and  delivery 


Vaginal  aspiration,  incision, 
and  drainage.  "" 


Celiotomy  (median  line  in- 
cision). 


Uterus. 
Cervix  Uteri 

Laceration 

Hypertrophic  elongation.   . . 
Carcinoma 


Polypus 


Corpus  Uteri: 

Endometritis  

Menorrhagia  from  fibroids..   

Carcinoma 

Retained  secundines 

Stenosis 

Carcinoma  of  cervix  and  body 

Fibroid 

Fibroids 

Sarcoma 

Retroflexion  (10)  and  prolapsus  (2). 

Retroversion  and  prolapsus 

Fibroid  

Eclampsia   

Placenta  previa 


Ovaries  and  Tubes,  and  Miscellaneous, 
Cyst  of  broad  ligament 


Hematorra  and  hematocele 

Pelvic  abscess,  intra-  and  extraperitoneal . . 
Intraligamentous    ovarian    cyst    presenting 

deep  in  vagina. 
Cystic  ovarian  tumor 


Solid  ovarian  tumor , 

Cyst  of  broad  ligament 

Hematoma  of  ovaries 

Carcinoma  and  sarcoma  of  ovaries 

Acute  edema  of  ovary 

Papilloma  of  ovary 

Chronic  salpingo-oophoritis  (64),  reflex  neu- 
roses (5),  fibroids  (2) 

Hematosalpinx  

Pyosalpinx 

Ovarian  abscess 

Tubercular  peritonitis 

Ectopic  gestation 

Intestinal  obstruction 

General  purulent  peritonitis 

Ventral  hernia 

Sarcoma  of  the  rectus  muscle 

Displaced  kidney  (intrapelvic,  removed).    . 
Perityphlitic  abscess 
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Operation. 


Celiotomy  (median  line  in 

cision. 
Laparatomy  (lateral  incision) 


Disease. 


Ovaries  and  Tubes,  and  Miscellaneous. 
Exploratory 


Pelvic  abscess,  intra-  and  extraperitoneal. 
Abdominal  sinus 


Other  Diseases. 

Carcinoma  of  breast..  ..   

Abscess  of  breast 

Abscess  of  kidney  (nephrectomy) . 

Abscess  of  pubes  

Abscess  of  psoas  muscle 

Floating  kidney  (nephrorrhaphy).. 

Dermoid  tumor  of  nates 

Caries  of  coccyx 


12 


Total 1767 


No. 

10 

95 
12 

397 
5 


TOTAL  NUMBER   OF   OPERATIONS. 

On  vulva 16 

On  perineum 186 

On  rectum.   29 

On  urethra  and  bladder 41 

On  vagina 173 

On  uterus  :  cervix,  397;  body,  516 918 

On  ovaries  and  tubes,  and  miscellaneous 409 

Total 1767 


TOTAL  NUMBER  OF   ABDOMINAL   SECTIONS. 

Celiotomies  {median  incision). 

Ovarian  tumors  and  cysts  of  broad  ligament 149 

(Ovarian  tumors,  128;  hematoma  ovar.,  3;  carcinoma  ovar.,  7;  papil- 
loma ovar.,  3;  edema  acut.  ovarii,  1;  broad  ligament  cysts,  7.) 

Fibroids  of  uterus 29 

Sarcoma  uteri 2 

Hysterorrliaphy 12 

Intra  abdominal  shortening  of  round  ligaments 2 

Chronic  .salpingo-oOphoritis,  etc 71 

Pyosalpinx 26 

Ovarian  abscess 16 

Tubercular  peritonitis 2 

Hematosalpinx  (not  ectopic) 2 

Ectopic  gestation 15 

Intestinal  obstruction 3 
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Celiotomies — {Continued). 

General  purulent  peritonitis 3 

Ventral  hernia '^ 

Sarcoma  of  rectus  muscle 2 

Abdominal  sinus * 

Displaced  kidney  (intrapelvic,  removed) 1 

Perityphlitic  abscess  (appendicitis) 3 

Exploratory  (ascites  from  malignant  disease  of  liver,  etc.  ;  displaced  kid- 
ney not  removed;  cancer  of  intestine,  etc.) 16 

357 

Laparatomies  {lateral  incision). 

Pelvic  abscess  (intraperitoneal  and  extraperitoneal) 95 

Abdominal  sinus l* 

107 

Total  abdominal  sections 464 

(To  be  concluded.) 


RETROVERSIONS  OF  THE  UTERUS.' 


BY 

EUGENE  BOISE,   M.D., 
Grand  Rapids,  Mich. 


I  FEEL  that  I  should  beg  your  indulgence  if  the  first  part  of 
my  paper  seems  elementary,  but,  that  I  may  make  clear  what  I 
consider  the  rational  treatment  of  backward  displacements  of 
the  uterus,  it  is  perhaps  best  that  I  recall  to  your  memories  some 
points  about  its  anatomy. 

The  uterus,  as  normally  situated,  lies  almost  at  right  angles 
with  the  axis  of  the  body,  the  fundus  suspended  behind  the 
pubis,  above  the  bladder,  the  cervix  pointing  backward  and  a 
little  downward.  From  the  sides  of  the  uterus  the  broad  liga- 
ments pass  laterally  to  the  sides  of  the  pelvis.  In  their  folds 
are  the  round  ligaments,  which  pass  from  the  uterus  at  a  point 
just  below  the  Fallopian  tubes  laterally  and  forward  to  the 
internal  inguinal  rings.  They  are  composed  largely  of  invol- 
untary muscular  fibres  and  fibro-cellular  tissue. 

From  the  posterior  surface,  at  the  point  of  greatest  convexity 
of  the  organ,  and  at  about  the  junction  of  the  cervix  with  the 
body,  are  the  utero-sacral  ligaments,  which  are  composed  prin- 
cipally of  aggregations  of  fibro-cellular  tissue  with  some  muscu- 

'  Read  before  the  American  Association  of  Obstetricians'and  Gynecologists, 
September,  1895. 
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lar  fibres.  They  are  covered  with  folds  of  peritoneum.  All 
retroflexions  of  the  uterus  occur  at  oy  just  above  the  point  of 
insertion  of  these  ligaments. 

From  the  anterior  surface  two  bands  of  fibro-cellular  tissue 
pass  forward  to  the  bladder,  but  as  they  play  only  a  very  minor 
part,  if  any,  in  backward  displacements  of  the  uterus,  I  shall  not 
describe  them.  In  addition  to  these  there  Is  a  certain  amount 
of  support  from  the  vagina  and  its  surrounding  tissue.  Supple- 
menting and  equalizing  the  power  of  these  various  ligaments  is 
the  force  of  intra-abdominal  pressure,  by  which,  under  normal 
anatomical  conditions,  the  uterus  is  held  anteverted  in  the  supe- 
rior strait  of  the  pelvis. 

The  uterus,  suspended  thus  by  its  ligaments,  is  normally 
allowed  a  certain  amount  of  mobility.  This  remains  normal  as 
long  as  the  uterus,  by  its  supports,  retains  the  power  of  complete 
restoration  to  its  normal  position  when  displaced  in  any  manner. 
When  that  power  is  lost  in  any  degree,  in  so  far  is  the  condition 
pathological. 

The  body  of  the  uterus  rests,  in  a  more  or  less  auteflexed 
condition,  on  the  bladder  as  on  a  cushion,  and  yields  to  the 
greater  or  less  distention  of  that  viscus.  When  the  bladder  is 
severely  distended  the  fundus  of  the  uterus  is  pushed  far  back- 
ward and  the  organ  is  more  or  less  perpendicular  in  its  relation 
to  the  superior  plane  of  the  pelvis — a  position  which  allows  the 
intra-abdominal  pressure  to  be  exerted  in  a  direction  that  will 
cause  descent  of  the  uterus,  the  resistance  of  the  utero-sacral 
ligaments  being  first  overcome.  The  peculiar  function  of  the 
round  ligaments  is,  to  my  mind,  indicated  by  their  structure. 
Composed  as  they  are  largely  of  involuntary  muscular  fibre,  we 
would  naturally  look  for  some  muscular  action  on  their  part, 
and  this  they  undoubtedly  exert  in  drawing  the  fundus  of  the 
uterus  i)ack  to  its  normal  position  of  anteversion  (following  the 
contracting  bladder).  This,  I  think,  is  accompliphed  largely 
by  muscular  action  and  not  merely  by  the  quality  of  elasticity. 
But  all  muscular  fibre  tends  to  lose  its  contractile  power  by  ex- 
cessive or  too  prolonged  tension,  and,  in  the  case  of  the  round 
ligaments,  weakened  or  tardy  contraction  allows  the  intra-abdom- 
inal pressure  to  exert  its  power  toward  i)ackwar(l  and  downward 
dir^placements  of  the  uterus.  This  is  generall}'  a  more  or  less 
gradual  process,  by  reason  of  the  resistance  of  the  utero-sacral 
ligaments,  which  supplement  and   aid   the   round  ligaments  in 
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preventing  complete  displacement ;  and  as  long  as  these  remain 
normalin  length  and  strength  any  displacement  backward  would 
necessarily  be  in  the  nature  of  a  flexion. 

Therefore,  given  relaxed  or  elongated  round  ligaments,  there 
must  of  necessity  be  more  or  less  backward  displacement  of  the 
fundus  of  the  uterus,  especially  when  in  the  recumbent  posture. 

As  long  as  the  utero-sacral  ligaments  remain  normal  in  length 
and  strength  the  fundus  will  fall  forward  again  when  the  erect 
posture  is  resumed,  except  in  cases  where  structural  change  in 
the  tissues  of  the  uterus  has  occurred,  causing  permanent  flexion. 
In  other  words,  as  long  as  the  utero-sacral  ligaments  remain 
normal  the  displacement,  if  any,  will  be  a  retroflexion.  When 
the  pressure  on  the  displaced  fundus  results  in  stretching  of 
these  ligaments  to  a  degree  equal  to  that  of  the  round  ligaments, 
the  displacement  will  be  a  descent  of  the  entire  organ  in  the 
axis  of  the  pelvis.  When  both  sets  of  ligaments  are  over- 
stretched, the  round  ligaments  much  more  than  the  utero-sacral, 
a  retroversion  results.  The  cervix,  held  by  the  latter  ligaments, 
is  thrown  upward  and  forward  as  the  body  of  the  uterus  de- 
scends into  the  hollow  of  the  sacrum.  There  can  be  no  prolapsus 
without  over-stretching  of  both  sets  of  ligaments;  and  there  can 
be  no  retroversion  without  this  same  condition  but  with  dispro- 
portionate relaxation  of  the  round  ligaments. 

In  nearly  all  uteri  which  are  in  a  state  of  retrodisplacement 
there  is  more  or  less  obstinately  chronic  endometritis.  It  is  as 
necessary  that  this  should  be  relieved  as  that  the  malposition 
should  be  overcome,  and  disappointment  will  generally  be  the 
portion  of  one  who  relies  on  restoration  to  the  normal  position 
to  correct  the  malnutrition  of  the  organ  and  remove  the  endo- 
metritis. Active  measures  to  cure  this  condition  should  coincide 
with  efforts  at  restoration  to  normal  position. 

In  all  cases  of  endometritis  in  retrodisplaced  uteri  thorough 
dilatation  with  curetting  should  be  the  first  step,  accompanied  by 
careful  and  thorough  irrigation  of  the  uterine  cavit_y  with  an 
antiseptic  solution,  followed  by  the  application  to  all  parts  of  the 
cavity  of  a  solution  of  equal  parts  of  carboli3  acid  and  tincture 
of  iodine,  or  some  similar  medicament. 

I  do  not  practise  packing  the  uterus  with  gauze  at  the  time 
of  an  Alexander  operation  or  a  ventrofixation,  on  the  theoretical 
grounds  that  removing  and  replacing  it  might  interfere  with  the 
permanent  fixation  of  the  organ. 
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Tbis  procedure,  I  say,  should  precede  all  efforts  at  permanent 
reposition  of  the  displaced  organ,  even  if  those  efforts  consist 
only  in  the  careful  fitting  of  a  pessary,  since,  to  be  valuable  as  a 
curative  agent,  a  pessary  should  be  worn  continuously  as  long  as 
cleanliness  will  allow. 

If  in  addition  to  the  endometritis  there  exist  subinvolution  or 
chronic  metritis  with  laceration  of  the  cervix,  little  will  be 
gained  by  restoration  to  position  without  proper  repair  of  the 
laceration,  removing  all  cicatricial  tissue  and  diseased  glands, 
and  bringing  the  parts  accurately  together  in  the  manner  de- 
scribed by  Emmet.  It  will  not  be  necessary,  in  speaking  to 
an  American  audience,  to  dwell  upon  the  advantages  of  this 
procedure,  as  experience  is  the  most  convincing  argument. 

Having  done  all  that  is  possible  to  place  the  uterine  tissue  in 
a  healthy  condition,  the  important  question  asserts  itself.  How 
shall  we  permanently  restore  the  uterus  to  its  normal  position  ? 
Until  comparatively  recent  years  the  retroversion  pessary  held 
the  leading  place  among  all  who  treated  diseases  of  women,  be- 
cause it  was  easy  to  place  and  seemed  to  hold  the  uterus  in 
position.  So  many  reliable  men  have  asserted  that  a  pessary 
will  sometimes  effect  a  permanent  cure  of  retroversion  tliat  we 
are  obliged  to  accept  the  statement  as  true. 

It  is  universally  admitted  that  a  pessary  accomplishes  its  mis- 
sion, not  by  holding  the  body  up  in  its  position  of  anteversion, 
but  by  holding  the  cervix  back  and  thus  preventing  a  recur- 
rence of  the  retroversion. 

If  the  tissues  of  the  uterus  are  firm,  so  that  the  organ  is  not 
easily  bent,  a  pessary  will  accomplish  its  purpose  fairly  well  by 
holding  the  cervix  back  and  allowing  the  force  of  intra  abdom- 
inal pressure  to  keep  the  fundus  in  a  position  of  ante  version. 

This  one  fact  should  be  a  convincing  argument  to  us  of  the 
immense  importance  of  the  normal  utero-sacrai  ligaments  in  the 
proper  support  of  the  uterus,  and  should  teach  us  that  any 
method  which  does  not  include  the  restoration  of  these  liga- 
ments as  nearly  as  possible  to  the  normal  is  imperfect.  In 
those  cases  where  the  pessary  accomplishes  what  seems  to  be 
a  permanent  cure  these  ligaments  are  shortened,  or  perhaps  I 
should  say  supi)leniented,  by  the  substitution  of  organized  plas- 
tic exudate,  caused  by  the  irritation  induced  by  pressure  of  the 
pessary  on  the  tissues  posterior  to  the  cervix. 

That  the  round  ligaments  become  shortened  and  regain  their 
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contractile  power  simply  by  lifting  the  uterus  into  position  by  a 
pessary  and  thus  relaxing  the  tension  placed  on  them,  is  to  my 
mind  problematical.  I  do  not  think  that  ligaments  that  have 
been  so  over-stretched  by  a  chronic  retroversion  of  the  uterus 
ever  completely  regain  their  tone. 

The  importance  of  shortening  the  utero-sacral  ligaments,  and 
thus  accomplishing  with  some  degree  of  permanence  the  same 
indication  that  a  pessary  meets  temporarily,  has  been  recognized 
by  many  operators,  notably  Sanger  of  Berlin  and  By  ford  of 
Chicago  ;  but  that  procedure,  unsupported  by  other  operative 
measures,  did  not  meet  the  indications  for  a  permanent  cure, 
inasmuch  as  the  fundus  was  left  unsupported,  and  the  delete- 
rious influence  of  intra-abdominal  pressure  in  causing  down- 
ward displacement  and  renewed  stretching  of  the  utero-sacral 
supports  was  unimpeded. 

It  was  therefore  abandoned  and  operative  procedures  looking 
toward  holding  the  fundus  of  the  uterus  forcibly  forward  were 
substituted.  Among  the  earliest  of  these  was  the  Alexander- 
Adams  operation,  which  for  a  time  created  a  great  enthusiasm 
as  being  the  natural  method  of  accomplishing  the  desired  end. 
But  because  of  the  difficulty  experienced  by  many  operators  in 
finding  the  ligaments,  and  because  it  was  not  applicable  to  all 
cases,  "a  violent  reaction  occurred  and  the  operation  fell  into 
disrepute. 

But  to-day  the  Alexander  operation,  as  modified  by  modern 
operators  and  supplemented  by  shortening  of  the  utero-sacral 
ligaments  (or,  where  this  cannot  be  done,  the  creation  of  a  band 
of  organized  adhesions  holding  the  cervix  back  in  its  normal 
position),  is  the  ideal  operation  in  all  cases  not  complicated  by 
adhesions  or  badly  prolapsed  ovaries. 

Shortening  the  round  ligaments  without  any  supplementary 
procedure  may  fail  to  give  the  desired  permanent  relief,  be- 
cause of  the  unnatural  mobility  of  the  lower  part  of  the  uterus. 

When  in  the  erect  posture,  after  an  Alexander  operation,  the 
uterus  hangs  more  or  less  in  the  axis  of  the  pelvis,  held  in  a 
position  of  comparative  anteversion  by  the  forward  force  of  the 
round  ligaments  and  the  backward  force— acting  on  the  anterior 
surface  of  the  cervix  and  lower  part  of  the  body— of  the  more 
or  less  distended  bladder  and  the  perivaginal  tissues,  but  intra- 
abdominal pressure  tends  continually  to  promote  descent  of  the 
organ. 
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That  the  uterus  must  be  placed  and  held  in  a  position  of 
anteversion,  if  we  would  make  the  cure  permanent,  has  been 
universally  recognized,  and  various  methods  have  been  adopted 
to  accomplish  this  purpose,  from  the  infolding  of  the  round 
ligaments  on  the  anterior  surface  of  the  uterus,  through  the 
various  methods  of  ventrofixation,  to  the  method  proposed  by 
Mann  of  folding  the  round  (and  broad)  ligaments  on  themselves 
and  uniting  the  folds  by  sutures. 

The  folding  of  the  round  ligaments  on  the  anterior  surface  of 
the  body  was  quickly  abandoned,  because  it  prevented,  in  a 
degree,  the  end  sought,  inasmuch  as  the  fundus  was  thrown 
further  back  than  normal  and  sufficient  anteversion  was  not 
obtained. 

For  the  same  reason  the  anchoring  sutures  in  ventrofixation 
have  been  shifted  from  the  round  ligaments  and  the  anterior 
surface  of  the  uterus,  where  they  were  first  placed,  to  the 
ovarian  ligaments  and  the  posterior  surface  of  the  fundus,  be- 
cause only  in  this  way  could  the  organ  be  brought  into  the 
desired  condition  of  anteversion.  These  ventrofixation  pro- 
cedures are  faulty  in  that  they  immobilize  the  upper  part  of  the 
uterus  and  leave  the  lower  portion  too  freely  movable;  in  that 
they  interfere  with  the  normal  upward  distention  of  the  bladder 
and  force  it  to  distend  backward ;  in  that  they  oiler  a  possibility 
(remote,  I  think)  of  incarceration  of  intestine;  and  in  that, 
though  pregnancy  may  occur  and  go  on  to  normal  completion, 
the  development  of  the  uterus  is  generally  abnormal  and  mis- 
carriage frequently  results. 

In  all  attempts  at  permanent  cure  of  a  retroversion  of  the 
uterus  the  operation  of  choice  should  be  shortening  both  the 
round  and  utero-sacral  ligaments  to  their  normal  length.  By 
this  means,  and  by  this  means  only,  can  the  parts  be  restored  to 
their  normal  conditions;  and  restoration  to  the  normal  is  the 
highest  ambition  of  surgery. 

The  majority  of  cases  now  treated  by  ventrofixation  can  be 
better  treated  by  this  modified  Alexander's  operation. 

This  truth  has  been  recognized  by  those  surgeons  who,  after 
opening  tiie  abdomen  and  breaking  up  the  adhesions,  have  at- 
tempted to  hold  the  uterus  permanently  forward  by  folding  the 
round  ligaments  on  themselves,  but  these  procedures  iiave  never 
gained  the  approval  of  the  majority  of  operators  because  of 
anatomical  faults. 
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When  the  round  ligaments  were  folded  in  front  of  the  fundus 
of  the  uterus  it  was  thrown  too  far  back  and  a  normal  position 
was  impossible.  The  folding  of  the  round  and  broad  ligaments 
on  themselves,  as  recently  advocated  by  Dr.  Mann,  though  an 
effort  in  the  proper  direction,  seems  to  me  faulty  by  reason  of 
the  acute  bending  of  the  vessels,  nerves,  and  lymphatics  of  the 
broad  ligaments. 

It  goes  without  saying  that  in  all  eases  of  retroversion  with 
adhesions  the  adhesions  must  be  thoroughly  broken  up  before 
any  attempt  at  replacing  and  securing  the  uterus  is  made;  and, 
in  my  opinion,  the  best  way  to  do  this  is  by  opening  the  abdomen 
and  separating  them  thoroughly  under  sight. 

The  gradual  methods  by  massage  and  pressure  by  medicated 
tampons  are  too  uncertain  in  their  results  to  allow  us  to  hope 
for  permanent  cure  by  pessary  or  surgical  effort.  The  method 
of  separating  these  adhesions  forcibly  through  the  rectum,  known 
as  Schultze's  method,  is  not  advisable  by  reason  of  its  uncer- 
tainty and  danger. 

Vaginal  section  through  the  cul-de-sac,  for  the  purpose  of 
freeing  an  adherent  retro  verted  uterus,  has  been  advocated 
strongly,  and  it  has  some  advantages  over  the  abdominal  route 
and  some  disadvantages.  There  is  less  shock,  tliere  is  no  dan- 
ger of  ventral  hernia— these  are  the  only  marked  advantages. 
Through  the  vagina  the  ovaries  and  tubes  can  be  inspected  and 
removed,  if  necessary,  and  the  utero-sacral  ligaments  can  be 
shortened  as  well  as  through  the  abdomen.  But  the  abdominal 
route  is  better: 

1.  When  the  ovaries  are  not  so  diseased  as  to  necessitate  their 
removal,  but  are  fully  prolapsed  ; 

2.  When  in  the  process  of  breaking  old  firm  adhesions  a  lace- 
ration of  an  intestine  occurs  ;  and 

3.  When,  after  freeing  all  the  adhesions,  it  is  found  that  the 
Alexander  operation  is  not  possible  or  is  inadvisable.  In  such 
case  ventrofixation  (or  "uterine  suspension  ")  must  be  made. 

Badly  prolapsed  ovaries  should  be  sutured  to  the  upper  borders 
of  the  broad  ligaments,  as  acute  flexion  of  the  veins  tends  to 
chronic  interstitial  oophoritis. 

I  have  had  no  practical  experience  in  vaginal  section  for  the 
purpose  of  freeing  adhesions  or  removing  appendages,  and  there- 
fore it  may  be  that  I  am  not  a  qualified  critic,  but  I  am  of  the 
opinion  that  for  permanent  reposition  of  firmly  adherent  retro- 
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verted  uteri  all  the  indications  can  be  better  met  by  abdominal 
section. 

When  the  adhesions  have  been  separated  the  uterus  is  in  a 
condition  similar  to  if  not  identical  with  one  originally  non- ad- 
herent, and  should  be  treated  the  same.  That  is,  the  fundus 
should  not  be  immobilized  by  suturing  it  to  the  abdominal  wall, 
but  should  be  brought  forward  into  its  normal  position  by  short- 
ening the  round  ligaments.  If,  in  addition  to  this,  the  utero- 
sacral  ligaments  are  shortened,  thus  drawing  the  cervix  back  to 
its  normal  position,  the  indications  are  accomplished. 

-But  I  am  unable  to  subscribe  to  any  method  yet  proposed  of 
intra-abdominal  shortening  of  these  round  ligaments.  I  believe 
that  the  more  rational  method  is  by  opening  the  inguinal  canals 
and  drawing  the  ligaments  forward  until  the  required  amount  of 
shortening  has  been  secured.  The  objections  that  may  be  urged 
to  this  method  are  that  it  necessitates  additional  wounds  and 
scars ;  that  by  reason  of  the  added  wounds  there  is  added  risk 
of  infection ;  that  it  may  require  longer  time  than  a  ventrofix- 
ation ;  and  that  to  the  possibility  of  ventral  hernia  through  the 
abdominal  wound  is  added  the  danger  of  inguinal  hernia. 

The  first  objection  should  have  no  weight  when  balanced 
against  the  advantages  of  the  operation,  inasmuch  as  with  care 
in  closing  the  wound  little  or  no  scar  will  be  left  after  a  few 
months.  The  increased  danger  of  infection  can  be  guarded 
against  with  a  little  care  at  the  time  of  operation  and  afterward. 
That  the  operation  may  take  more  time  than  a  ventrofixation 
is  an  objection  whose  force  will  be  lessened  with  increased 
experience.  The  alleged  danger  from  inguinal  hernia  is  one 
that  must  be  guarded  against  carefully,  though  in  my  own 
practice  I  have  never  seen  a  case.  I  think,  however,  that  by 
exercising  care  in  closing  the  fascia  and  wound  the  danger  of 
subsequent  hernia  may  be  practically  excluded,  or  by  using  the 
technique  recently  proposed  by  Dr.  Cleveland  whereby  the  canals 
are  not  opened. 

The  various  steps  of  the  operation  which  I  advocate  are  as 
follows : 

First  (the  vagina  having  been  thoroughly  disinfected),  draw- 
ing the  cervix  forward  until  the  sacrouterine  ligaments  are 
made  as  tense  as  possible;  denudation  of  vault  of  the  vagina  in 
a  direction  corresponding  to  the  ligaments  to  as  great  an  extent 
as  may  be  necessary ;  passing  a  large  curved  needle  from  one 
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€nd  of  the  denudation  to  the  other  through  the  longitudinal  axis 
of  the  ligaments,  armed  with  large  or  chromicized  catgut,  and 
leaving  the  ends  of  the  catgut  free  (clamped  by  forceps)  to  be 
tied  later. 

Next,  thorough  redisinfection  of  the  hands;  opening  the  ab- 
dominal cavity  through  one  of  the  recti  muscles,  care  being  taken 
to  separate  the  fibres  of  the  muscle  without  cutting  or  tearing, 
breaking  up  the  adhesions  carefully;  treating  the  appendages 
according  to  indications,  care  being  taken  not  to  injure  the 
round  ligaments ;  then  temporary  covering  or  closure  of  the  ab- 
dominal wound.  After  this  open  the  inguinal  canals  and  draw 
the  round  ligaments  forward  as  far  as  may  be  necessary,  care 
being  taken  not  to  leave  them  too  tense;  then  careful,  accurate 
closure  of  the  divided  fascia  by  interrupted  sutures  of  sterile 
ehromicized  catgut  or  kangaroo  tendon,  passed  through  the  liga- 
ments in  such  a  manner  as  to  hold  them  in  close  apposition  to 
the  under  surface  of  the  united  edges  of  the  fascia.  These 
sutures  should  be  tied  securely  and  left  buried  by  closing  the 
integument  with  continuous  catgut  suture,  subcutaneous  if  pre- 
ferred. 

The  position  of  the  uterus  should  be  verified  through  the 
abdominal  wound  before  the  sutures  which  fasten  the  ligaments 
in  the  inguinal  canals  have  been  tied. 

Close  the  abdominal  wound  by  a  continuous  catgut  suture 
which  unites  the  peritoneum ;  by  interrupted  catgut  sutures 
(chromicized)  or  by  kangaroo  tendon,  passed  through  the  fascia, 
by  which  its  edges  must  be  carefully  approximated ;  and,  lastly, 
closing  the  integument  as  in  the  inguinal  wounds. 

The  fibres  of  the  recti  muscles  may  be  drawn  together  by 
euture  or  not,  as  desired  ;  generally  they  will  be  brought  closely 
together  by  the  sutures  which  unite  the  fascia. 

Finally,  tie  the  vaginal  sutures  and  thus  draw  the  cervix  back 
to  its  normal  location. 

By  this  procedure  the  uterus  will  be  placed  in  a  position  as 
nearly  anatomically  and  physiologically  normal  as  possible. 
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In  a  recent  text  book  '  on  gynecology  lateral  displacements 
are  considered  by  two  whole  lines,  and  in  part  of  a  third  it  is 
noted  that  they  are  occasionally  congenital. 

Another '  simply  refers  to  the  definition  of  lateroflexion  and 
versions  and  the  rare  occurrence  as  such.  Still  another  ^  concedes 
that  marked  deviations  of  the  uterus  from  the  normal  position 
are  ahnost  always  attended  by  symptoms  which  loudly  call  for 
relief.  Under  pathological  deviations  are  mentioned  various 
displacements,  but  in  vain  do  I  look  for  any  discussion  of  lateral 
ones.  Munde,'  in  his  "  Minor  Surgical  Gynecology,"  devotes  a 
dozen  lines  to  the  futile  treatment  of  the  displacements  under 
consideration  by  pessary,  but  in  a  paper  read  before  the  Ameri- 
can Gynecological  Society  "  on  "  The  Present  Treatment  of 
Uterine  Displacements  "  he  does  not  even  mention  the  subject. 

Hart  and  Barbour '  say :  "  A  change  to  either  side  is  pro- 
duced by  pressure  or  by  traction ;  when  produced  by  cicatricial 
contraction  these  are  the  most  important  conditions  we  have  to 
deal  with."  Scanzoni '"  speaks  of  lateral  displacements  as  most 
frequently  of  congenital  origin  and  due  to  a  shortening  of 
either  ligaments,  and  of  no  practical  interest.  Thomas,"  in  the 
fourth  edition  of  his  work,  says  that  "  the  chief  importance  is 
connected  with  diagnosis.  ...  Of  all  varieties  of  flexions  this  is 
the  most  likely  to  require  the  use  of  the  intrauterine  stem." 
Emmet  gives  us  some  points  of  interest  in  his  laboriously  com- 
piled statistics,  worked  out  with  so  much  diligence  and  labor. 
They  refer  mainly  to  the  length  of  time  of  menstruation  and 
menstrual  pain.  In  his  statistics  "  it  is  shown  also  that  the  un- 
married are  less  liable  to  this  form  of  flexure,  but  the  liability 
is  twofold  for  the  sterile,  while  that  for  the  fruitful  woman  is 

*  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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about  the  same  per  cent  below  the  average  as  that  for  the  ste- 
rile is  above  it."  Emmet  further  sajs  (page  333) :  "  Lateral 
flexures  are  thought  to  be  formed  in  after-life  as  the  result  of 
shortening  of  the  broad  ligament  from  inflammation  on  the  side 
of  the  flexion,  a  version  having  previously  existed  either  for- 
ward or  backward.  I  have  never  met  with  any  evidence  con- 
clusive enough  to  settle  the  point  that  this  form  of  flexure  was 
ever  congenital.  I  have  become  confirmed  in  the  opinion  that 
lateral  versions  are  the  consequence  of  inflammation." 

B.  S.  Schultze  "  treats  of  lateral  displacements  of  the  uterus 
chiefly  as  of  secondary  origin  to  inflammatory  exudates,  but  in  a 
short  sentence  "  he  speaks  of  old  latero-positions  and  versions 
for  which  he  could  not  find  an  acute  cause.  These  cases  have 
stubbornly  resisted  all  treatment.  The  patients  were  great  suf- 
ferers from  the  severe  anemic  and  hysterical  symptoms,  which 
he  thought  were  due  to  disturbances  in  the  circulation  and  drag- 
ging on  the  nerves  running  through  the  broad  ligament.  He 
further  says  we  cannot  expect  to  correct  this  displacement  by 
mechanical  means. 

Prof.  Schultze  is  the  only  writer  I  could  find  who  has  ob- 
served that  lateral  displacements  produce  symptoms. 

In  a  clinical  lecture  delivered  at  the  New  York  Polyclinic  by 
Prof.  Munde  "  the  following  interesting  case  is  presented ;  but 
unfortunately  the  lecturer  does  not  recognize  the  disease  as 
causing  the  symptoms  which  the  patient  complains  of,  nor  does 
he  attempt  to  explain  the  symptoms  : 

"Patient  is  40  years  old  and  is  single;  she  flows  every  four 
weeks  for  three  days.  She  complains  of  much  pain  during  men- 
struation and  also  of  pain  on  the  right  side  of  the  abdomen  and 
back.  She  also  complains  of  neuralgic  pains  all  over  her  head, 
pain  in  epigastrium,  and  of  vomiting.  She  is  sent  by  Prof. 
G-ray  to  see  if  there  is  any  cause  for  her  neuralgia  in  the  pelvis. 

"  Digital  examination  shows  a  peculiar  and  rather  uncommon 
displacement  of  the  uterus,  but  one  which  I  think  has  nothing 
to  do  with  her  symptoms.  Instead  of  lying  in  the  normal  posi- 
tion, it  is  tilted  with  the  fundus  to  the  left  side  and  is  sharply 
anteflexed,  and  the  uterus  cannot  be  readily  returned  to  its  nor- 
mal position." 

He  goes  on  to  say  that  "  the  displacement  in  itself  does  not 
give  rise  to  any  local  or  reflex  symptoms,  and  that  it  is  possibly 
even  a  conorenital  condition." 
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Personally  I  thought  I  had  reason  to  believe  that  congenital 
lateral  displacements  were  not  uncommon,  that  they  gave  me  a 
great  deal  of  annoyance  and  produced  many  an  invalid.  I  know- 
that  ovaries  have  been  removed  which  were  thought  to  be  the 
seat  of  the  disease,  while  I  had  diagnosed  the  case  as  one  of  con- 
genital lateral  displacement.  As  I  surmised,  the  operation  did 
not  improve  the  patient.  I  have  collected  from  my  last  year's 
office  case  book  all  cases  of  hiteral  displacements,  except  such 
as  came  with  large  tumors.  There  were  five  hundred  cases 
from  which  the  deductions  were  made,  representing  my  most 
mature  experience  and  written  with  no  intention  of  writing  up 
a  paper  on  this  subject. 

The  result  was  as  follows  :  14.2  per  cent  had  lateral  displace- 
ments. Of  these  lateral  displacements  77.46  per  cent  were 
married,  22.46  per  cent  single  ;  of  the  married  ones  38.18  per 
cent  were  sterile,  5.4  per  cent  of  all  the  married  ones  were  mar- 
ried less  than  a  year  and  were  sterile  ;  63.38  per  cent  of  all 
cases  had  some  sort  of  complication,  and  57.77  per  cent  of  this 
number  had  some  bearing  on  the  lateral  displacements — thus, 
there  were  among  them  cases  of  laceration  of  the  cervix,  chronic 
salpingo-ovaritis,  subinvolution,  and  early  pregnancies.  There 
were  thus  36.62  per  cent  of  the  whole  number  without  any 
apparent  cause  except  a  shortened  broad  or  round  ligament. 
Only  26.76  per  cent  thought  that  their  suffering  began  from 
some  certain  event ;  the  most  frequent  was  parturition.  Thirty- 
eight  per  cent  were  displaced  to  the  right  and  62  per  cent  to 
the  left.  Of  all  the  cases  38  per  cent  complained  of  much  pain 
in  tiie  left  iliac  region — in  fact,  it  was  their  chief  complaint ; 
28.16  per  cent  complained  of  pain  in  the  right  iliac  region,  and 
it  was  their  chief  complaint. 

Of  all  the  cases  where  there  was  a  left  lateral  displacement, 
40.90  per  cent  complained  of  pain  in  the  left  iliac  fossa;  of  all 
cases  where  there  was  a  right  lateral  displacement,  37.03  per 
cent  complained  of  pain  in  the  right  iliac  fossa  ;  12.67  per  cent 
complained  of  pain  in  both  iliacs  ;  22.53  per  cent  complained  of 
other  symptoms,  with  or  without  the  above  pain,  such  as  sterility, 
general  pelvic  pain,  increased  by  walking,  etc.  Of  all  the  cases 
70.42  per  cent  were  regular  ai)out  their  menstrual  period  ; 
26.76  per  cent  were  irregular,  either  too  often  or  not  often 
enough ;  1.40  par  cent  each  were  either  pregnant  or  liad 
roic!i3i  t!i3  m3n)p.iu5e;  52.25  par  cent  had    a  normal  amount 
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of  flow,  15.49  per  cent  had  a  subnormal  amount  of  flow,  18.4: 
had  a  lar^e  flow,  and  11.26  a  very  excessive  flow.  I  want  to 
draw  your  attention  very  especially  to  the  fact  that  in  fifteen 
out  of  these  seventy-one  cases,  or  21.12  per  cent,  the  principal 
pain  was  referred  to  the  iliac  region  opposite  to  the  side  toward 
which  the  uterus  was  displaced. 

Eighty-six  and  sixty-six  hundredths  per  cent  of  all  of  these 
cases  were  regular  about  their  monthly  period  ;  17.16  per  cent 
were  irregular  and  pregnant  each  ;  40  per  cent  suffered  with  a 
large  flow,  33.33  per  cent  had  a  normal  flow  as  to  the  amount, 
and  in  20  per  cent  the  flow  was  very  small ;  in  7.66  per  cent  the 
flow  was  absent  on  account  of  pregnancy;  in  13.33  per  cent  the 
flow  was  painful  throughout  the  whole  period,  in  46.66  per  cent 
the  flow  was  painful  on  the  first  day  or  two,  in  40  per  cent 
there  was  no  pain  or  only  a  slight  pain  recorded  ;  6.66  per  cent 
had  pain  one  day  before  the  flow ;  33.33  per  cent  of  the  eases 
were  single,  with  an  average  age  of  24.20  years,  while  their 
suffering  had  lasted  5.60  years,  showing  a  very  early  period  of 
suffering — in  fact,  two-thirds  of  the  cases  began  to  suffer  with 
the  onset  of  their  menstrual  period. 

A  perusal  of  their  histories  shows  that  they  are  indeed  great 
sufferers.  Several  have  been  in  many  hands  and  have  been 
little  benefited  by  any  treatment.  It  is,  in  fact,  this  form  of 
complaint  that  has  suggested  to  me  the  study  presented  to  you 
to-day.  I  know  of  no  cases  in  their  severer  forms,  excepting 
malignant  diseases,  more  annoying,  and  none  where  less  benefit 
is  derived  from  almost  any  form  of  treatment.  I  have  reason 
to  believe  that  many  of  the  so-called  pelvic  neuralgias  are  due 
to  this  condition.  They  are  what  I  would  call  the  congenital 
cases  of  lateral  displacement.  In  none  was  there  any  history  of 
inflammatory  trouble  in  the  broad  ligaments.  The  disease  was 
eminently  insidious. 

There  is  the  other  form  of  lateral  displacement,  where  the 
pain  is  referred  to  the  shorter  ligament,  which  I  think  is  less  apt 
to  be  congenital  since  there  was  nearly  always  a  cause,  such  as 
peritonitis,  gonorrhea,  puerperal  fever,  an  abortion,  a  fall,  and 
not  infrequently  marriage  was  assigned  as  a  cause.  In  such 
cases  where  no  cause  could  be  assigned  it  was  found  that  the 
disease  had  not  lasted  for  many  years  and  was  evidently  acquired. 
Of  course  it  is  possible  that  the  malposition  originally  gave  no 
cause  for  complaint,  and  that  some  unknown  incident  became  a 
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factor  in  producing  symptoms.  These  cases  will  respond  to 
treatment  more  readily  than  the  set  spoken  of  before,  sometimes 
by  ordinary  local  treatment,  as  would  be  suggested  by  the  cause, 
at  times  by  the  gradual  breaking-up  of  adhesions,  and  often  by 
operative  interference. 

There  can  be  no  doubt  that  cases  of  both   category  occur 
where  no  symptoms  at  all  are  produced. 

The  history  of  a  congenital  case  is  usually  what  is  described 
in  the  following : 

Case  I. — Miss  B.,  aged  26  years,  of  a  nervous  family,  and  a 
member  of  the  so-called  better  class,  was  seen  in  consultation 
at  Morristown  on  March  25th,  1895.  She  was  the  picture  of  a 
hysterical  and  cynical  woman,  and  her  face  seemed  to  say,  "  Can 
you  find  out  what  is  wrong  1  Nobody  has  benefited  me  as  yet." 
She  looked  well  in  the  face,  except  for  such  paleness  as  is  con- 
stant in  those  wlio  lead  an  indoor  life,  and  of  fair  intelligence. 
The  impression  of  the  first  moment  was  that  she  simulated  dis- 
ease. But  as  her  history  was  developed  I  soon  recognized  how 
very  sick  a  woman  she  was.  She  liad  suffered  to  a  slight  ex- 
tent with  pain  in  the  right  iliac  region  during  the  earlier  days 
of  her  menstrual  life.  She  began  menstruating  at  the  age  of  14 
years  and  was  always  regular.  After  a  j'ear  or  two  she  gave 
up  schooling,  on  account  of  her  inability  to  attend  regularly  and 
the  pain  which  affected  her  right  side  so  raucli. 

Her  menstrual  period  became  more  painful,  but  in  quantity 
remained  the  same.  At  times  there  was  some  leucorrheal  dis- 
charge. About  this  time  she  also  found  that  she  was  no  longer 
able  to  partake  of  the  outdoor  sports  of  the  young,  and  that  the 
carriage  or  the  couch  was  her  favored  place.  She  spent  her 
whole  menstrual  period  in  bed.  More  than  half  of  the  last  two 
years  were  spent  in  the  private  sanatorium  of  one  of  our  most 
excellent  surgeons  and  teachers.  There  she  was  treated  by 
dilatation,  pessary  (stem  and  otherwise),  with  the  result  that  the 
became  no  better,  but  continued  on  her  down-hill  path.  I  say 
this  with  no  spirit  of  fault-finding,  for  I  know  that  no  one  could 
have  done  more  for  her. 

During  the  last  three  years  she  had  been  in  bed  about  con- 
stantly, and  during  this  time  had  taken  her  meal  at  the  family 
table  very  rarely. 

She  complained  of  constant  pain  in  the  right  iliac  fossa, 
which  of  late  years  had  travelled  to  the  left  side  and  the  back. 
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The  upright  position  was  absolutely  unbearable,  with  pain  in 
the  right  iliac.  She  also  complained  of  much  vertex  and  occi- 
pital pain. 

A  phj^sical  examination  revealed  the  uterus  slightly  enlarged, 
displaced  far  to  left,  and  very  sensitive  to  pressure. 

The  right  broad  ligament  was  sensitive,  especially  when  the 
uterus  was  dragged  to  the  left,  this  increasing  the  tension  of  the 
ligament. 

Ovaries  and  tubes  were  indistinctly  felt,  owing  to  the  rigidity 
of  the  abdominal  walls.  Otherwise  the  patient  appeared 
healthy,  excepting  some  slight  digestive  disturbances. 

When  such  a  woman  becomes  a  wife  and  mother  my  expe- 
rience would  show  that  she  improved,  but  if  she  remained 
sterile  her  agonies  would  be  unbearable. 

The  following  was  such  a  case  : 

Case  II. — Mrs.  E.  was  first  seen  by  me  eight  years  ago,  when 
a  young  girl,  for  excessive  pain  in  the  right  iliac  region  and  a 
very  painful,  profuse,  and  long-continued  menstrual  flow  which 
was  gradually  getting  worse  and  had  been  coming  since  the 
first  menstruation.  This  kept  her  in  her  room  and  her  bed  for 
the  greater  part  of  the  month.  Being  a  woman  in  the  fashion- 
able world  and  fond  of  society,  this  difficulty  was  a  source  of 
great  worry  and  anxiety  to  herself  and  the  family — more  so  as 
the  patient  was  an  energetic  woman  and  felt  herself  gradually 
going  toward  invalidism.  She  had  been  in  various  hands  with 
little  benefit. 

A  physical  examination  showed  a  slightly  enlarged  uterus, 
very  much  displaced  to  the  left  side.  Ovaries  and  tubes  were 
normal.  The  endometrium  bled  on  slight  touch.  Curettage 
and  dilatation  improved  her  excessive  menstrual  flow  and  pain 
for  several  years.  The  pain  in  the  right  iliac  continued  un- 
abated. In  a  few  years  she  again  became  worse  and  a  second 
operation  followed  with  some  relief.  She  was  seen  in  consulta- 
tion by  a  prominent  l^ew  York  gynecologist,  who  advised  cas- 
tration and  would  not  recognize  the  lateral  deviation  as  a  cause. 
I  had  counselled  against  such  measure  before,  and  the  lady  re- 
mained in  her  former  condition.  While  on  a  visit  to  Philadel- 
phia she  wrote  to  me  for  a  letter  of  introduction  to  a  gentleman 
of  high  standino;  and  a  member  of  this  societv.  He  told  her 
there  was  nothing  wrong  and  she  had  better  be  married.  Be- 
fore that  she  had  refused  marriage,  since  I  had  told  her  she 
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would  probably  be  much  worse  unless  she  became  a  mother. 
Nearly  two  years  ago  she  was  married,  remained  sterile,  and  is 
now  almost  a  bed-ridden  invalid. 

Case  III. — The  following  case  is  the  history  of  one  where  the 
result  of  marriage  was  highly  satisfactory. 

Mrs.  D,  was  seen  in  March,  1S89,  complaining  of  severe  pain 
in  the  left  iliac  fossa  which  hardly  enabled  her  to  be  about. 

She  came  from  a  healthy  family  and  attended  school  until  17. 
At  15  she  first  became  unwell  at  regular  intervals,  with  but 
slight  pain.  Gradually  the  pain  increased  ;  she  soon  began  to 
have  severe  pain  in  the  left  iliac  region,  increased  by  walking  or 
standing.  At  19  she  was  married.  This  was  six  months  before 
I  saw  her.  The  uterus  was  enlarged  and  close  to  the  right  side 
of  the  pelvis  and  hardly  movable.  She  was  pregnant  three 
months,  and  during  this  time  the  pain  became  much  worse. 
After  the  fifth  month  the  pain  almost  ceased.  Some  months 
aftsr  the  birth  of  the  child  the  piiii  returned  to  a  slighter  de- 
gree than  she  had  formerly  suffered.  Daring  the  next  three 
years  she  give  birth  t:>  two  m3re  children,  the  pain  becoming 
less  with  each  pregnancy.  Her  youngest  child  is  now  2  years 
old  and  all  her  children  are  in  perfect  health.  She  considers 
herself  a  well  woman,  though  she  is  still  reminded  of  her  ail- 
ment when  exercising  severely. 

The  non-operative  treatment  of  this  form  of  disease  is  for  the 
most  part  very  unsatisfactory.  I  consider  the  pain  in  the  longer 
ligament  to  be  due  to  the  extra  tension  upon  this  organ  when 
the  patient  is  in  the  upright  position,  thus  generally  getting 
up  a  neuralgia.  This  is  at  the  outset  a  mechanical  condition, 
and  anything  to  relieve  this  tension  would  fulfil  the  indica- 
tion. For  that  reason  I  push  dry  oakum  tampon  between  the 
cervix  and  iliac  on  the  side  of  the  shorter  ligament,  keeping  it 
in  place  by  a  second  or  third  one,  all  of  which  will  also  elevate 
the  uterus.  This  should  be  retained  for  forty-eight  hours.  A 
hot  douche  with  the  patient  on  her  knees  and  elbows,  twice  daily, 
is  ordered  after  the  removal  of  the  tampon.  This  will  often 
relieve  much  of  the  distress  in  the  milder  cases.  At  times  a 
small  Albert  Smith  pessary  with  a  notch  on  the  side  of  the  shorter 
ligament  will  supplant  this  treatment.  Pessaries  of  other  forms 
at  times  give  some  relief.  Of  course  all  constricting  cloths 
around  the  waist  should  be  removed,  and,  if  the  patient  is  at  all 
corpulent,  an  abdominal  support  ordered.     I    believe  if  there 
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were  any  operative  means  to  lengthen  the  shortened  ligament 
the  patient  would  get  well.  This  is  well  demonstrated  by  the 
fact  that  these  patients  get  well  when  they  have  undergone 
several  successive  pregnancies.  I  have  no  such  means  to  offer. 
Whether  a  shortening  of  the  longer  ligament  or  a  ventrofixation 
would  afford  any  relief  I  am  unable  to  say. 

In  two  very  extreme  cases  I  have  resorted  to  an  abdominal 
section,  removing  the  uterus,  tubes,  ovaries,  and  the  broad  liga- 
ments. I  was  especially  careful  to  remove  the  broad  ligaments 
close  to  the  sides  of  the  pelvis.  It  might  be  of  interest  to  relate 
the  older  case  of  the  two. 

Case  IV. — Miss  M.,  35  years  old,  was  seen  on  August  Yth, 
1891.  At  this  time  she  complained  of  much  and  constant  pain 
in  the  right  iliac  fossa,  with  excessive  and  painful  menstrual 
flow.  She  had  gradually  learned,  by  a  combination  of  cushions 
placed  under  the  right  hip  and  the  iliac  region,  to  be  comfort- 
able in  bed.  When  sitting  on  a  chair  she  was  obliged  to  raise 
the  right  leg  by  keeping  the  foot  on  a  hassock.  For  three  years 
she  had  been  unable  to  leave  the  second  floor  of  the  house  ex- 
cept on  rare  occasions,  and  for  six  years  had  not  been  at  the 
family  dinner  table.  She  favored  the  right  side  to  such  an  ex- 
tent that  when  she  was  placed  on  a  table  for  purpose  of  exami- 
nation there  was  noticed  a  most  marked  atrophy  of  the  muscles 
of  the  right  buttock  and  thigh. 

She  began  to  menstruate  at  about  15  years  and  with  little 
difficulty,  but  soon  began  to  complain  of  pain  in  the  right  iliac. 
At  20  she  was  taken  with  typhoid  fever,  which  made  her  com- 
plaint worse  and  added  profuse  and  painful  menstruation.  The 
pain  was  especially  severe  on  the  fourth  day.  The  bed  was  her 
refuge  now  for  the  week  of  the  flow.  All  these  symptoms  be- 
came much  worse  when  she  took  scarlet  fever  at  the  age  of  25 
years. 

At  the  time  of  my  first  visit  she  was  the  picture  of  a  chronic 
invalid,  but,  when  talking  on  other  subjects  than  her  ailments, 
was  a  most  intelligent  and  well-versed  woman.  The  great  loss 
of  blood  at  her  period  accounted  for  her  extraordinary  paleness. 
At  the  time  of  menstruation  she  would  occasionally  suffer  with 
retention  of  urine. 

She  had  variously  been  treated  for  all  sorts  of  ailments,  and 
at  the  time  of  my  first  visit  wore  a  Graily  Hewitt  anteflexion 
pessary,  which  gave  her  some  relief. 
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A  physical  examination  showed  the  uterus  in  a  normally 
anteverted  position,  but  displaced  far  to  the  left.  Her  ovaries 
were  small  and  somewhat  sensitive.  The  tubes  could  not  be 
made  out.  The  endometrium  was  sensitive,  spongy,  and  bled 
at  the  slightest  touch. 

For  her  excessive  flow  she  was  curetted,  with  the  result  of 
relief  of  pain  and  excessive  loss  of  blood.  Otherwise  she  re- 
mained as  before. 

For  twenty-seven  months  she  was  treated  with  all  the  patience 
I  could  muster  before  I  suggested  the  removal  of  the  uterus, 
tubes,  ovaries,  and  broad  ligament.  During  this  time  she  had 
undergone  a  second  curettage  for  excessive  flow.  Being  an 
intelligent  woman,  she  understood  how  little  I  could  promise 
her. 

The  operation  was  done  by  an  abdominal  section  on  April 
17th,  1894,  so  as  to  remove  thoroughly  both  broad  ligaments 
with  uterus  and  ovaries.  The  following  note  was  received  from 
her  on  May  13th,  1895,  and  will  better  explain  her  present  con- 
dition than  my  own  words :  "  The  thought  is  constantly  with 
me,  and  I  think  I  never  find  myself  equal  to  any  new  effort  but 
the  feeling  of  deep  gratitude  to  God  and  to  you,  for  the  relief 
from  pain  and  helplessness  that  has  come  to  me  through  your 
great  skill  and  kindness,  is  with  me.  I  can  only  say  that  if  I 
could  know  I  had  brought  such  measure  of  relief  to  any  one 
human  being  as  you  have  afforded  me,  I  should  feel  it  had  been 
worth  living  for,"  etc.,  etc. 

Of  course  she  is  not  robust,  but  has  become  the  housekeeper 
of  lier  home  now.  While  she  can  exercise  about  the  house  at 
will,  she  is  not  able  as  yet  to  walk  any  great  distance  on  the 
streets,  on  account  of  pain  it  produces  in  the  vagina. 

A  second  more  recent  case,  done  in  December,  1894,  is  also 
doing  well.  She  is  a  Sister  of  Charity  and  a  teacher,  and  is  tak- 
ing up  her  work  again  at  the  present  time  after  being  an  invalid 
for  several  years. 

I  am  sorry  that  I  had  nothing  better  to  offer  for  these  two 
cases  than  extirpation,  and  I  hope  that  it  will  not  be  made  a 
precedent  for  wholesale  operation,  but  that  a  more  thorough 
knowledge  may  be  gained  of  this  peculiar  displacement  and 
with  it  a  conservative  remedy. 

1002  Broad  street. 
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In  the  process  of  evolution  the  constant  tendency  is  for  every- 
thing to  change  from  the  simple  to  the  more  complicated,  or,  as 
Herbert  Spencer  puts  it,  "  from  the  homogeneous  to  the  hetero- 
geneous." Tliis  being  the  case  in  the  inanimate  as  well  as  in 
the  animate,  as  this  rule  holds  good  in  the  animal  body,  so  it 
holds  good  in  the  efforts  of  the  brain.  Take  our  old  profession, 
and  consider  how  from  the  most  simple  has  been  brought  about 
the  most  complicated ;  where  the  simple  root  doctor  of  a  prime- 
val age  gathered  the  leaves  and  roots  and  herbs  himself  from 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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the  meadows  and  the  hillsides,  we  have  to-day  vast  corporations 
gathering  medicinal  agents  from  all  parts  of  the  globe.  On  the 
backs  of  mules  and  Indians  the  valuable  cinchona  bark  is  car- 
ried hundreds  of  miles  to  a  railroad  where  it  can  be  transported 
to  a  harbor  and  thence  to  every  part  of  the  earth.  We  have 
agents  gathering  the  kangaroo  tail  in  the  wilds  of  Australia  to 
procure  the  tendons  for  use  in  abdominal  surgery ;  we  have 
others  who  dig  in  the  bowels  of  the  earth  to  gather  the  metal 
from  which  oar  mercuric  chloride  solution  is  prepared  ;  we  have 
chemists  and  druggists  and  manufacturers  in  all  parts  of  the 
civilized  world  who  give  their  products  to  aid  us  in  our  work. 

The  primitive  surgeon  made  his  own  instruments  at  the  black- 
smith's forge,  while  to-day  we  have  instruments  made  at  every 
medical  centre  on  two  continents  to  enable  us  to  work  with  pre- 
cision and  rapidity.  The  work  we  do  to-day  could  not  be  per- 
formed unaided  ;  we  have  the  assistance  of  thousands  of  men  in 
various  walks  of  life. 

Formerly  the  man  of  genius  in  the  medical  profession,  as  to- 
day, was  the  busy  man  ;  he  had  no  time  to  write  books.  Hence 
few  books  were  written,  and  many  of  these  were  destroyed  and 
lost  to  the  world  as  only  single  copies  existed.  Every  physician 
gathered  his  own  experience  and  then  died  leaving  nothing  to 
posterity.  With  the  advent  of  the  greatest  impulse  to  civiliza- 
tion, the  printing  press,  the  works  of  medical  men  were  multi- 
plied a  thousand-fold.  Every  student  then  had  before  him  the 
knowledge  and  the  experience  gained  by  his  predecessors  of 
many  years.  We  start  where  they  left  off,  and  progress  is  rapid. 
But  the  man  of  genius  was  naturally  in  constant  demand  ;  he 
had  not  the  time  to  write,  as  the  mechanical  work  of  longhand 
writing  was  a  most  laborious  task,  and  few  men  wrote  until  they 
had  retired  from  the  profession  and  then  in  their  old  age  could 
jot  down  their  experience.  But  this  was  not  fresh;  it  was  old 
when  written.  Many  facts  were  forgotten  by  the  authors,  and 
their  efforts  were  naturally  imperfect.  Then  came  days  of  in- 
creasing competition — days  when  the  young  man  wrote  who  had 
no  experience,  but  who  had  i)lenty  of  leisure  and  who  had  time 
to  look  through  the  literature  of  the  past,  and  who  collected  the 
isolated  facts  found  in  many  volumes  and  in  many  languages  and 
put  them  together  in  readable  form.  This  was  an  improvement, 
still  it  was  not  perfect.  What  we  want  is  the  work  of  individ- 
uals who  have  the  experience  and  [also  the  time  to  record  it, 
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and  this  experience  based  upon  what  they  have  seen,  read,  or 
heard.  We  wish  the  works  of  men  who  stamp  upon  their  efforts 
the  impress  of  their  individualit}-. 

The  time  for  this  has  arrived,  and  with  the  aid  of  stenogra- 
phy, the  typewriter,  and  the  phonograph  a  man  can,  after  for- 
mulating his  views  while  riding  from  house  to  house,  dictate 
what  would  take  him  hours  to  write,  and  in  a  few  minutes  ex- 
press tersely  and  clearly  the  conclusions  at  which  he  has  arrived 
and  which  may  be  based  on  the  knowledge  and  the  professional 
experience  gathered  in  a  quarter  of  a  century  or  more.  The 
result  is  marvellous ;  we  have  the  experience  of  the  master- 
minds of  the  profession  from  every  part  of  the  globe  furnished 
us  daily  by  the  medical  journals.  By  the  division  of  labor  we 
have  not  only  isolated  cases,  and  can  deduct  from  hundreds  and 
thousands  correct  conclusions  of  the  causation,  hence  of  the  pro- 
phylactic and  medicinal  or  surgical  treatment,  of  morbid  condi- 
tions. 

We  have  societies  which  bring  together  medical  men  for  the 
purpose  of  exchanging  views.  Some  think  we  have  too  many 
medical  societies  in  this  country,  but  if  we  look  around  I  do  not 
think  so ;  1  doubt  whether  we  have  enough.  Considering  the 
extent  of  our  territory,  it  can  be  readily  seen  that  we  must  have 
many  in  order  to  reach  the  mass  of  the  profession.  Many  men 
travel  thousands  of  miles  to  attend  medical  societies  in  order  to 
give  with  their  own  lips  views  based  upon  their  own  experience. 

Let  us  continue  from  the  homogeneous  to  the  heterogeneous. 
Let  the  profession  branch  out  in  every  possible  direction ;  let 
as  many  societies  be  formed  as  possible.  Each  does  some  good  : 
it  raises  up  some  of  the  profession  to  a  higher  and  nobler  plane  ; 
it  prevents  many  from  becoming  fossils. 

When  we  consider  the  work  of  special  societies  we  readily 
see  how  the  men  whose  experience  is  large  in  any  particular 
branch  must  naturally  arrive  at  correct  conclusions  ultimately. 
The  path  may  be  circuitous  and  thorny,  but  finally  it  will  be 
smooth  and  straight.  Although  the  general  practitioner  often 
in  a  jocose  manner  belittles  and  ridicules  the  specialist,  there 
is  no  doubt  but  that  the  specialist  has  done  a  great  deal  for 
the  general  practitioner.  Take  the  wonderful  developments  of 
laryngology,  which  has  enabled  the  general  practitioner  to  make 
correct  diagnoses  and  treat  many  of  the  diseases  of  the  nose  and 
throat.     Take  our  own  Association,  the  members  of  which  have 
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made  a  gynecologist  of  every  general  practitioner  by  devising 
instruments  and  simplifying  the  technique  of  the  operation 
for  lacerated  cervix.  Every  general  practitioner  is  also  an  ob- 
stetrician, as  the  mechanism  of  labor  and  the  means  of  relieving 
deviations  are  now  so  well  understood.  In  the  course  of  time  I 
think  that,  from  the  efforts  of  the  specialist,  all  the  complicated 
questions,  the  cause,  diagnosis,  and  treatment  of  various  diseases, 
will  be  cleared  up  and  it  will  be  easy  to  diagnose  and  to  treat 
them  ;  then  the  occupation  of  the  specialist  will  be  virtually 
gone.  Many  diseases  will  be  prevented  by  the  forethought  of 
the  general  practitioner,  and  cases  which  really  occur  will  be 
easily  and  readily  handled  by  him.  We  really  move  in  circles 
and  shall  come  back  to  the  old  family  physician.  The  specialist 
is  simply  a  link  in  the  chain,  and  in  the  course  of  time,  when  the 
various  questions  interesting  us  now  are  cleared  up  and  under- 
stood, his  usefulness  will  cease. 

The  great  interest  which  each  of  us  takes  in  the  Society,  the 
incalculable  value  which  it  is  to  each  through  the  interchange  of 
our  views,  is  not  sufficient,  it  seems  to  me,  to  fulfil  our  mission. 
The  medical  press  of  this  country  and  of  Europe  takes  interest 
in  our  proceedings  and  reports  them.  Still,  it  seems  to  me  that 
if  the  mass  of  general  practitioners  in  this  country  would  take  a 
greater  interest  in  our  proceedings  and  participate  in  them  we 
could  accomplish  much  more.  In  the  line  of  obstetrics  the  gen- 
eral practitioner  would  be  greatly  benefited,  because  he  is  also 
the  obstetrician,  and  in  the  department  of  gynecology  and  ab- 
dominal surgery  the  points  of  early  diagnosis  and  early  treatment 
cannot  be  too  often  reiterated.  It  is  the  general  ^practitioner 
who  sees  these  cases  first ;  he  must  diagnose  the  case  and  insti- 
tute the  proper  treatment  in  time. 

I  have  seriously  wondered  whether  we  could  not  interest  the 
mass  of  the  profession  by  having  them  join  us  or  become  life 
members,  they  then  being  entitled  to  our  proceedings  for  mere 
nominal  annual  dues.  Or  would  it  not  be  well  if  we  could 
select  some  journal,  or  establish  one  ourselvc!*,  which  would, 
month  after  iiioiitli  or  week  after  week,  lay  before  a  large  mass 
of  the  profession  of  this  country  the  views  of  the  members  of 
this  Association  on  those  questions  of  medical  arts  and  sciences 
in  which  we  are  especially  interested  ?  The  mere  acquisition  of 
knowledge  is  of  no  consequence  ;  anybody  can  acquire  it.  The 
great  aim  and  object  of  knowledge  is  to  make  use  of  it  in  bet- 
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tering  and  raising  the  condition  of  your  fellow-man.  Thus  the 
teacher  has  the  most  noble  profession.  We  are  teachers  now  : 
we  teach  one  another,  we  teach  even  a  limited  number  of  gen- 
eral practitioners ;  but  we  should  try  to  reach  the  whole  of  the 
profession.  We  must  continue  year  after  year  to  take  up  some 
particular  question  and  try  to  solve  it  in  all  its  bearings.  In  my 
experience  members  of  the  profession  are  weak  in  diagnosis. 
Anybody  can  treat  a  case,  but  it  often  takes  genius  to  diagnose 
the  disease. 

The  Fellows  of  this  Association  may  be  able  nearly  always  to 
diagnose  appendicitis  and  gall  stones  or  suppurating  kidney,  be- 
cause they  have  had  great  experience,  but  the  general  practi- 
tioner cannot  do  it.  The  symptoms  are  not  clear  enough,  and 
what  we  need  especially  is  careful  observation  of  differential 
symptoms,  so  that  every  case  can  readily  be  cleared  up  by  the 
family  physician.  In  other  words,  we  must  furnish  the  general 
practitioner  with  an  array  of  signs  and  symptoms  and  differential 
points  by  which  he  can  diagnose  these  conditions  early  and  be- 
yond any  question  correctly.  Our  most  severe  and  troublesome 
cases  are  those  in  which  the  diagnosis  has  not  been  made  early 
enough,  and  our  death  record  would  be  very  much  lessened  if  we 
were  not  called  upon  so  often  to  operate  on  cases  as  a  last  resort. 

The  members  of  this  Association  are  nearly  all  the  products  of 
evolution  ;  we  were  once  general  practitioners,  and,  as  the  result 
of  choice  or  environment,  have  become  obstetricians  or  gyne- 
cologists or  abdominal  surgeons.  We  fully  appreciate  the  posi- 
tion of  the  family  physician  and  the  general  practitioner.  In- 
stead of  being  antagonistic,  we  want  to  help  him  ;  we  wish  to 
aid  him  to  a  correct  diagnosis,  because  the  people  appreciate 
and  highly  value  a  good  diagnostician.  The  laity  understands 
more  and  more  that  this  is  the  basis  of  the  practice  of  medicine. 

What  we  as  specialists  can  do  by  limiting  ourselves  to  a  par- 
ticular branch,  and  what  little  might  we  add,  is  not  for  ourselves, 
but  is  to  be  the  inheritance  of  the  whole  profession,  which  we 
wish  to  be  elevated,  to  be  perfect,  to  become  accurate  and  as 
scientific  as  is  possible  in  medicine.  We  desire  to  raise  it  in  the 
estimation  of  the  laity,  so  that  it  shall  not  be  laughed  at  and  ridi- 
culed in  the  pulpit  or  in  the  court  room,  but  that  it  shall  shine 
forth  as  an  art,  a  science,  and  the  noblest  of  vocations. 
620  Woodward  avenue. 


704  SEXTON  :    POST-CLIMACTERIC    ENDOMETRITIS. 


POST-CLIMACTERIC  ENDOMETRITIS. 


JOHN  CHASE  SEXTON,  M.D., 
Rushville,  Indiana. 


In  August,  1890,  there  came  iuto  my  hands   Mrs.  B.,  aged 
62,  who  had  been  an  invalid  for  many  years.     Her  menstrual 
life  began  at  15,  and  she  was  perfectly  healthy  as  regards  this 
function.     She  married  at  22  and  bore  five   children.     Her  last 
child  was  born  when  she  was  38  years  old,  and  since  that  time 
she  has  been  an  invalid.     She  ceased  to  menstruate  at  48,  but 
the  menopause  brought  her  no  cure,   although    there   was  do 
special  event  marking  the  climacteric.     From  the  date  of  her 
last  labor  to  the  end  of  her  menstrual  life  she  had  menorrhagia 
and  metrorrhagia.     During  these  years  she  was  a  sufferer  from 
certain  unknown  uterine    diseases.     Her   physicians   told    her 
that   she   had    ulceration     and    misplacement.     She   had    been 
treated  by  different  physicians,  but  failed  to  be  relieved  of  her 
sufferings.     Within  a  year  after  the  cessation  of  her  last  men- 
struation she  began  to  have  a  discharge  from  the  uterus,  at  first 
appearing  only  at  the  monthly  periods,  later  on  becoming  constant. 
She  had  had  during  these  years  two  attacks  of  hemorrhage  of 
very  slight  amount.     When  she  came  into  my  hands  she  was  in 
every  way  a  confirmed  invalid,  utterly  bed-ridden.     She  had  lost 
considerable  in  flesh  and  presented  evidences  of  sepsis  ;  she  had 
no  appetite,  the  bowels  were  irregular,  her  pulse  over  100,  and 
temperature  elevated  two  and  one-half  degrees.     Her  statement 
is  that  she  has  had  for  twelve  years  a  thin,  watery  discharge 
from  the  uterus  having  an  offensive  odor.     At  times  the  dis- 
charge is  slightly  pink  in  color;  more  frequently,  however,  it 
presents  the  characteristics  of  a  thin,  watery  pus. 

The  odor  is  distinctly  fetid,  and,  while  worse  at  one  time  than 
another,  is  always  offensive.  She  is  unable  to  sit  up  or  stand,  on 
account  of  pain  in  the  back  and  lower  portion  of  the  abdomen. 
Upon  examination  the  vagina  contained  a  small  quantity  of  a 
thin,   sanious,   muco-purulent  liquid  of  an  extremely  offensive 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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odor.  The  uterus  is  over  three  inches  deep,  is  retroverted  and 
somewhat  fixed  in  its  malposition.  There  is  an  old  laceration  of 
the  cervix.  A  dull  curette  brought  forth  a  considerable  quan- 
tity of  pus  and  blood,  and  its  introduction  was  attended  with 
considerable  pain.  After  a  few  days  she  was  placed  under 
an  anesthetic  and  the  entire  cavity  of  the  uterus  thoroughly 
curetted  with  a  sharp  instrument,  after  previous  dilatation  with 
a  steel  dilator.  The  cavity  was  wiped  out  with  carbolic  acid, 
then  irrigated,  and  the  vagina  tamponed  with  iodoform  gauze. 
Every  precaution  was  observed  in  order  to  do  as  aseptic  an  ope- 
ration as  possible.  The  tissue  removed  by  the  scraping  revealed 
pus,  blood,  and  connective-tissue  detritus ;  no  sign  of  decidua 
or  evidence  of  intrauterine  growth.  The  specimens  were  sub- 
mitted to  a  competent  microscopist,  who  reported  absence  of 
the  normal  epithelium  lining  the  uterine  cavity  and  prolifera- 
tion of  irregular  squamous  epithelial  cells  heaped  upon  each 
other,  which  show  a  granular  degeneration  going  on  in  them. 
Occasionally  could  be  found  a  fibrous  stroma  enclosing  numbers 
of  these  cells,  and  at  intervals  portions  of  muscular  fibres  from 
the  uterine  wall.  He  submitted  an  opinion  that  these  scrapings 
presented  to  him  an  appearance  as  if  from  a  chronic  inflamma- 
tion of  the  endometrium  of  long  standing, 

I  submit  another  case,  of  a  lady  67  years  of  age,  whose  early 
history  I  have  been  unable  to  learn,  who  came  under  the  hands 
of  a  medical  friend  in  1892  for  a  foul-smelling  vaginal  dis- 
charge. He  found  upon  examination  that  the  discharge  arose 
from  wearing  a  pessary  of  soft  rubber  that  had  become  almost 
encysted  within  the  vagina.  Upon  its  removal  and  careful 
cleansing  of  the  parts  the  patient  made  a  prompt  recovery,  to 
return  to  him  one  year  later  to  complain  that  the  discharge  had 
a,gain  returned.  Upon  examination  he  found  a  thin,  purulent, 
foul-smelling  discharge  coming  from  the  uterus,  which  was 
retroverted  and  as  large  as  a  uterus  should  be  during  menstrual 
life.  Under  careful  treatment,  which  consisted  of  uterine  wash- 
ings and  topical  applications,  this  patient  recovered.  Both  these 
patients  are  now  alive  and  well,  one  five  and  the  other  three 
years  from  date  of  treatment.  Neither  presents  any  evidence 
of  recurrence,  and  both  are  well  so  far  as  this  condition  is  con- 
cerned. 

There  have   been  reported  a  few  cases  of  endometritis  that 
have  presented  themselves  in  from  one  to  fifteen  years  after  the 
45 
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menopause.  The  characteristic  feature  of  all  of  these  cases  has 
been  a  fetid,  watery,  semi-purulent  discharge.  It  has  received 
the  name  of  "  fetid  endometritis  of  old  women."  Dr.  Skene 
has  described  the  condition  in  the  American  Journal  or 
Obstetrics  under  the  title  of  "  Senile  Endometritis."  "  Post- 
climacteric endometritis"  has  also  been  suggested  as  a  name 
which  more  exactly  designates  the  condition.  While  the  dis- 
charge from  these  patients  has  a  very  foul  odor,  it  is  not  always 
fetid,  hence  "fetid  endometritis  of  old  women"  does  not  appear 
applicable  to  all  cases.  Again,  "senile  endometritis"  does  not 
appear  to  be  a  well-chosen  term,  for  many  if  not  most  of  them 
appear  soon  after  the  menopause,  and  the  atrophy  incident  to 
senility  is  absent  in  almost  all  the  cases.  "Post-climacteric  en- 
dometritis" has  seemed  to  me  to  be  the  term  that  more  fitly 
describes  the  condition  than  any  other.  This  topic  is  one  that 
is  not  presented  in  any  of  the  text  books  at  my  command,  and  I 
think  the  disease  is  different  from  the  so-called  atrophic  endo- 
metritis that  has  been  described.  To  my  knowledge  this  sub- 
ject has  never  been  presented  to  this  Society,  and  this,  with 
the  evident  rarity  of  the  condition  and  scanty  literature,  is  my 
apology  for  presenting  it  for  your  consideration.  The  prin- 
cipal point  to  be  observed  in  this  disease  is  that  we  have  an 
inflammation,  hence  truly  endometritis,  which  is  not  due  to 
degeneration  of  benign  growth  after  the  menopause— although 
such  cases  do  occur — as  well  as  reawakening  of  old  infectious 
processes  by  injury  or  exposure.  It  also  appears  that  these 
cases  have  features  which  clearly  distinguish  them  from  malig- 
nant disease,  such  as  adeno-sarcoma,  epithelioma,  or  carcinoma. 

The  two  cases  that  have  come  under  my  observation  have 
presented  symptoms  that  recall  very  strikingly  those  of  cancer 
of  the  uterus — to  wit,  vaginal  irritation,  protracted  or  constant 
flow  of  watery  pus,  emaciation,  and  cachectic  appearance  of  the 
skin — but  the  length  of  time  that  it  persists  of  necessity 
excludes  malignancy.  From  the  knowledge  that  I  can  gain 
upon  the  subject  the  symptoms  seem  to  be  the  following  and 
are  undoubtedly  those  of  an  inflammation  :  !Mo8t  striking  of  all 
is  the  discharge — a  watery,  semi-j)urulent  fluid  which  l)arely 
stains  linen,  which  is  different  from  ordinary  leucorrhea,  which 
is  quite  profuse  at  times  and  not  infrequently  shows  consider- 
able admixture  of  blood.  Again,  the  disciiarge  will  become 
more  purulent  in  character,  will  irritate  the  vagina  and  vulva 
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as  well  as  the  surrounding  skin.  A  characteristic  odor  is  pre- 
sent, sometimes  even  more  offensive  than  that  of  cancer. 
Occasionally  the  discharge  becomes  grumous,  at  which  time  the 
odor  is  more  offensive;  not  infrequently  it  will  cease  for  an 
interval  of  varying  length.  "When  it  does  appear  again  it  is 
usually  with  a  sudden  gush  of  thin,  sanious  pus.  Abdominal 
pain  accompanies  these  cases,  also  pain  in  the  back,  progressive 
emaciation,  and  invalidism  ;  furthermore,  a  slow  form  of  sepsis 
seems  to  invade  the  constitution  and  the  skin  takes  on  a  sallow 
appearance.  These  are  the  features  presented  by  almost  all  the 
cases. 

Dr.  Maurange,  of  Paris,  has  published  three  observations  of 
the  disease  and  describes  the  odor  as  horribly  fetid.  In  one  of 
his  cases  he  said  the  features  were  drawn  and  the  complexion 
yellowish.  Upon  local  examination,  in  addition  to  the  above 
detailed  symptoms,  the  uterus  is  found  to  be  enlarged — that  is, 
natural  atrophy  has  not  taken  place  ;  it  remains  at  its  normal 
size  or  slightly  above  it.  Maurange's  cases  present  the  uterine 
cavity  from  seven  to  eight  centimetres  ;  in  my  own  case  the 
uterine  cavity  was  three  and  one-half  inches  deep.  Introduc- 
tion of  the  sound  is  very  painful,  and  upon  its  removal  pus  or 
blood  follows.  Microscopic  study  of  the  tissue  removed  by  cu- 
rettement  enables  us  to  distinguish  between  this  disease  and 
cancer,  and  also  at  the  same  time  to  establish  undoubted  evi> 
dence  of  a  chronic  inflammation  of  the  endometrium.  The  le- 
sions discovered  are  certainly  those  of  chronic  inflammation — 
infiltrations  of  leucocytes,  reduplication  of  cells,  areola  hyper- 
plasia, granular  degeneration.  The  uterine  mucous  membrane 
is  swollen  and  easily  detached  with  a  curette. 

Although  these  cases  appear  at  a  considerable  time  after  the 
menopause,  there  seems  in  all  of  them  to  have  been  an  ante- 
cedent history  of  uterine  disease.  The  pathology  in  my  own 
case  was  very  clear.  This  patient  for  many  years  had  had  a 
retroverted  uterus.  During  the  menstrual  epoch  the  copious 
flow  of  blood  to  the  parts  would  carry  off  the  detritus  and 
products  of  inflammation,  so  that  there  was  little  or  no  reten- 
tion  within  the  cavity.  After  the  cessation  of  the  menstrua- 
tion the  contents  of  the  uterus,  retained  by  its  abnormal  pos- 
ture, would  become  decomposed  and  continue  an  inflammation 
already  established.  Furthermore,  the  irritation  kept  up  by 
such  an  inflammation  would  cause  a  certain  amount  of  swelling. 
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While,  of  course,  the  blood  supply  to  the  part  would  be  con- 
siderably abridged  after  the  menopause,  and  while  the  suscepti- 
bility to  invasions  of  septic  germs  would  be  much  less,  yet  the 
irritation  constantly  going  on  is  sufficient  to  produce  considerable 
swelling  of  the  organ  until  it  would  be  at  least  as  large  as  the 
normal  uterus.  These  patients  exhibit  evidences  of  sepsis. 
There  are  occasional  rigors  and  not  infrequently  night  sweats, 
there  is  almost  constantly  an  exalted  temperature,  all  of  which 
are  unquestionably  due  to  the  absorption  of  septic  bacteria  by 
the  lymphatics  of  the  uterus.  The  cause  of  the  condition,  to 
my  mind,  lies  in  antecedent  inflammation  primarily  and  secon- 
dary misplacement.  The  presence  of  adhesions  fixing  the  ute- 
rus in  malposition  also  adds  to  the  gravity  of  the  condition, 
because  in  this  position  the  natural  drainage  of  the  organ  is 
effectually  prevented.  I  have  not  yet  been  able  to  ascertain 
from  the  reports  of  cases  whether  this  disease  has  ever  been 
observed  in  the  normally  atrophied  uterus  properly'  poised.  I 
doubt  very  much  if  such  could  ever  be  the  case,  and  tliink  that 
the  essential  condition  must  be  retrodisplacement  and  retention. 
In  the  matter  of  diagnosis  certain  difficulties  may  present  them- 
selves. One  of  the  French  cases  was  on  the  table,  under  dia- 
gnosis of  malignancy,  for  vaginal  hysterectomy,  when  for  some 
reason  temporary  ciirettement  was  done  instead,  with  resulting 
perfect  cure  and  disappearance  of  all  the  symptoms  which  had 
spoken  for  cancer.  Cancerous  disease  of  the  body  of  the  uterus 
is  much  less  frequent  than  that  of  the  cervix,  and,  while  ade- 
noma is  uncommon,  the  characteristic  feature  of  all  those  cases 
is  hemorrhage.  In  "post-climacteric  endometritis,"  however, 
the  discharge  is  peculiarly  free  from  blood ;  sometimes  there 
will  be  evidences  of  admixture  of  blood  in  the  discharge,  but  a 
hemorrhage  is  almost  entirely  wanting  as  a  symptom  in  these 
cases.  Then  again  fixation  :  while  it  appears  that  a  certain 
amount  of  fixation  is  present,  yet  it  is  never  so  decided  as  in 
that  of  advanced  malignancy.  And  last  and  most  important  of 
all  is  the  length  of  time  these  cases  have  continued.  It  lias  been 
presented  in  argument  that  these  symptoms  detailed  under  the 
head  of  "  fetid  endometritis"  are  only  the  beginning  or  prodro- 
mataof  cancer,  and  the  condition  untreated  soon  develops  malig- 
nancy. This  does  not  appear,  fur  the  condition  of  my  own  case 
had  continued  for  twelve  years,  which  is  certainly  too  lengthy  a 
period  for  incipiency  of  malignant  disease. 
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In  addition  to  the  clinical  history  and  the  diagnostic  points 
already  laid  down,  we  have  differentiation  that  will  come  from 
microscopic  study  of  the  debris  of  curettement.  While  there  is 
infiltration  of  cells  and  reduplication  and  crowding,  there  is  at 
the  same  time  evidence  of  fatty  degeneration  and  inflammation, 
with  no  attempt  at  arrangement  such  as  is  found  in  the  curetted 
debris  of  adenoma  or  carcinoma.  While  the  microscope  alone 
in  many  instances  will  throw  little  in  the  scale  of  evidences  that 
is  of  value,  yet,  taken  in  consideration  of  the  history,  I  think  it 
is  possible  for  the  accomplished  microscopist  to  decide  in  these 
cases  as  to  the  positive  absence  of  malignant  disease.  The 
treatment  of  the  different  forms  of  "  post-climacteric  endome- 
tritis "  seems  to  be  rational  and  absolutely  successful.  Ko  case 
has  resisted  thorough  curettement  and  proper  after-treatment. 
After  observing  all  proper  precautions  as  to  preparation  of  pa- 
tient and  surroundings,  a  careful  dilatation  should  be  made  with 
a  steel  dilator.  The  ease  with  which  the  dilatation  can  be  made 
in  one  of  these  cases  is  due  to  the  tenderness  and  lowered  vital- 
ity of  the  organ,  hence  should  be  done  with  great  caution  for 
fear  of  producing  laceration.  Then  the  curettement  should  be 
done  thoroughly,  and  it  is  easy  because  the  inflamed  surface  is 
easily  removed.  The  condition  of  the  uterine  body  is  such  that 
perforation  can  easily  occur  from  careless  usage.  Following 
this,  thorough  wiping  with  dry  iodoform  gauze,  after  which  a 
test  should  be  made  with  peroxide  of  hydrogen  in  order  to  see 
if  there  is  further  sign  of  pus,  after  which  the  organ  should  be 
irrigated  with  a  bichloride  solution  and  then  wiped  as  dry  as 
possible  with  rough  gauze.  Drainage  by  strands  of  silkworm 
gut  seems  to  answer  the  purpose  better  than  gauze  packing. 
The  after-treatment  consists  in  daily  irrigation  of  the  uterus 
with  peroxide  solution  and  wiping  with  gauze  until  the  uterus 
returns  to  its  normal  atrophied  size.  Under  this  treatment  I 
have  presented  two  cases  that  have  shown  no  recurrence  after 
five  years  and  three  years  respectively,  and  the  symptoms  of 
sepsis,  pain,  and  invalidism  at  once  disappear  under  this  method. 
Vaginal  hysterectomy  is  not  needed,  although  it  would  furnish 
a  very  prompt  solution  of  the  question  before  us.  These  pa- 
tients, however,  as  a  rule  are  pretty  well  advanced  in  years  and 
are  broken  down  from  carrying  a  local  depot  of  pus  and  septic 
infection  ;  consequently  a  major  operation  is  not  desirable  if  it 
can  be  avoided. 
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Toronto. 


To  the  abdominal  surgeon  gas  in  tlie  peritoneum  is  a  matter 
of  a  great  deal  of  interest.  Tympanites  may  be  defined  as  the 
distention  of  the  abdomen  that  results  from  excessive  accumu- 
lation of  gas  within  its  cavity. 

Pneumo-peritoneum  may  be  classified  as  follows  : 

1.  Tympanites  intra  intestiua. 

2.  Tympanites  extra  intestina. 

A.  Traumatic. 

a.  From  without. 
h.  From  within. 

B.  Non-traumatic  or  spontaneous. 
a.  Without  liquid,  gas  odorless. 

h.  Ascites,  and  gas  odorless  or  fetid. 
c.  Pus  and  fetid  gas. 

3.  Tympanites  intra  et  extra  intestina. 

1.  Tympanites  intka  Intestina, — This  variety  is  frequently 
met  with  and  does  not  need  to  take  up  much  of  our  time.  The 
gas  collects  in  the  interior  of  the  intestines  as  a  consequence 
of  inflammation  of  the  intestines  themselves  or  of  their  serous 
coat ;  as  a  consequence  of  obstruction  of  the  lumen  of  the  bowel 
by  a  growtli  in  its  interior  or  compression  from  without;  as  a 
consequence  of  the  administration  of  such  poisons  as  atropine 
and  the  accompanying  paralysis  of  the  muscular  wall  of  the 
intestines.  I  have  seen  one  marked  instance  of  intestinal  infla- 
tion as  the  result  of  the  administration  of  a  poisonous  but  not 
fatal  dose  of  atropine.  The  ab. luminal  surgeon  dreads  to  see 
distention,  as  it  indicates  tu  him  the  onset  of  an  attack  of  peri- 
tonitis. In  such  cases  it  is  generally  supposed  to  occur  as  a 
consequence  of  what  is  called  a  septic  paresis;  the  bowels  are 
thus  deprived  of  their  peristaltic  action  through  some  influence 
brought  to  bear  on  the  nerve  supply  by  the  poisoned  blood. 
This  poison,  whatever  its  nature  may  be,  has  an  effect  on  the 
intestines  similar  to  that  of  atropine  administered  in  poisonous 
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doses.  I  believe,  however,  that  the  filling  of  the  intestines  with 
gas  is  not  solely  due  to  the  loss  of  power  of  the  muscular  wall, 
but  that  there  is  another  factor  playing  an  important  part  in  the 
collection  of  this  gas.  In  these  cases  gas  forms  more  rapidly 
than  in  the  healthy  individual.  It  not  only  collect  smore  readily. 
but  it  forms  more  rapidly.  A  decomposition  or  abnormal  chemi- 
cal alteration  of  the  intra-intestinal  contents  must  be  permitted 
to  allow  of  the  excessive  formation  of  this  gas.  This  condition 
may  therefore  be  considered  as  a  combination  of  septic  intes- 
tinal paresis  and  septic  intestinal  indigestion. 

2.  TrjviPANiTES  EXTKA  Intestina. — This  second  variety  I  have 
divided  into  traumatic  and  non-traumatic  or  spontaneous. 

A.  Traumatic. — The  traumatic  cases  I  have  divided  into  those 
in  which  the  injury  comes  from  without  and  air  is  permitted  to 
enter  the  abdomen  through  the  wound,  and  those  in  which  the 
traumatism  is  from  within  and  gas  is  allowed  to  pass  from  intes- 
tine or  lungs  into  the  peritoneal  cavity. 

Of  the  former  variety  I  have  found  one  case.  It  appears  to 
be  well  demonstrated  by  the  author  as  a  consequence  of  the 
entrance  of  air  into  the  peritoneal  cavity  through  a  stab  wound ; 
but  his  opinion  is  based  on  physical  signs  and  not  on  actual 
post-mortem  examination. 

Of  the  second  variety  of  traumatic  tympanites  there  are 
several  cases  on  record.  Gas  may  escape  from  the  intestines  or 
stomach  as  a  consequence  of  the  perforation  of  round  ulcers,  of 
dysenteric  ulcers,  typhoid  ulcers,  secondary  ulcers  due  to  stric- 
ture, the  ulcer  of  the  cecum  accompanying  cecitis  and  appendi- 
citis, from  perforation  of  the  vermiform  appendix,  from  perfo- 
ration the  result  of  malignant  sarcomatous  ulcers,  from  rupture 
of  the  intestines  from  a  blow  on  the  abdomen.  The  following 
case  is  one  of  interest  in  this  connection  : 

A.  W.,  ast.  10,  was  seized  with  sudden,  sharp  pain  in  the  right 
iliac  region ;  the  pain  became  general  and  vomiting  set  in.  The 
child  had  not  been  well  for  one  week  previous  to  this  attack. 
She  had  not  had  any  similar  attack.  Dr.  Rowan,  her  physician, 
found  her  with  elevated  pulse  and  temperature,  and  diagnosed 
acute  general  peritonitis.  Her  father  died  of  consumption, 
mother  still  living.  Two  weeks  after  the  commencement  of  the 
illness  I  saw  her  in  consultation  with  Dr.  Eowan.  The  abdo- 
men was  enormously  distended,  tympanitic  over  the  surface, 
dull  in  the  flanks  ;  fluctuation  of  fluid  free  in  the  peritoneal 
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cavity  could  be  made  out.  The  child  looked  very  ill,  as  if  in 
the  last  stages  of  typhoid  fever.  Pulse  170,  respiration  30, 
temperature  101°.  A  flatus  tube  was  used  in  the  intestine  for 
the  purpose  of  relieving  what  was  supposed  to  be  intestinal 
flatus,  but  no  flatus  passed.  I  concluded  at  the  first  visit  that 
operation  could  do  no  good ;  seeing  her  again  next  day  I  decided 
to  open  the  abdomen. 

Operation. — Incision  in  the  median  line.  On  incising  the 
peritoneum  a  large  quantity  of  horribly  offensive  gas  and  pus 
forced  its  way  out  like  soda  water  out  of  a  soda-water  siphon. 
The  abdomen  began  to  go  down  as  a  balloon  does  when  it  is 
pricked.  A  two-quart  pailful  of  pus  was  allowed  to  run  out. 
Abdomen  was  then  washed  out  with  several  gallons  of  water. 
There  was  an  enormous  aggregation  of  purulent  lymph  ;  when 
these  "  chunks "  of  lymph  came  out  they  looked  like  sponges 
that  had  been  dabbled  in  pus.  The  interior  of  the  abdomen 
looked  like  a  piece  of  raw  beef.  Intestines  were  pressed  back 
toward  the  spine;  they  were  not  distended  with  gas.  I  con- 
tinued the  washing  until  I  was  afraid  the  patient  would  die  on 
the  table  ;  a  drainage  tube  was  inserted.  During  the  subsequent 
drainage  of  the  tube  little  clots  of  blood  came  out  from  time  to 
time.  The  milk,  taken  by  the  mouth,  and  fecal  matter  came 
out  through  the  tube.  Patient  lived  for  two  weeks  after  the 
operation,  and,  according  to  my  opinion,  died  of  starvation. 

Post-mortem. — I  made  the  post-mortem  examination, assisted 
by  Dr.  Rowan.  We  found  a  perforation  of  the  small  intestine, 
and  this  perforation  was  situated  near  the  bottom  of  the  drain- 
age-tube track.  The  rest  of  the  parietal  peritoneum  was  firmly 
fixed  to  the  intestines  and  omentum,  so  that  in  reality  no  peri- 
toneal cavity  existed.  The  changes  that  had  taken  place  were 
wonderful.  No  pus  was  to  be  found  anywhere ;  the  only  two 
defects  seemed  to  be  obliteration  of  the  peritoneal  cavity  and  a 
fistulous  oj^ening  in  the  small  intestine  leading  to  the  drainage- 
tube  track  and  from  this  to  the  external  world.  We  concluded 
that  there  had  been  an  abscess  in  one  of  the  mesenteric  gland& 
that  had  ruptured  into  the  peritoneal  cavity,  and  that  had  subse- 
quently caused  a  perforation  of  the  necrotic  intestine  supplied 
by  the  blood  vessels  passing  through  that  portion  of  the  mesen- 
tery that  had  contained  the  suppurating  gland.  We  believed 
this  perforf^tion  to  have  taken  place  subsequent  to  operation,  as 
there  was  no  fecal  matter  discovered  at  that  time  and  none  was 
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noticed  until  several  days  after  the  insertion  of  the  drainage 
tube.  This  explained  the  escape  through  the  drainage  tube  of 
the  milk  swallowed  by  the  child. 

B.  Spontaneous, — It  is  with  the  spontaneous  variety,  how- 
ever, that  I  wish  particularly  to  deal.  The  non-traumatic  or 
spontaneous  tympanites  extra  intestina  I  have  classified  in  three 
varieties :  the  first,  in  which  no  liquid  is  to  be  found  and  in 
which  the  gas  is  odorless;  the  second,  in  which  liquid  is  present 
and  the  gas  may  or  may  not  be  fetid ;  the  third,  in  which  pus  is 
found  and  the  gas  is  very  fetid.  I  have  met  with  one  of  the 
first  and  one  case  of  the  third  variety.  My  friend  Dr.  C.  J. 
Hastings,  with  whom  I  saw  the  case  of  spontaneous,  non-trau- 
matic extra-intestinal  tympanites,  has  furnished  me  with  the 
following  report : 

"Mrs.  P.,  aet.  23,  was  confined  on  the  25th  of  March,  1895, 
with  her  first  child.     The  labor  was  normal,  lasted   about  six 
hours,  and  was  conducted   under   strict   antiseptic  precautions, 
except  that  no  ante-partum  douche  was  given.     On  the  night  of 
her  confinement  her  husband  was  ill  with  a  severe  attack  of  la 
grippe.     Twenty-four  hours  after  her  confinement  she  was  at- 
tacked with  what  seemed  to  be  a  severe  attack  of  la  grippe. 
The   temperature   reached    104°   and   the   pulse  95.     She   had 
severe  headache  and  severe  pain  all  through  the  body  ;  this  was 
followed  by  suppression  of  the  lochial  discharge,   which  soon 
became  offensive.     :N"ext  day  there  was  marked  tenderness  over 
the   left   ovary,  with  occasional   shooting    pains.     Twenty-four 
hours  later  there  was  tenderness  over  the  uterus  and  she  had 
all  the  symptoms  of  general  pelvic  inflammation.     Intrauterine 
irrigations  of  bichloride  of  mercury  were  used  and  antipyretics 
administered.     There  being  no  improvement  in  the  patient  on 
the  twelfth  day.  Dr.  Koss  saw  her  with  me.     We  put  her  on  the 
table,  thoroughly  irrigated  the  uterus  and  packed  it  with  iodo- 
form gauze.     Notwithstanding  this  the  temperature  and  pulse 
continued  high,  and  next  day  what  seemed  to  be  general  perito- 
nitis set  in.     There  was  extreme  distention  and  tenderness  all 
over  the  abdomen.     The  patient  could  not  bear  to  be  touched 
even  with  the  tips  of  the  fingers.     On  the  thirteenth  day  the 
symptoms  became  aggravated,  temperature  reached  105.2°,  pulse 
170.     Patient  looked  very  anxious  and  had  a  pinched  expression 
of  countenance,  and  became  cyanosed ;  large  drops  of  perspira- 
tion stood  out  over  the  forehead.     Everything  was  rejected  from 
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the  stomach.  By  night  she  had  slightly  improved.  Septic  diar- 
rhea now  set  in  and  there  was  a  good  deal  of  flatus  passed  from 
the  bowels.  A  little  champagne  remained  on  the  stomach. 
Next  day  the  temperature  had  dropped  to  102°  and  pulse  to 
140.  For  tive  days  there  was  gradual  improvement ;  tempera- 
ture became  almost  normal  and  pulse  came  down  to  100.  Sud- 
denly, however,  distention  became  very  marked. 

"  Dr.  Ross  saw  the  case  again  with  me.  The  abdomen  was 
extremely  tympanitic  ;  a  doughy  feeling  could  be  felt  on  one 
side,  and  this  was  supposed  at  first  to  indicate  a  commencing 
phlegmon.  The  distention  increased  to  such  an  extent  that  we 
felt  satisfied  the  gas  could  not  be  in  the  intestines  without  pro- 
ducing rapture  of  the  intestinal  wall  at  some  point.  We  decided 
to  open  the  abdomen  for  the  purpose  of  evacuating  its  contents, 
should  there  be  gas  and  pus  present.  The  skin  over  the  abdo- 
men very  much  resembled  the  wall  of  a  bladder  inflated  with 
air  and  resounded  like  the  head  of  a  drum  when  percussed. 
The  abdominal  parietes  were  very  thin.  The  measurements  of 
the  abdomen  were  as  follows :  from  the  anterior  superior  spine 
on  one  side  to  that  on  the  other,  twenty-nine  inches  ;  from  the 
tip  of  the  ensiform  cartilage  to  the  pubes,  twenty-three  inches. 
The  ordinary  measurements  are  about  twelve  inches  from  spine 
to  spine,  and  ten  inches  from  the  tip  of  the  ensiform  to  the 
pubes.  Three  days  after  the  operation  the  patient  succumbed, 
apparently  from  exhaustion  from  the  persistent  retching  and 
vomiting.  Just  before  death  the  abdomen  was  almost  fully  dis- 
tended again." 

Such  are  the  notes  given  me  by  Dr.  Hastings.  There  were 
two  or  three  points  to  which  my  attention  was  attracted  during 
my  visits  to  the  patient.  I  saw  her  in  consultation  three  times. 
On  the  tirst  visit  there  was  something  different  from  the  ordinary 
case  of  puerperal  septicemia;  the  abdomen  was  more  tender 
to  the  touch  than  it  usually  is  in  these  cases;  the  face  did  not 
indicate  acute  general  peritonitis.  At  the  second  visit  the  res- 
piration was  very  rapid  ;  I  have  never  seen  the  respiration  so 
rapid  except  just  at  the  fatal  termination  of  a  case  of  acute 
general  peritonitis.  At  this  visit  I  concluded  that  the  gas  could 
not  be  in  the  intestinal  cavity.  I  have  never  seen  such  enor- 
mous distention  of  the  abdominal  parietes.  Feeling  satisfied 
that  the  gas  was  not  in  the  intestines,  I  advised  exploratory 
operation,  thinking  that  perhaps  the  case  would  resemble  the 
case  of  the  little  girl  just  reported. 
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Operation. — On  Sunday,  April  28th,  1895,  the  abdomen  was 
carefully  prepared,  every  antiseptic  and  aseptic  precaution  being 
taken.  Patient  was  placed  on  the  table  and  chloroform  admin- 
istered ;  the  chloroform  administration  was  difficult.  I  made  a 
small  opening  an  inch  long  and  very  soon  reached  the  perito- 
neum owing  to  the  thinness  of  the  abdominal  wall.  I  made  a 
little  puncture  with  a  knife  into  the  peritoneum  and  the  gas 
blew  out  with  a  hissing  sound  ;  it  was  sweet  in  odor  and  not  in- 
dicative of  any  decomposition.  I  then  enlarged  the  opening  in 
tlie  peritoneum,  when  the  abdominal  walls  collapsed.  The  in- 
testines were  then  carefully  examined  ;  they  were  pressed  to  the 
back  of  the  abdomen  and  empty,  and  appeared  more  reddened 
than  usual.  There  was  no  trace  of  accumulation  of  gas  in  them 
and  they  did  not  look  inflamed.  They  were  not  adherent  to 
the  abdominal  walls  or  to  themselves.  There  was  no  evidence 
of  peritonitis  ;  there  was  no  pus  present  nor  any  collection  of 
serous  fluid.  The  very  dry  and  desiccated  appearance  of  the 
peritoneum  reported  by  some  authors  was  not  noticed  in  this 
case.  The  wound  was  dressed  and  a  firm  bandage  applied.  N^o 
drainage  tube  was  inserted. 

Of  the  second  variety,  in  which  ascites  and  gas  are  present,  I 
have  never  seen  a  case.  Of  the  third  classification  of  the  non- 
traumatic variety,  that  in  which  fetid  gas  is  present  with  pus,  I 
have  met  with  one  case  within  the  last  week. 

Mrs.  K.,  set.  26,  was  admitted  into  one  of  my  wards  at  the 
Toronto  General  Hospital  on  September  11th,  1895.  The  ab- 
domen was  enormously  distended,  tongue  red  and  sore,  sordes 
on  the  lips,  hectic  flush  on  the  cheeks.  From  her  appearance 
the  patient  was  evidently  in  the  last  stages  of  septicemia  or  else 
suffering  from  tubercular  disease.  The  case  looked  like  a  typi- 
cal case  of  tubercular  peritonitis  in  an  advanced  stage.  Fluid 
was  found  free  in  the  abdomen,  but  the  tympanitic  note  over 
the  surface  satisfied  me  that  the  mesentery  must  be  very  long 
to  permit  the  intestine  to  float  so  far  away  from  the  spine,  or 
else  that  there  was  gas  free  in  the  peritoneal  cavity.  Splenic 
dulness  was  absent ;  liver  dulness  was  very  much  diminished,  al- 
most entirely  absent.  I  concluded,  therefore,  that  the  case  was 
one  of  tympanites  extra  intestina  with  a  collection  of  either 
purulent  or  ascitic  fluid. 

Operation  September  13th,  1895. — In  the  presence  of  several 
physicians  and  students  I  opened  the  abdomen  in  the  median 
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line.  As  soon  as  tlie  peritoneum  was  incised  gas  liissed  out  of 
the  opening  ;  a  little  pressure  soon  brought  out  pus.  The  gas 
was  horribly  offensive  ;  the  pus  was  of  a  yellowish  brown  color. 
Something  bulged  out  of  the  opening  that  looked  like  gangre- 
nous intestine  ;  we  all  thought  at  first  that  it  was  intestine.  I 
found  it  adherent  to  the  peritoneum  and  could  make  no  road 
through  it  except  in  one  direction.  I  reached  up  as  far  as  pos- 
sible in  this  direction  with  the  finger  and  was  puzzled  to  under- 
stand the  exact  condition  present.  At  last  I  made  up  my  mind 
that  the  gano-renous  mass  must  be  omentum  and  not  intestine. 
On  closer  inspection  1  satisfied  myself  on  this  point  and  made 
an  incision  through  the  mass,  when  a  sudden  gush  of  pus  dem- 
onstrated the  exact  nature  of  the  obstruction.  The  omentum 
was  adherent  at  its  edges  and  hung  in  the  fluid,  having  a  large 
bulk  of  fluid  beneath  it  and  a  small  quantity  of  fluid  on  its  sur- 
face. The  space  over  the  omentum,  however,  communicated 
with  the  space  beneath  it.  My  fingers  were  now  passed  into 
the  abdominal  cavity.  The  intestines  were  found  pressed  up- 
ward and  backward  and  not  distended  with  gas.  The  interior 
of  the  cavity  felt  like  a  piece  of  rough  grained  leather.  I 
washed  out  with  several  gallons  of  water ;  the  water  used  in  the 
washing  filled  three  large  foot  baths.  The  condition  found  was 
exactly  similar  to  that  present  in  the  case  of  traumatic  pneumo- 
peritoneum reported  above,  excei)t  the  absence  of  intestinal 
perforation.  A  drainage  tube  was  inserted  and  the  abdomen 
washed  out  with  a  solution  of  peroxide  of  hydrogen  after  the 
first  twenty-four  liours  had  elapsed.' 

3.  Tympanites  intra  et  extra  Intestina. — This  variety  is  so 
intermingled  with  the  other  that  it  is  of  no  particular  interest. 
The  fact  that  air  is  found  in  the  intestines,  as  well  as  outside  of 
the  intestines  in  the  peritoneal  cavity,  is  not  likely  to  affect  the 
etiology  or  the  treatment  of  the  disease. 

Boninsegua,  after  relating  a  case  that  he  supposed  was  one  of 
pneumo-peritoneum,  though  the  patient  recovered  and  no  post- 

'  After  writing  this  paper,  and  two  weeks  after  operation,  a  large  slough 
came  away  through  the  iiiihi-aied  abdominal  incision.  A  week  later,  or  three 
weeks  after  the  operation,  the  whole  omentum  sloughe^d  oil  and  came  away 
through  the  opening  during  irrigation.  The  patient  is  still  living;  the 
wound  is  almost  healed  ;  she  is  gaining  flesh.  The  septic,  inflamed  condition 
of  the  tongue  has  disappeared.  Her  temperature  has  become  nornmi  and  her 
pulse  dropped  below  100.  There  is  every  prospect  that  she  will  make  a  good 
recovery. 
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mortem  was  made,  bad  occasion  to  look  up  the  literature  of  this 
subject.  He  says  that  Hippocrates  says  that  he  observed  a  col- 
lection of  air  in  the  uterus ;  and  Giorgia  found  vesicles,  closed 
and  filled  witli  gas,  among  the  intestinal  coils  of  umbilical  her- 
nia. Verne  described  a  case  of  general  emphysema  following 
serious  acute  disease  that  terminated  fatally.  In  this  case  the 
skin  and  the  entire  body  were  swollen  during  life.  After  death 
the  general  swelling  of  the  body  rapidly  disappeared.  No  fluid 
ran  away,  but  there  was  a  noticeable  and  intense  odor  present. 
Morgagni  described  another  similar  case  in  which  the  swelling 
of  the  body  rai3idly  developed  in  a  three-year-old  child  who  had 
been  anointed  by  a  woman  with  a  very  coarse  and  irritating 
ointment  for  the  cure  of  scabies.  All  the  skin  was  greatly 
swollen,  elastic,  and  tense,  with  no  pitting  on  pressure.  At  the 
post-mortem  examination  the  swelling  disappeared  without  the 
exit  of  a  single  drop  of  fluid.  Graves  wrote  years  ago  and  stated 
that  there  was  a  kind  of  pneumothorax  in  which  the  air  that 
was  found  in  the  pleural  cavity  did  not  proceed  from  an  exter- 
nal wound,  or  from  any  fistulous  communication  with  the  lungs 
or  bronchi,  or  from  any  decomposition  of  liquids  poured  out 
into  the  pleural  cavity  as  a  consequence  of  pleurisy,  but  that 
proceeded  from  a  secretion  of  air  from  the  pleura  itself,  the 
effect  of  a  subacute  inflammation  of  that  membrane. 

Away  back  in  1755  a  wonderfully  accurate  dissertation  on  this 
subject  was  written  by  G.  G.  Adolphe,  entitled  "  De  Rarissimis 
et  Gravissimis  Tympanitis  extra  Intestina  Speciebus."  The 
author  states  that,  because  of  the  rarity  with  which  gas  is  found 
in  the  peritoneum  alone,  and  the  difficulty  met  with  in  attempt- 
ing to  account  for  this  presence  of  air  in  the  peritoneal  cavity 
in  the  absence  of  any  erosion  of  the  intestines,  this  variety  has 
been  called  into  dispute.  He  considers  that  the  gases  are  the 
result  of  putrefactive  change,  but  makes  no  mention,  however, 
of  the  form  in  which  the  gas  is  not  fetid  and  in  which  it  is  not 
likely  t.  be  the  result  of  putrefactive  change.  He  met  with 
a  case  himself,  of  which  he  speaks.  At  the  autopsy  fetid  gas 
escaped  in  great  quantity  from  the  peritoneal  cavity  ;  the  intes- 
tines were  found  to  be  intact.  There  was  a  four  months'  fetus 
in  utero.  The  patient  had  been  treated  for  excessive  dilatation 
of  the  abdomen  and  died  suddenly  after  a  few  days.  It  is 
probable  that  in  his  case  either  serum  or  pus  was  present,  as,  in 
summing  up,  he  says  that  he  does  not  believe  that  the  condition 
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can  exist  when  there  is  no  injury  to  the  intestines,  unless  there 
is  a  concomitant  ascites  or  extravasation  of  lymph. 

Etiology. — It  is  now  fitting  that  we  should  turn  our  attention 
to  the  etiology  of  these  curious  conditions.  Some  of  the  condi- 
tions can  be  explained  and  some  of  them  cannot.  For  many 
years  the  formation  of  gas  in  the  peritoneum  before  death  was 
disputed  ;  this  occurred  before  celiotomy  was  undertaken  as  an 
explorator}'  measure.  As  the  inside  of  the  abdomen  was  not 
investigated  before  death,  it  was  naturally  considered  that  the 
gas  found  post  mortem  was  the  result  of  the  process  of  post- 
mortem putrefaction.  But  it  is  now  a  well-estabHshed  fact  that 
gas  is  frequently  found  confined  in  various  parts  of  the  body  as 
an  accompaniment  of  the  formation  of  pus.  Sacculated  pneumo- 
peritoneum is  frequently  found  in  conjunction  with  localized 
appendiceal  abscesses.  It  is  common  to  find  air  in  such  abscesses 
even  when  no  perforation  of  the  bowel  can  be  discovered.  To 
find  air  with  pus  collected  in  the  tunica  vaginalis  testis  must 
prove  that  this  air  does  not  necessarily  come  from  the  intestines. 
As  in  the  appendiceal  abscess,  so  in  the  tympanites  extra  in- 
testina  with  pus,  this  gas  may  escape  from  the  intestine  by  an 
almost  imperceptible  opening. 

Since  the  introduction  of  pneumatic  tires  it  has  been  fre- 
quently demonstrated  that  air  will  escape  through  an  opening 
that  can  only  be  detected  by  submersion  of  the  inflated  rubber. 
It  is  only  by  means  of  such  a  crucial  test  that  perforation  of  the 
intestine  can  be  excluded  in  the  cases  of  which  we  are  speaking. 
But,  in  view  of  the  report  of  Prof.  Welch,  I  for  one  feel  satis- 
fied that  the  gas  found  in  these  cases  does  not  escape  from  the 
intestine. 

In  1892  Prof.  Welch  ]>ublished  a  report  regarding  a  gas- 
producing  bacillus  (bacillus  aerogenes  capsulatus) — a  bacillus 
capab.e  of  rapid  development  in  the  blood  vessels  after  death. 
From  the  cultures  made  and  tiie  experiments  carried  out  one 
must  believe  that  such  a  bacillus  exists.  The  experiments  were 
very  interesting.  Fluid  was  originally  obtained  from  a  case  in 
which  there  was  a  rapid  formation  of  air  beneath  the  skin  after 
death.  From  this  cultures  were  made,  and  fluid  laden  with  these 
cultures  was  injected  into  rablnts  ;  these  rabbits  were  killed 
either  at  once  or  within  a  few  hours  after  the  injection.  Within 
twenty-four  hours  after  death  many  of  them  became  distended  ; 
the  flesh  was  found  to  crepitate,  tin'   blood   vessels  were  found 
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full  of  air  globules.  Control  experiments  were  performed  at  the 
same  time.  All  of  the  rabbits  that  were  inoculated  and  allowed 
to  live  recovered,  with  one  exception.  In  this  one  case  the  rab- 
bit died  twenty-one  hours  after  the  inoculation.  The  body  was 
found  to  be  much  swollen,  the  abdomen  was  distended,  emphy- 
sematous crackling  was  felt  over  the  abdominal  parietes  and  also 
over  the  lower  part  of  the  thorax.  Gas  escaped  freely  from  the 
peritoneal  cavity.  The  uterus  was  found  to  contain  two  embryos 
that  were  evidently  dead  when  the  injection  was  made,  and 
four  that  were  alive  at  that  time.  Prof.  Welch  supposes  that 
the  bacilli  were  propagated  in  the  dead  fetal  structures.  The 
bacillus  develops  in  the  absence  of  oxygen,  and,  from  experi- 
ments made,  it  is  found  to  develop  only  in  the  presence  of  dead 
material.  The  gas  found  in  many  of  these  rabbits  in  the  peri- 
toneal cavity  had  the  odor  peculiar  to  stale  glue,  but  it  was  not 
offensive.  May  not  the  production  of  gas  found  during  life,  in 
the  case  of  the  patient  who  had  been  recently  delivered,  have 
been  due  to  the  presence  of  this  bacillus  or  some  similar  organ- 
ism? If  such  gas,  that  is  not  offensive  and  that  is  not  an  accom- 
paniment of  pus  formation,  may  form  in  the  abdomen  of  a 
rabbit  as  a  consequence  of  the  development  of  the  bacillus 
aerogenes  capsulatus  in  the  presence  of  the  two  dead  intrauterine 
embryos,  may  it  not  occur  as  a  consequence  of  the  development 
of  the  bacillus  aerogenes  capsulatus  in  the  presence  of  a  necrotic 
condition  of  uterine  tissue  at  the  placental  site  ? 

As  you  will  see  by  reference  to  the  tables,  I  have  only  been 
able  to  tind  records  of  five  cases  of  spontaneous  or  non-traumatic 
tympanites  extra  intestina  in  which  no  fluid  was  present  and  in 
which  the  gas  was  odorless. 

Godlee,  whose  cases  will  be  found  in  the  appended  table, 
thinks  the  gas  is  allowed  to  escape  from  the  intestines  into  the 
peritoneal  cavity  as  a  consequence  of  exosmosis.  Adolphe 
thinks  that  the  gas  is  liberated  from  lymph  that  is  poured  out 
into  the  peritoneal  cavity  ;  the  lymph  is  absorbed  by  the  vessels, 
but  the  air  cannot  disappear  in  the  same  manner,  as,  from  mechan- 
ical reasons,  it  is  incapable  of  entering  the  capillaries.  This  is 
a  theory  that  requires  careful  consideration. 

Brown  is  of  the  opinion  that  carbonic  acid  escapes  through 
the  delicate  walls  of  the  peritoneal  capillaries  ;  this  he  thinks  is 
especially  liable  to  occur  in  cases  of  imperfect  aeration  of  the 
blood.     In  the  case  recorded  by  Brown  the  patient  was  suffering 
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Traumatic. 


Physician. 

Male  or 
female. 

Age. 

Circumstances  of  illness. 

Physical  signs. 

Thomas. . 

Male.  ... 

23 

Stab  wound  right  side  of  ab- 
domen ;    healed     in    four 
days.    Abdomen  distended 
in  epigastric  region. 

Liver  dulness  diminished  ;    left 
lobe  could  not   be  percussed. 
Spleen    dulness    normal.    In- 
creased     tympanitic      sound 
from    right   lung   down.    Re- 
turn  of    liver    dulness   after 
some  days. 

From 


Schuh 


Ross. 


Traumatic  gangrene,  enteric 
fever,  perforation  of  intes- 
tines. 


Symptoms  of  general  peri- 
tonitis for  two  weeks, 
Sudden  onset.  Tubercu- 
lar history. 


Great  abdominal  distention. 


Fluid  in  peritoneal  cavity.  Tym- 
panitic resonance  on  surfaces 
of  fluid.  Enormous  distention 
of  abdomen. 


Spontaneous  or  Non-tbaumatic. 


G.  Brown. 


Trites. 


Estevenet, 


Baldinger. 
Ross 


Male 

21 

Not 

Not 

given. 

given. 

Male... 

62 

Not 

Not 

given. 

given. 

Female. . 

28.   ... 

Had  been  ill  with  typhoid 
fever  ;  double  pneumonia. 
In  the  third  week  tym- 
panites;  at  first  evidently 
intra-intestinal,  later  ex 
tra-intestinal.  Respira 
tion  embarrassed,  50  per 
minute. 

Had  cough.  Emaciated. 
Expectorated  bloody  mu- 
cus. Chest  dull  on  per- 
cussion. Sensation  of 
tightness  and  pressure  in 
chest. 

Had  had  apoplexy  and  blad 
der  trouDle  :  became  in- 
disposed. Abdomen  much 
enlarged  and  slightly  pain- 
ful Respiration  embar- 
rassed, pulse  somewhat 
accelerated.  Visage  al 
tered,  but  not  that  of 
acute  general  peritonitis 
Vomiting. 


Puerperal  inflammation. 
Vomiting.  Patient  cyan- 
osed.  Embarrassed  respi- 
ration. Septic  diarrhea. 
Rapid  pulse. 


Extreme  distention  of  abdomen. 
Hepatic  and  splenic  dulness 
masked.  Apex  of  heart  dis- 
placed upward  and  outward. 


Great  abdominal  distention. 
Tympanitic  twenty-four  hours 
before  death. 


Abdomen  reverberated  like  a 
drum  in  its  entire  extent.  Ab- 
domen looked  like  a  leather 
bag  inflated  under  strong 
pressure.  Sternum  elevated, 
and  chin  sunk  so  that  it  ap- 
peared between  the  shoulders 
in  consequence  of  elevation  of 
entire  thorax. 


Abdomen  distended  like  the 
walls  of  a  drum. 

Enormous  distention  of  abdo- 
men. Abdomen  reverberated 
like  a  drum.  Skin  of  abdo- 
m»-n  resembled  bladder  in- 
flated with  air.  Liver  dulne»s 
not  made  out. 
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From  without. 


Measure- 
ments of 
abdomen. 

Opera- 
tion. 

Post- 
mortem. 

Result. 

Remarks. 

• 

No 

No 

Recovery.  . . . 

Patient  lived.    Abdominal  distention  dis- 
appeared.   Case  supposed  to  be  one  of 
entrance  of  air  into  peritoneal  cavity  as 
result  of  traumatism. 

within. 


Yes. 


Yes. 


Yes, 


Yes. 


Died  from 
starvation 
in  two 
weeks. 


Abdomen  punctured  and  ^as  removed 
from  peritoneal  cavity.  Became  again 
distended  before  death.  Pus  and  fetid 
gas  found  in  peritoneiun  at  post-mor- 
tem. 

At  operation  pus  and  gas  flew  out  like 
soda  water  under  pressure.  About 
three  quarts  of  pus  removed.  Washed 
out  and  drained  at  post-mortem.  Peri- 
toneal cavity  found  completely  oblite- 
rated by  adhesions.  No  pus.  Opening 
from  duodenum  to  drainage  tube  di- 
rect, through  which  food  escaped. 


Odorless  Gas.    No  Fluid. 


Perfora- 
tion 
with 
trocar. 


No. 


Circumfer- 
ence at  level 
of  umbilicus 
fift.v-one 
inches  ; 
from  sym- 
physis 
pubis  to  tip 
of  ensiform 
cartilage, 
twenty-two 
inches. 


Anterior  su- 
perior spine 
of  ilium  to 
spine  of 
ilium  on  op- 
posite side, 
twenty-nine 
inches  :  tip 
of  ensiform 
cartilage  to 
pubes,  twen- 
ty-three 
inches. 


No. 


No. 


Yes. 


Yes. 


Yes 


Death  thirty- 
six  hours 
after  ope 
ration. 


Yes. 
Yes. 


Death  three 
days  after 
operation. 


Large  quantity  of  odorless  gas  escaped. 
No  pus  or  intestinal  contents  with  gas, 
hence  excluded  perforation  of  intes- 
tines. 


Pleuritic  effusion.  Stenosis  of  mitral 
valve.  Large  quantity  of  odorless  gas 
in  the  peritoneum,  outside  intestines. 
Stomach  and  intestines  found  intact. 

Purgatives  given  with  no  eflfect.  Gas 
escaped  with  noise  on  opening  the  peri- 
toneum. Abdominal  walls  collapsed. 
Gas  odorless.  No  perforation  of  sto- 
mach or  intestines,  or  abrasure  found. 
Peritoneum  had  a  desiccated  appear- 
ance. No  fluid,  no  false  membrane. 
None  of  ordinary  products  of  inflam- 
mation.   Intestines  reddened. 


No  effusion  of  liquid.  No  perforation  of 
intestines.    Odorless  gas. 

Made  small  exploratory  opening.  Odor- 
less gas  escaped  with  a  hissing  sound. 
Abdominal  wall  collapsed.  No  signs  of 
peritonitis.  No  pus  or  fluid.  Intestines 
pressed  back  to  spine;  appeared  redder 
than  usual.    No  gas  in  intestines. 
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Spontaneous.    Gas 


Physician. 


Godlee.... 


Godlee 


Godlee 


Not 


Male  or 
female. 


given, 


Male. .. 


Female . , 


Age. 


72. 


46. 


61. 


Circumstances  of  illness. 


Obstruction  of  bowels. 


Had  had  syphilis  and  dysen 
tery ;  now  has  phthisis 
and  advanced  albuminoid 
changes. 

Intestinal  obstruction  by  tu- 
mor. Severe  pain,  con 
stant  vomiting. 


Physical  signs. 


Great  distention    of   abdomen. 
Liver  dulness  almost  absent. 


Liver  dulness  absent,  except  on. 
deep  percussion. 


Abdominal  distention. 


Spontaneous.    Fetid  Gas. 


Ross  . . 


Female . 


Breslau. . . 

Levey  — 
Marque.  . . 


Female . 


Male. 


Female . 


26. 


28. 


25. 


Not 
given. 


Recently  confined.  Dis- 
charged. Returned  with 
jaundice,  cough  at  night. 
No  pain.  Red  tongue. 
Pulse  and  temperature 
elevated.    Dyspnea 

Feeble  constitution.  Con- 
tinued diarrhea.  Gradual 
enlarKement  of  abdomen. 
Erabarra.ssed  respiration. 

Twin  pregnancy  ;  one  child 
and  membranes  delivered, 
other  left  behind  for  three 
days.  Putrefaction  set 
in  ;  putrid  gas  expelled 
from  uterus. 


Enormous  distention  of  abdo- 
men. Absence  of  splenic  dul- 
ness ;  hepatic  dulness  not 
distinctly  made  out.  Fluctua- 
tion. Tympanitic  note  in  epi- 
gastric and  umbilical  regions. 
Dulness  in  loins  and  rest  of 
abdomen. 


Abdominal  distention.  Tym- 
panites in  umbilical,  epigas- 
tric, hj-pochondriac  regions. 
Fluctuation  lower  ha'f  of  ab- 
domen. Abdomen  barrel- 
shaped. 

Enonnous  distention    of   abdo- 


Abdomen  greatly  distended. 


Air  Vksiclss 


Bury. 


Melanotic  cancer  of  esopha- 
gus. 


NoTK.— A  case  related  by  Boninsegna  has  not  been  included  in  the  table,  owing  to  the 
fact  that  there  was  no  actual  demonstration  of  the  condition  present.  There  was  simply  a 
surmise  that  it  was  a  case  of  pneumo-peritoneum,  and  the  patient  recovered. 
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WITH  Ascitic  Fluid. 


Measiire- 
ments  of 
abdomen. 


Opera- 
tion. 


Colot- 
omy. 


No. 


Colot- 
omy. 


Post- 
mortem. 


Yes. 


Yes 


Yes. 


Result. 


Died    in    ten 
weeks. 


i  eathin 
twenty-four 
hours. 


Remarifs. 


At  operation  peritoneum  found  distended 
with  gas.  A  little  colored  fluid  escaped. 
No  perforation  of  intestines  found  at 
autopsy. 

At  post-mortem  gas  found  in  the  peri- 
toneal cavity,  with  ascitic  fluid. 


At  operation  peritoneal  cavity  found  dis- 
tended with  gas.  This  was  allowed  to 
escape.  Colon  was  then  found  and 
opened.  At  post-mortem  no  perfora- 
tion found.  Evidence  of  old  peritonitis 
and  a  recent  general  peritonitis."  Old 
ulcers  of  the  cecum,  but  no  opening 
through  bowel  found. 


PuBtJLENT  FLtriD. 


Yes. 


Explora- 
tory 
punc- 
ture. 


No. 


No. 


Yes. 


Yes. 


Yes. 


Still  living 
five 
weeks 
after  ope- 
ration. 
Omentum 
sloughed 
off  and 
came 
through 
wound. 

Death 


Abdomen  opened.  Large  quantity  of  gas 
and  pus  found  in  peritoneal  cavity, 
(ias  fetid.  Placed  in  this  class,  as  pa- 
tient is  still  living  and  ultimate  result 
not  yet  known. 


I*us  found  at  exploratory  puncture.  Ab- 
domen then  suddenly  distended,  as 
though  blown  up  by  air.  At  post-mor- 
tem offensive  gas  and  pus  found  in 
peritoneal  cavity. 

Fetid  gas  and  greenish  fluid  found  in 
peritoneum.  Intestines  somewhat  dis- 
tended by  gas.  Evidences  of  peritonitis, 
No  erosion  or  laceration  to  be  found. 

Intestines  distended.  Fetid  gas  free  in 
peritoneal  cavity. 


BENEATH  PeBITONEITU. 


No. 


Yes 


Post-mortem. — Peritoneum  was  studded 
with  air  vesicles— especially  the  dia- 
phragmatic portion  ;  here  they  were 
larger  and  most  numerous  (as  large  as 
a  cherry).  Gas  odorless.  No  signs  of 
decomposition.  No  opening  detected. 
Stomach  and  intestines  intact,  i 


>  One  would  think  in  this  case  the  air  was  forced  down,  during  the  act  of  swallowing, 
through  some  imperceptible  opening  beneath  the  peritoneum.    Eepcried  as  a  curiosity. 
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from  double  pneumonia  following  typhoid  fever.  It  is  true  that 
in  all  these  cases  there  is  embarrassed  respiration  and,  as  a  con- 
sequence of  the  embarrassed  respiration,  imperfect  oxidation  of 
the  blood.  But  I  believe  the  embarrassed  respiration  occurs  as 
a  consequence  of  distention  of  the  abdomen  and  upward  pressure 
of  the  diaphragm,  and  that,  therefore,  this  imperfect  aeration 
of  the  blood  is  a  consequence  of  the  pneumo-peritoneum  and 
not  a  cause  of  it. 

Piorry,  in  a  memoir  upon  the  subject  of  the  collection  of  gas 
in  the  peritoneal  cavity,  concludes  that  many  cases  occur  in 
practice  in  which  an  opening  or  perforation  of  the  intestines 
results  from  the  ulceration  of  one  or  more  of  Peyer's  patches, 
and  in  which  the  opening  is  so  small  that  after  death  it  is  al- 
most imperceptible. 

Diagnosis. — Tliere  is  symmetrical  distention  of  the  abdomen, 
absence  of  hepatic  and  splenic  duhiess.  If  the  liver  is  adherent 
to  the  abdominal  wall  hepatic  dulness  may  be  present  in  ordi- 
nary tympanites  intra  intestina.  The  liver,  spleen,  and  dia- 
phragm are  pushed  upward,  but  lie  next  to  the  ribs  and  give  an 
area  of  dulness. 

Thomas,  of  Leipzig,  in  summing  up  an  article  on  this  subject, 
says  that  a  tympanitic  percussion  sound  is  found  over  the  liver 
when  there  is  no  respiratory  disturbance  in  the  following  cases: 
(1)  situs  transversus  viscerum  ;  (2)  decrease  in  the  size  of  the 
liver  ;  (3)  in  cases  in  which  the  liver  is  drawn  up  and  the  dia- 
phragm rises  very  high  ;  (4)  in  the  presence  of  a  collection  of 
gas  between  the  liver  and  the  abdominal  wall,  free  in  the  peri- 
toneal cavity. 

In  cases  of  tympanites  due  to  the  formation  of  gas  in  the 
intestines  irregular  prominences  can  frequently  be  made  out. 
These  prominences  are  especially  frequent  in  cases  of  intestinal 
obstruction.  In  cases  of  tympanites  extra  intestina  no  such 
prominences  will  be  noticed.  The  abdomen  is  blown  out  like  a 
balloon  and,  as  I  have  said  before,  regularly  distended.  Tume- 
faction of  the  abdomen  is  great,  much  greater  than  that  seen  in 
those  cases  of  tympanites  in  which  the  gas  is  in  tlie  interior  of 
the  intestine.  If  gas  be  present  both  in  the  intestine  and  in  the 
peritoneal  cavity  outside  of  the  intestine,  it  will  be  difficult,  if 
not  impossible,  to  diagnose  the  exact  condition  without  exploring 
the  abdominal  cavity. 

In  all  cases  of  pneumo-peritoneum  there  is  a  notable  tension, 
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a  drum-like  tension,  and  a  resistance  of  the  abdominal  walls. 
Resistance  is  increased,  the  elasticity  of  the  walls  is  increased ; 
there  is  absolute  immobility  of  the  abdomen  during  respiration, 
and  a  general  elevation  of  the  thorax.  One  author  says  that  this 
condition  is  sometimes  so  exaggerated  as  to  make  it  appear  as  if 
the  head  were  sunk  between  the  shoulders.  Embarrassed  respi- 
ration is  met  with  as  a  consequence  of  the  pressure  on  the  under 
surface  of  the  diaphragm  ;  the  tympanitic  note  is  most  marked 
and  it  has  a  high  tone  ;  resonance  is  greatly  increased  ;  the  note 
is  equally  distinct  and  peculiar  in  its  tone  over  the  whole  of  the 
abdominal  surface.  These  facts  have  been  well  pointed  out  by 
Bamburger. 

The  percussion  note  will  vary  according  as  the  pneumo-  j  m  ' 
toneum  is  present  with  or  without  intraperitoneal  fluid.  If  fiuid 
is  present  a  tympanitic  note  will  be  found  over  the  epigastric, 
umbilical,  and  hypochondriac  areas,  and  a  dull  note  will  be  found 
in  the  hypogastric  region  and  in  the  loins.  It  is  said  that  suc- 
cussion  or  splashing  sounds  can  occasionally  be  heard  ;  I  have 
been  unable  to  discover  them. 

Treatment. — In  1871  Piorry  stated  that  simple  puncture  of 
the  peritoneal  cavity  to  remove  gas,  even  in  the  presence  of  great 
danger  of  asphyxia,  is  not  to  be  regarded  with  favor  unless  an 
accurate  diagnosis  of  the  exact  condition  present  in  the  interior 
of  the  peritoneal  cavity  can  be  made.  This  is  sound  surgical 
doctrine,  but  we  have  passed  from  the  days  of  puncture  to  those 
of  exploration.  Exploration  by  means  of  a  knife  and  the  finger 
is  free  from  the  objection  that  obtains  in  the  case  of  a  stab  in  the 
dark  by  a  trocar.  In  all  of  these  cases,  I  believe,  an  exploratory 
celiotomy  should  be  performed  ;  even  if  unaccompanied  by  any 
brilliant  results  the  patients  will  be  relieved. 

After  the  removal  of  the  pressure  on  the  diaphragm  the 
breathing  improves.  Piorry  mentions  a  case  of  a  young  man 
who  suffered  from  typhoid  perforation  of  the  intestine.  There 
was  great  distention  of  the  abdomen.  The  abdominal  wall  was 
punctured  and  gas  evacuated.  This  was  done  several  times  at 
intervals  of  two  or  three  days.  The  patient  survived  almost  a 
month.  It  must  be  remembered  that  the  condition  itself  is  only 
the  symptom  of  a  grave  systemic  disturbance  and  that  the 
relief  of  the  symptom  will  not  cure  the  systemic  disturbance. 

It  has  been  stated  by  one  operator  that  it  is  necessary  in  punc- 
turing such  cases  to  allow  the  gas  to  escape  very  gradually.     It 
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has  been  stated  that  the  trocar  employed  should  be  very'fine,  so 
that  the  peritoneal  cavity  may  be  slowly  emptied  of  gas*.  This 
is  an  idea  that  has  been  entirely  exploded. 

It  is  not  for  the  purpose  of  opening  up  any  new  field  to  the 
operating  surgeon  that  I  bring  this  subject  before  you.  I  do  not 
anticipate  any  great  benefit  to  mankind  from  a  careful  study  of 
this  subject ;  but,  nevertheless,  it  is  a  subject  of  great  interest 
to  the  abdominal  surgeon  and  the  pathologist. 

I  am  indebted  to  Dr.  C.   J.  Hastings  and   Dr.   R.  H.  Yon 
Ezdorf  for  assistance  in  preparing  this  paper. 
481  Sherborne  street. 
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THE    RELATION    OF    PELVIC    SUPPURATION    TO    STRUCTURAL 
CHANGES  THAT  MAY  OCCUR  IN  THE  FALLOPIAN  TUBES.' 


AUGUSTUS  P.  clark:e,  a.m.,  m.d. 

Cambridge,  Mass. 


Since  the  question  respecting  the  genesis  of  peritonitis  has 
by  extended  pathological  investigation  been  settled,  more  interest 
has  been  taken  in  determining  the  cause  of  pelvic  suppurative 
processes.  Mj  attention  was  quite  early  drawn  to  the  subject 
by  there  occurring  in  my  own  practice  a  series  of  cases  of  pelvic 
inflammation.  In  looking  over  the  record  of  the  histories  of 
some  thirty  different  cases  of  pelvic  suppuration  that  took  place 
in  the  female,  I  found  that,  though  the  original  factors  in  some 
instances  were  seemingly  different,  there  appeared  nevertheless 
in  eacli  case  symptoms  and  a  course  in  the  disease  that  had  their 
starting  point  in  some  common  lesion  or  morbid  process. 

By  careful  and  patient  examination  I  found  that  I  was  able  to 
locate  the  disease  or  condition  as  connected  with  the  Fallopian 
tube.  This  was  facilitated  by  placing  the  patient  in  the  dorsal 
posture  and  by  employing  vaginal  and  rectal  indagation.  By 
following  the  directions  as  laid  down  by  Martin,  of  Berlin,  I 
noticed  that  it  was  not  difficult  to  determine  the  condition  of 
the  tubes,  especially  when  they  had  undergone  in  any  marked 
degree  an  enlargement  or  alteration.  Tubal  palpation  was  most 
easily  accomplished  by  commencing  at  the  uterine  portion  of  the 
canal  and  following  it  along  in  an  endeavor  to  map  out  its 
course.  In  a  larger  series  of  cases  it  was  observed  that  the  con- 
ditions, connected  with  the  tube,  leading  to  pelvic  suppuration 
varied.  There  was  not  always  a  pyosalpinx,  though  this  feature 
of  a  case  has  often  led  to  pelvic  abscesses  recurring  at  different 

1  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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intervals.  In  some  cases,  as  was  proved  bj  a  resort  to  celiotomy, 
the  purulent  exudation  must  have  passed  through  the  infundi- 
bulum  or  through  the  altered  mucous  and  the  disorganized  mus- 
cular structures  of  the  tube  in  its  escape  into  the  peritoneum. 
In  one  case,  that  of  a  married  woman  aged  29  years,  the  puru- 
lent exudation  seems  to  have  broken  through  an  old  walled-off 
pus  cavity  of  the  right  tube,  and  to  have  pointed  and  to  have 
been  discharged  through  Douglas'  posterior  cul-de-sac ;  the  pa- 
tient was  not  permanently  relieved  until  after  the  removal  of 
the  tube  and  ovary  of  that  side.  Gonorrheal  infection  of  the 
tube  in  a  large  number  of  my  cases  was  clearly  traced  as  the 
cause  of  the  disease  in  question ;  still,  the  presence  of  other 
bacteria  in  the  tubes  was  not  uncommon.  Tubercular  infiltra- 
tion of  a  tube  and  an  ovary  has  been  met  with.  In  the  case  of 
Mrs.  C,  aged  31  years,  pelvic  suppuration  rapidly  supervened 
after  the  patient  had  suffered  from  more  or  less  ill  health  for 
some  three  years.  The  patient  had  previously  given  birth  to 
two  children  that  appeared  to  be  fairly  well  developed.  Her 
health,  soon  after  the  birth  of  the  second  child,  gradually  failed 
her.  She  had  night  sweats  and  an  increasing  cachexia  that  indi- 
cated a  tuberculous  condition,  though  there  were  no  cough  and 
no  signs  that  showed  that  the  lungs  were  involved.  Vaginal 
and  rectal  indagation  and  palpation  revealed  that  there  was 
enlargement  of  the  left  tube  and  ovary.  The  implication  of  the 
pelvic  peritoneum  at  first  was  of  the  milder  grade,  but  ultimately 
became  more  marked.  At  no  time  after  I  was  called  did  a 
resort  to  salpingo-oophorectomy  appear  to  be  for  that  case  a 
justifiable  procedure.  The  autopsy  revealed  that  the  tube  and 
ovary  were  in  an  advanced  condition  of  a  tubercular  cystic 
degeneration  and  that  the  pelvic  peritoneum,  though  every- 
where studded  with  tuberculous  deposits,  was  for  the  most  part 
in  a  commencing  stage  of  involvement.  I  have  felt  that  had  the 
tube  and  ovary  been  excised  in  the  initial  period  of  the  disease 
and  before  I  was  first  called,  the  patient's  life  might  have  been 
prolonged.  The  primary  infection  of  the  tube  of  this  patient 
may  have  resulted  from  the  marital  relation  witii  a  former  hus- 
band. One  case  of  pelvic  suppuration  resulted  undoubtedly 
from  the  presence  of  actinoinyces  of  the  right  ovary,  involving 
the  tul)e.  The  excised  growth  was  examined  microscopically 
by  the  late  Dr.  Samuel  N.  Xelson,  wlio  had  been  a  careful  student 
under  Prof.  Koch,  of  Berlin,  and  who  regarded  the  development 
as  the  result  of  actinomycosis. 
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In  this  paper  it  is  not  my  purpose  to  enter  into  any  elaborate 
consideration  of  the  causes  of  local  affections  leading  to  the  in- 
volvement of  the  tubes,  but  merely  to  state  that  in  dealing  with 
cases  of  pelvic  suppuration  it  will  often  be  found  necessary  to 
extend  the  inquiries  regarding  the  course  from  the  pelvic  peri- 
toneum at  which  the  exudation  may  have  been  effused  to  struc- 
tures that  are  peculiarly  susceptible  to  morbid  changes.  In 
searching  for  tissues  or  parts  that  are  prone  to  become  centres 
of  diseased  conditions,  careful  investigation  will  often  show 
that  the  Fallopian  tubes  occupy  no  unimportant  seat  as  points 
of  beginning.  The  records  of  my  own  practice  prove  un- 
mistakably that  gonorrheal  infection  of  the  tubes  is  a  most 
productive  source  of  pelvic  suppuration.  In  the  histories  of 
twenty-three  cases  in  which  the  tubes  presented  indications  of 
being  the  foci  of  gonorrheal  disease,  I  find  that  the  infec- 
tion in  four  instances  led  to  pelvic  suppurative  processes. 
In  one  of  the  cases,  that  of  a  woman  aged  33  years,  there 
had  been  an  old  pelvic  cellulitis,  but  the  inflammatory  con- 
dition had  been  limited  and  had  not  reached  any  portion  of  the 
peritoneum.  Rectal  examination  showed  that  the  induration 
resulting  from  the  cellulitis  was  posterior  to  the  uterus.  This 
attack  seems,  however,  to  have  caused  but  comparatively  little 
trouble  to  the  patient,  except  it  produced  more  or  less  anterior 
displacement  and  dysmenorrhea.  The  attack  had  its  origin 
undoubtedly  in  parturient  processes.  After  the  accession  of  the 
specific  inflammation  the  tubes  were  invaded  at  an  early  date. 
The  pus  from  a  pyosalpinx  or  tubal  abscess  on  the  right  side 
escaped  into  the  peritoneum  and  appeared  in  Douglas'  cul-de- 
sac.  The  general  and  constitutional  symptoms  were  unusually 
marked.  The  old  site  of  the  cellular  infiltration  was  impinged 
upon  and  the  consequent  hardness  was  to  a  considerable  degree 
overcome ;  this  had  the  effect  of  causing  adhesions  of  the  uterus 
with  left  lateral  displacement.  ^Notwithstanding  these  unfavor- 
able sequelae  the  patient  after  some  two  years  so  far  recovered 
as  to  become  pregnant  with  a  favorable  termination.  In  looking 
over  the  record  of  the  cases  referred  to  it  is  interesting  to 
observe  what  a  small  proportion  of  them  was  followed  by  peri- 
toneal involvement.  The  presence  of  such  a  condition  to  so 
limited  an  extent  supports  the  conclusion  that  has  heretofore 
been  reached  by  some  observers  that  the  purulent  exudation  is 
by  the  rapid  formation  of  plastic  material  often  walled  off  to 
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such  a  degree  as  to  protect  the  peritoneal  tissue  from  the  dire 
consequences  an  attack  of  the  disease  would  involve.  In  many 
instances  of  such  cases,  if  not  in  most,  the  gonococci  undergo 
destructive  changes  and  so  are  prevented  from  exciting  further 
pathological  change.  The  final  conditions  resulting  from  the 
agencies  of  gonococci  are  often  in  striking  contrast  to  those  that 
may  occur  from  the  presence  of  other  forms  of  bacteria.  This 
was  exemplified  in  the  case  of  Mrs.  G.,  aged  27  years.  An 
evident  salpingitis  on  both  sides  had  resulted  from  an  upward 
extension  of  uterine  inflammation  occurring  some  time  after  an 
abortion  at  an  early  date  of  pregnancy.  The  history  and  symp- 
toms pointed  to  purulent  involvement  of  the  tubes  from  the 
invasion  of  gonorrheal  inflammation.  The  peritoneal  tissue 
escaped  from  the  ravages  of  the  morbid  extension,  though  the 
tubes  had  undergone  contraction  and  undoubtedly  other  mani- 
fest destructive  changes.  Excision  of  the  tubes  was  considered 
as  a  possible  outcome.  After  the  lapse  of  several  months  preg- 
nancy again  took  place,  thns  showing  that  the  tubal  element  had 
not  undergone  permanent  closure,  or,  if  closed,  relaxation  did 
occur  snfticiently  to  allow  the  passage  of  the  spermatozoa. 

Inflammatory  processes  occurring  in  the  tubes  from  the  pres- 
ence of  streptobacteria  and  from  their  allied  forms  are  of  most 
serious  import.  These  forms  of  bacteria,  so  far  as  my  own 
experience  and  observation  have  extended  in  the  treatment  of 
a  considerable  number  of  cases,  have  appeared  to  be  diflicult  to 
bring  under  control.  Pyosalpinx  from  the  presence  of  strepto- 
cocci does  not  always  so  readily  become  encysted  or  walled  off 
as  does  a  purulent  formation  that  has  appeared  from  specific 
infection.  Catarrhal  inflammation  occurring  in  the  tubes,  or 
suppression  of  the  menses,  may  cause  lighter  forms  of  inflam- 
matory processes  and  may  lead  to  pelvic  suppuration,  but  such 
a  sequela  would  be  of  rare  occurrence.  Chronic  interstitial 
salpingitis  is  for  the  most  part  a  mild  type  of  tubal  inflamma- 
tion, and  it  may  for  some  considerable  period  be  limited  in  its 
course  to  the  mucous  and  submucous  coats ;  the  morbid  action 
may  continue  and  so  lead  to  the  f()rmati(jn  of  pyosalpinx  or 
mucopurulent  exudation.  An  ovarian  abscess  may  occur  in 
connection  with  pyosalpinx,  but  this  seeming  complication  is 
only  a  mere  extension  of  the  morbid  process  of  the  tube,  and 
if  left  unrestrained  may  hasten  the  development  of  pelvic  sup- 
puration.    An  ovarian  cyst  may  rupture  into  the  peritoneum, 
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but  this  event  is  more  likely  to  occur  after  the  tube  has  become 
implicated — obstructed  or  occluded — especially  when  purulent 
or  ichorous  exudation  has  taken  place  in  the  tubal  wall  adjacent 
to  the  adventitious  development.  To  such  a  case  I  was  once 
called,  but  not  until  immediately  after  the  rupture  had  taken 
place.  Had  removal  of  the  cyst  been  effected  some  few  weeks 
before,  the  patient  could  have  been  saved  much  severe  suffering. 
Tubal  disease  may  complicate  uterine  fibroids ;  this  result  occurs 
in  the  form  of  hypertrophic  salpingitis  and  in  subacute  or  in 
chronic  oophoritis.  Tubes  in  this  condition  may  become  the 
foci  of  further  development  of  pus  that  may  find  entrance, 
through  disorganized  tissues,  into  the  pelvic  peritoneum.  This 
peculiar  state  of  things  may  necessitate  an  operation  for  the 
removal  of  the  structures  enclosing  the  pus  before  it  will  be 
advisable  to  attempt  total  hysterectomy,  which  the  extended 
fibroid  condition  of  the  uterus  may  render  absolutely  imperative. 
The  singular  variety  of  neoplasms  denominated  cystomata  of 
the  ovary,  and  liable  to  degenerate  into  a  cancerous  condition, 
frequently  infect  the  peritoneum,  but  this  may  occur  through 
more  or  less  direct  commanication,  though  previous  structural 
changes  in  the  tube  may  have  hastened  or  led  to  the  cystic 
formation. 

Hydrosalpinx  the  result  of  excessive  accumulation  of  serum  in 
the  occluded  tube  may  excite  a  further  morbid  process  and  so  be- 
come the  nidus  of  a  purulent  or  muco-purulent  exudation ;  this, 
if  left  uncontrolled,  may  work  its  way  into  the  pelvic  peritoneum. 
A  hen^atosalpinx  may  assume  a  similar  though  a  more  threaten- 
ing aspect.  It  is  not  to  be  denied,  however,  that  many  cases 
when  left  essentially  unrestrained  have  had  a  seemingly  favor- 
able termination.  Other  morbid  conditions  of  the  tubes,  such 
as  the  malignant  or  semi-malignant  neoplasms  and  develop- 
ments, may  give  rise  to  purulent  infection  of  the  pelvic  peri- 
toneum. Among  the  most  baneful  influences  resulting  from 
the  presence  of  fibrous  tumors  of  the  Fallopian  tubes  is  the 
tendency  to  take  on  malignant  degeneration.  Such  growths 
furnish  the  pabulum  and  nidus  for  bacterial  infection,  which 
later  may  find  ingress  into  other  pelvic  structures  and  into  the 
pelvic  serous  tissue.  A  woman  having  suffered  from  the  effects 
of  any  form  of  tubal  disease,  unless  proper  surgical  measures 
have  been  instituted  for  her  relief,  is  liable  through  the  exciting 
agency  of   various   factors   to  have   at  any   time  a  recurrence 
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of  the  attack  that  may  lead  to  pelvic  involvement  generally. 
Pelvic  hematocele  which  occasionally  undergoes  suppurative 
changes  results  for  the  most  part  from  hemorrhage  of  the  tube ; 
this  may  supervene  on  engorgement,  rupture  of  the  vascular 
tissues,  or  on  other  temporary  or  advanced  structural  changes  of 
the  tubes. 

There  are  other  ioiportant  lesions  which  occur  in  the  tubes 
and  which  sometimes  lead  to  pelvic  engorgement  and  suppu- 
ration, though  I  will  refrain  from  making  further  mention  of 
such  conditions  since  I  have  already  indicated  that  in  present- 
ing this  paper  it  has  not  been  my  purpose  to  furnish  a  resume 
of  the  literature  on  the  subject,  but  merely  to  consider  and  to 
discuss  briefly  certain  phases  of  pelvic  suppuration  arising  from 
tubal  disease  that  have  come  specially  under  my  own  observa- 
tion and  treatment. 

825  Massachusetts  avenue. 
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A.  VANDER  VEER,  M.D., 

Professor  of  Didactic,  Abdominal,  and  Clinical  Surgery,  Albany  Medical  College,  etc., 

Albany,  N.  Y. 


I  THINK  I  voice  the  consensus  of  opinion  of  all  in  noting  the 
evolution  and  our  gradual  release  from  the  use  of  such  arbitrary 
classification  as  typhlitis,  perityplilitis,  etc.,  when  by  the  clear 
term  appendicitis  we  reach  more  correctly  the  true  lesion  as 
we  now  find  it  to  exist  in  so  many  cases  that  present  to  both 
the  physician  and  surgeon  for  a  rational  medical  treatment,  or 
that  demand  prompt,  clean  operative  interference  on  the  part 
of  tlie  surgeon. 

Whatever  classification  is  attempted  in  appendicitis,  we  must 
ever  keep  in  mind  the  variety  in  length  and  location  of  this 
anatomical  structure,  the  appendix. 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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While  a  rapid  consideration  of  the  subject  is  comforting,  still 
it  rests  largely  with  tlie  work  of  such  associations  and  societies 
as  this  to  bring  about  a  more  concise  classification  of  appendi- 
citis, and  if  possible  to  emphasize  the  symptoms  in  such  a  way 
that  our  young  practitioners,  and  especially  our  middle-aged 
and  old  practitioners,  will  be  helped  to  recognize  their  cases 
more  promptly  than  in  the  past. 

As  I  have  maintained  for  many  years,  the  physician,  be  he 
the  country  practitioner  or  his  more  fortunate  city  brother,  must 
work  in  unison  with  the  surgeon  in  all  cases  that  give  evidence  of 
appendicular  trouble.  All  cannot  become  infallible  diagnosti- 
cians, but  an  early,  prompt  consultation  aids  greatly  in  making 
a  correct  diagnosis  and  in  the  saving  of  life.  We  are  yet  seeing 
too  many  cases  of  supposed  impacted  feces,  of  pelvic  abscesses, 
of  renal  colic,  and  other  like  conditions,  unnecessary  to  name, 
that  to  the  more  practised  eye  and  hand  tell  too  clearly  the  story 
of  trouble  with  the  appendix.  I  am  certain  that  any  one  who 
attempts  an  arbitrary  classification  of  this  surgical  lesion,  making 
all  cases  bend  to  fit  such  a  mould,  is  justly  liable  to  severe 
criticism. 

The  general  practitioner  looks  to  us  for  a  concise  classification 
of  symptoms  and  a  clear  definition  as  to  the  stages  of  appen- 
dicitis, particularly  in  reference  to  surgical  interference.  lie 
knows  full  well,  and  an  intelligent  public  understands  thoroughly, 
that  there  are  many  conditions  or  lesions  associated  with  the  ap- 
pendix that  do  not  require  surgical  interference.  Both  know 
equally  well  that  there  is  also  a  certain  class  of  cases  that  re- 
quire a  moderately  quick  or  a  very  prompt  interference  that  the 
life  of  the  patient  may  be  saved.     How  can  we  satisfy  each? 

I  wish  to  emphasize  that  the  intelligent  public,  as  regards 
medicine,  and  especially  surgery,  has  had  brought  to  its  atten- 
tion, by  articles  lately  published  in  the  weekly  or  monthly 
papers,  more  direct  information  than  has  ever  occurred  in  the 
past  in  the  history  of  these  subjects.  In  a  large  class  of  migra- 
tory citizens  who  go  to  the  mountains  or  seashore,  to  the  isolated 
places  of  this  great  country,  we  find  that  they  are  on  the  alert 
and  are  watching  the  symptoms  of  any  illness  that  may  present 
in  their  family  circle,  among  friends,  or  even  in  the  boarding 
house  or  hotel  where  they  may  be  housed  for  the  time  being, 
with  more  than  usual  interest.  I  do  not  hesitate  in  asserting 
that  some  of  these  well-read,  well-posted  laymen  are  not  infre_ 
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quently  a  direct  aid  to  the  isolated  practitioner,  who  may 
possibly  see  in  one  of  their  family  his  first  case  of  true  acute 
appendicitis.  IN'ow,  to  aid  this  individual  practitioner  our  text 
books  are  far  from  being  as  clear  as  we  could  wish.  There  is 
much  that  is  wanting,  and  it  is  only  by  continuous  discussion  of 
this  subject  in  our  special  societies,  in  our  larger  associations, 
in  which  the  general  practitioner  comes  in  direct  contact  with 
the  specialist  or  general  surgeon  who  has  had  an  experience  in 
these  cases,  that  we  can  hope  to  enlighten  and  to  place  the 
recognition  and  treatment  of  appendicitis  in  its  true  light. 

From  a  fairly  large  field  of  observation  I  must  say  that  I  have 
seen  much  comfort  and  good  result  from  a  classification  in 
which  we  do  not  attempt  too  great  a  distinction  as  to  the  actual 
pathological  state  of  the  appendix  itself.  By  far  the  most  dan- 
gerous class  of  cases  that  we  have  to  deal  with  are  the  acute 
perforative  ones.  They  may  receive  the  name  of  gangrenous 
appendicitis,  acute  ulcerative  appendicitis,  septic  appendicitis, 
etc.  The  result  is,  alas  !  sadly  the  same  regarding  the  patient, 
whatever  may  be  the  classification  that  has  been  made.  The 
symptoms  are  much  alike  in  the  respective  conditions  we  have 
had  so  ably  defined  by  different  authors.  The  train  of  symp- 
toms is  fairly  well  illustrated  by  one  or  more  cases  like  the 
following. 

Mr.  R.,  pet.  25  ;  good  surroundings  in  every  respect ;  a  student 
most  of  his  life  ;  an  accountant  for  the  past  two  years  and  part- 
ner in  a  large  factory,  responsibility  constantly  increasing ; 
habits  excellent ;  scarcely  ever  complained  of  ill  health.  While 
standing  at  his  desk,  10  a.m.  Saturday,  November  19th,  1893, 
paying  his  employees,  was  seized  with  a  sudden,  severe  pain  in 
the  right  side  of  the  abdomen,  somewhat  low  down,  as  he  de- 
scribed it,  which  compelled  him  to  cease  work  for  the  time, 
though  within  an  hour  after  he  walked  nearly  a  mile  to  his 
home.  When  first  attacked  he  vomited  some,  and  a  little  more 
later  on.  He  was  seen  at  once  by  his  family  physician,  Dr. 
Kace,  who  was  then  obliged  to  give  him  morphine  hypodermat- 
ically  to  relieve  pain.  The  doctor,  from  a  careful  examination 
of  the  case,  from  the  nature  of  the  symptoms,  by  exclusion, 
covering  the  ground  thoroughly  well,  felt  sure  later  in  the  day 
and  evening  that  his  patient  was  suffering  from  perforative 
appendicitis.  He  passed  a  fairly  comfortable  night,  but  on  Sun- 
day morning  there  was  distention  in  the  right  inguinal  region, 
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with  a  tendency  to  extend  over  the  abdomen,  his  pulse  was  rapid, 
and  it  was  evident  to  the  family  that  the  urgency  of  a  consulta- 
tion and  possible  operation  (insisted  upon  by  the  family  physi- 
cian) could  not  be  delayed.     A  telegram  received  enabled  me 
to  reach  the  patient  and  to  meet  the  doctor  in  consultation  at  2 
P.M.,  a  little  more  than  twenty-four  hours  from  the  time  the 
patient  was  taken  ill.     He  now  presented  a  very  anxious  state. 
Heart's  action   was  very  feeble,  pulse  140,  and  over  the  entire 
surface  of  the  body  the  capillary  circulation  presented  a  condi- 
tion of  stasis,  being  decidedly  ecchymosed  in  many  places.     His 
respiration  was  sighing,  and  there  was  that  sunken  condition  of 
the  eyes,  the  anxious  expression  of  the  face,  the  quick  replies  to 
questions  asked,  and  restlessness,  moving  from  one  side  of  the 
bed  to  the  other ;  vomiting  small  quantities,  at  times  of  a  spinach- 
like-looking  fluid  ;  there  had  been  two  or  three  movements  of 
the  bowels,  the  quantity  of  urine  fairly  good,  but  it  was  evident 
that  his  state  was  a  very  critical  and  serious  one.     It  was  difli- 
cult  to  have  the  members  of  his  family  understand  fully  how 
serious  his  case  was.     On  direct  examination  the  abdomen  was 
not  greatly  distended,  but  there  was  a  board-like  sensation  im- 
parted to  the  Angers,  and  on  pressure  there  was  the  resistance 
of  the  abdominal  muscles  to  be  noted  in  such  cases— the  effort 
on  the  part  of  Nature  to  keep  conditions  within  the  peritoneal 
cavity  as  quiet  as  possible.     There  were  here,  in  the  general  ex- 
pression of  this  patient,  all  the  symptoms  of  septic  peritonitis. 
The  futile   attempt  was  made   by  hypodermatic   injections   of 
strychnia,  of  digitalis,  of  rectal  enemata  and  whiskey,  and  other 
nutritive  material,  to  rouse  him,  if  possible,  from  his  alarming 
condition ;  and  while  at  midnight  it  seemed  as  though  Nature 
was  able  to  rally  somewhat,  yet  at  early  dawn,  when  his  con- 
dition was  fully  explained  to  him,  as  an  intelligent  person  he 
acquiesced  in  the  operation,  now  found  absolutely  necessary  if 
anything  would  save  his  life.     And  yet  the  weakness  of  his  pulse, 
the  cyanosed  condition  of  his  extremities,  which  had  continued' 
all  gave  us  but  little  encouragement. 

We  found  a  condition  of  acute  perforation  of  the  appendix,  a 
gangrenous  extremity,  escape  of  secretions  containing  the  poi- 
sonous bacillus  coli  communis  into  the  peritoneal  cavity,  a 
malignant  septic  peritonitis  present,  no  feces  escaping,  no  pus  at 
any  point,  but  simply  flakes  of  acute  inflammatory  peritoneal 
trouble.     The  operation   was  done  as  rapidly  as   possible,   the 
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right  inguinal  region  and  pelvis  rapidly  sponged,  the  stump  of 
the  appendix  ligated  and  removed,  drainage  by  means  of  a  glass 
drainage  tube,  packing  iodoform  gauze  around  it,  and  patient 
placed  in  bed.  The  appendix  was  an  unusually  long  one,  nearly 
five  inches,  lying  loose  and  free  in  the  peritoneal  cavity,  with  a 
tendency  to  dip  down  in  the  pelvis. 

It  has  been  well  said  there  is  little  encouragement  to  the  sur- 
geon in  operating  upon  a  dying  patient,  and  such  was  the  case 
here.  The  shock  of  the  anesthetic  was  not  so  great,  but  hig 
powers  of  resistance  were  not  equal  to  the  demand  made,  and 
he  died  a  few  hours  afterward,  less  than  forty-eight  hours  from 
the  time  that  his  first  symptoms  presented.  Autopsy  showed 
DO  fluid  within  the  peritoneal  cavity.  There  was  evidence  of 
general  septic  peritonitis. 

Here  is  a  case,  to  the  Fellows  present,  unnecessary  to  review 
as  regards  the  malignant  intoxication  of  his  system  through  the 
entrance  and  rapid  multiplication  of  the  bacillus  coli  communis, 
the  acute  destructive  breaking-up  of  his  blood  supply,  the  toxic 
poisoning  being  overwhelming.  It  has  been  asserted  by  some, 
and  I  am  yet  one  of  the  number,  that  I  scarcely  believe  a  case 
like  this,  with  so  little  ability  to  resist,  recovers  under  any 
medical  or  surgical  interference ;  but  a  precisely  similar  attack 
and  very  much  the  same  train  of  symptoms  may  occur  in  some 
other  person  whose  system  has  within  it  greater  powers  of 
resistance,  and  a  happier  result  follows  :  phagocytes  or  leuco- 
cytes get  their  work  in  so  promptly  that  a  degree  of  resistance 
is  presented  to  aid  the  surgeon.  Therefore  I  believe  that  no  one 
of  these  cases  should  be  allowed  to  pass  without  the  eifort  of  a 
quick,  rapid  diagnosis  and  an  intelligent,  aseptic  operation. 

To  further  illustrate  :  J.  McC,  aet.  16,  weight  one  hundred 
and  thirty  pounds,  height  five  feet  six  inches,  who  had  grown 
rapidly  the  past  year,  had  the  appearance  of  development  equal 
to  that  of  a  young  man  of  21,  an  athlete  in  many  respects,  had 
complained  of  some  disturbance  about  his  bowels  during  April 
and  June,  1894,  but  considered  to  be  an  attack  of  indigestion 
due  to  the  eating  of  improper  food.  At  the  time  in  excellent 
health,  September  25tli  was  attacked  with  sudden  pain  in 
bowels,  followed  by  vomiting,  with  general  distress  through  the 
abdomen.  The  pain  was  controlled  by  means  of  anodynes  and 
patient  put  on  malted  milk.  Bowels  responded  to  small  doses 
of  calomel  with   Ilunyadi  water,  and  several  small  fecal  dis- 
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charges  were  secured  up  to  October  1st,  but  temperature  ranged 
from  normal  to  104°.     He  then  suffered  intense  pain  followed 
bj  great  distention  of  the  abdomen,  with  no  movement  of  the 
bowels  either  with  the  aid  of  rectal  enemata,  of  laxative  diet, 
or  medicines  given  internally.     He  vomited  more  or  less  con- 
tinuously, and  in  this  condition  I  saw  him  in  consultation  with 
Dr.   Rice,  his  family  physician,  October  5th,  1894,  when  the 
patient  presented  a  condition  of  great  distention  of  the  abdo- 
men, hiccoughing  at  times,  pulse  120,  temperature  102°,  hands 
and  feet  covered  with  a  disagreeable   perspiration,   somewhat 
cold,  and  that  condition  present,  so  often  noted  in  like  cases,  of 
great  mental  distress.     "When  told  of  his  condition  he  objected 
very  decidedly  to  an  operation,  but  was  assured  that  he  would 
die  unless  one  was  attempted.     Believing   the   appendix  was 
at  fault  and  that  an  operation  might  save  him,  it  was  urged,  his 
parents  consenting,   and   done   at  once.     Median  incision.     A 
long,  loose  appendix  was  found  extending  down  into  the  cavity 
of  the  pelvis,  where  it  had  formed  an  attachment,  and  in  doing 
so   constricted   several   loops   of    the    small   intestine,   causing 
obstruction.     The  end  was  perforated,  in  a  gangrenous  condi- 
tion, and   the  pelvis  filled  with   pus  and  bloody  serum.     The 
diseased  portion  was  rapidly  removed.     No  attempt  at  flushing 
the  abdomen  and  cavity,  or  washing  out  in  any  way,  but  thorough 
sponging  was  done  with  a  saline  solution,  a  long  glass  drainage 
tube  passed  down  to  the  bottom  of  the  pelvic  cavity  and  long 
strips  of  iodoform  gauze  passed  well  down  and  packed  around 
it.     Wound  closed  by  interrupted  silkworm-gut  sutures.     The 
discharge  continued  very  abundant  for  several  days.     The  gauze 
was  removed  at  the  end  of  forty-eight  hours  and  cavity  not 
repacked.     Glass  drainage  tube  was  kept  in  for  a  little  more 
than  twelve  days,  and  then  a  rubber  drainage  tube  substituted 
for  a  short  time  afterward.     A  catheter  was  used   for  a  short 
time  after  the  operation.     Bowels  moved  under  the  influence  of 
rectal  enemata.     Temperature  returned  to  nearly  normal,  reach- 
ing at  one  time  lOO^-",  due  to  sloughing  of  tissues  in  the  in- 
cision.    Complete  union  and  closure  of  the  drainage  tract  did 
not  occur  until  the  end  of  the  forty-third  day,  when  the  patient 
was    completely    convalescent,    bowels   moving   normally,   and 
digestion  going  on  in  a  natural  manner.     In  every  respect  he 
has  made  a  complete  recovery. 

Here  was  a  case  probably  of  acute  perforative  appendicitis. 
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but  Nature  was  able  to  resist  for  a  time  a  rapid  development  of 
septic  peritonitis.  All  of  us  have  records  of  similar  cases — 
alas  !  too  many  as  regards  our  mortality  lists.  These  are  the 
cases  that  bear  no  comparison  with  the  operation  for  relapsing 
appendicitis. 

In  the  vast  majority  of  these  cases  the  patient  gives  but  slight 
evidence  of  the  approach  of  the  terrible  illness  that  is  present- 
ing. There  is  slight  pain  and  discomfort,  possibly  a  tendency 
to  retraction,  the  drawing-up  of  the  right  leg,  all  occurring 
within  a  few  hours,  almost  before  the  physician  is  aware  of  the 
seriousness  of  the  case.  He  is  suspicious  but  does  not  make  a 
complete  and  positive  diagnosis,  when  there  comes,  as  it  were, 
an  explosion  of  symptoms  in  which  the  patient  complains  of 
great  pain.  The  latter  is  overcome  by  anodynes,  possibly,  but 
at  the  same  time  the  patient  passes  into  a  condition  of  collapse 
from  which  he  does  not  recover,  and  dies  within  a  short  period 
from  the  onset  of  the  symptoms.  The  autopsy  reveals  a  per. 
forated  appendix.  There  may  be  more  or  less  clear  yellow 
dark,  or  bloody  serum  in  the  cavity  of  the  pelvis  or  between 
the  coils  of  the  small  intestine,  but  no  pus  is  to  be  discovered. 
In  some  cases  a  fecal  concretion  or  possibly  a  foreign  substance 
is  found  just  passing  out  from  the  ulcerated  appendix,  perhaps 
has  escaped  and  is  lying  loose  in  the  peritoneal  cavity.  Nature 
has  had  no  time  to  form  adhesions  to  surround  the  appendix,  to 
protect  the  peritoneal  cavity,  and  therefore  these  become  the 
most  serious  and  dangerous  cases  we  have  to  deal  with — so 
little  time  is  afforded,  so  little  opportunity  given  for  the  recog- 
nition of  the  dangerous  condition  that  is  present;  but  to  those 
of  us  who  are  coming  constantly  in  contact,  necessarily,  with 
the  profession  at  large,  it  is  a  comfort  to  know  that  the  general 
practitioner  is  becoming  more  and  more  alert  in  reference  to 
this  classification  of  appendicitis. 

Another  variety  of  these  cases  is  the  acute  perforative  form 
associated  with  acute  suppuration.     To  illustrate  : 

Miss  M.  N.,  aet.  19,  presenting  an  excellent  history  of  health, 
had  been  eating  freely  of  grapes  the  week  previous  to  her  be- 
ing taken  ill — a  statement  very  quickly  made  by  herself  and 
mother  when  the  possibility  of  trouble  about  the  appendix  was 
suggested.  During  the  day  of  September  lotli,  1894 — Friday 
— she  had  exposed  herself  somewhat  by  sitting  upon  the  cold 
ground  while  visiting  the  cemetery.     In   the_  evening  she  was 
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seized  witli  a  severe  pain  in  the  epigastric  region ;  was  given 
a  Seidlitz  powder  by  her  mother,  but  soon  vomited.  She 
was  seen  on  Saturday  morning  by  her  physician,  Dr.  Steen- 
bergh,  who  gave  her  small  doses  of  calomel,  and  to  relieve  pain, 
which  was  very  marked  and  spasmodic  at  times — appendicular 
colic,  so-called — a  hypodermatic  injection  of  morphine.  She  had 
two  or  three  movements  of  the  bowels,  and  was  easier  Sunday 
evening,  the  17th,  when  I  saw  her  with  her  physician.  She  com- 
plained now  of  pain  located  almost  entirely  in  the  right  ingui- 
nal region,  increased  on  deep  pressure,  particularly  when  mak- 
ing use  of  the  McBurney  method  in  locating  his  point  of 
tenderness.  I  had  but  to  confirm  the  doctor's  opinion  of  ap- 
pendicitis. Her  temperature  was  101°  and  pulse  above  100. 
There  could  also  be  made  out  in  this  case  a  distinct  phlegmon, 
a  swelling,  the  much-looked  for  tumor  by  some.  I  saw  her 
early  the  morning  of  the  18th  with  the  doctor;  temperature  102°^ 
pulse  120.  There  could  be  no  doubt  now  as  to  a  condition  of 
acute  suppurative  appendicitis.  There  was  the  anxious  ex- 
pression of  the  face,  the  board-like  sensation  over  the  surface  of 
the  bowel,  with  beginning  distention.  She  was  removed  to  the 
hospital  and  I  operated  at  once.  There  was  much  effusion  of 
serum  in  and  about  the  location  of  the  appendix  and  extending 
into  the  cavity  of  the  pelvis,  the  serum  presenting  a  distinct 
yellowisli-looking  appearance,  so  indicative  in  such  cases  of  ap- 
proaching suppuration  ;  lymph  exudate  thrown  out,  holding 
coils  of  the  small  intestine,  and  at  the  junction  of  the  appendix 
with  the  cecum  a  collection  of  pus  an  ounce  or  more  in  quan- 
tity. Appendix  was  found  in  a  gangrenous  condition  ;  removed 
in  the  usual  manner ;  was  perforated  and  contained  several 
grape  seeds,  something  that  in  reality  we  seldam  meet  with.  In 
this  case  the  peritoneal  cavity  and  pelvis  were  thoroughly  washed 
out  with  saline  solution  containing  alcohol.  A  long  glass  drain- 
age tabe  was  introduced  into  the  cavity  of  the  pelvis,  and  the 
immediate  neighborhood  of  the  stump  of  the  appendix  and 
cecum  packed  with  iodoform  gauze,  which  was  changed  on  the 
third  day,  temperature  at  that  time  showing  a  slight  rise.  Pack- 
ing was  renewed,  drainage  tube  left  in  for  a  week,  the  patient 
making  an  uninterrupted  recovery.  In  this  patient  the  power 
of  resistance  undoubtedly  aided  in  her  recovery. 

A  second  somewhat  similar   case:     H.   T.,  almost  precisely 
the  same  history,  seeing  him  on  the  sixth  day  with  his   family 
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physician.  Operation.  Two  large  fecal  concretions  in  the  ap- 
pendix, looking  almost  like  kernels  of  peanuts.  Perforative, 
sloughing  condition  of  the  appendix;  adhesions  throughout  the 
small  intestine  ;  pockets  of  pus  in  every  direction.  Removal 
of  appendix;  thorough  washing  out,  thorough  drainage,  but 
death  at  the  end  of  forty-eight  hours. 

Had  this  patient  been  seen  on  the  second  or  third  day  by  the 
consulting  surgeon,  who  doubts  but  that  he  would  have  re- 
covered from  the  operation  ?  The  family  physician  in  this  case, 
a  most  lovely  man  in  every  respect,  perhaps  60  years  of  age, 
said  very  frankly  to  me  "  he  did  not  believe  any  case  of  appen- 
dicitis ever  recovered  from  an  operation," 

It  is  just  such  well-meaning  general  practitioners  that  we 
need  to  impress  more  with  the  importance  of  a  better  classifica- 
tion of  their  cases,  of  a  prompt  recognition  of  acute  symptoms, 
and  an  early  calling-in  of  the  surgeon  in  whom  they  have  confi- 
dence. 

I  might  present  many  such  cases  as  the  last  two,  a  fair  num- 
ber of  them  recovering,  but  all  belong  to  a  class  requiring  an 
early ^  prompt  operation. 

In  the  immediate  treatmetit  of  the  cavity  of  the  pelvis  in 
these  cases  I  am  inclined  to  think  that  a  thorough  mopping-out 
with  the  sponge  or  sterilized  gauze  is  quite  as  well  as,  better  than, 
too  extensive  washing.  Dr.  McBurney  has  given  us  a  good  pa- 
per on  this  subject. 

Another  form  of  appendicitis  is  the  catarrhal  relapsing  vari- 
ety, which  gives  in  many  cases  extensive  localized  adhesions, 
which  result,  I  believe,  in  some  instances  in  complete  oblitera- 
tion of  the  appendix.  In  other  cases  it  gives  us  the  thickened, 
swollen,  sensitive  appendix,  and  in  some  one  of  the  attacks  per- 
foration occurs,  when  a  train  of  symptoms  presents  very  much 
like  the  acute  perforative  ones.  In  still  other  cases,  in  some 
one  of  tiie  attacks,  suppuration  takes  place  and  an  abscess  forms 
which  may  find  its  way  external  or  becomes  that  kind  of  a  case 
in  which,  as  we  know,  the  abscess  cavity  is  emptied  into  the 
pleural  cavity  ;  emptied  into  some  portion  of  the  intestinal  tract ; 
emptied  through  the  lumbar  region,  down  the  thigii,  and  at  the 
umbilicus ;  in  the  left  inguinal  region,  particularly  when  the  ap- 
pendix is  found  drawn  over  on  that  side  (as  is  well  known,  we 
have  left-sided  appendicitis) — in  fact,  there  is  no  limit  to  the 
possibility  of  where  such  an  abscess  may  terminate.     For  these 
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latter  suppurative  cases  the  general  practitioner  is  not  yet  thor- 
oughly on  the  alert. 

Catarrlial  appendicitis  with  suppuration  is  a  form  met  with 
not  infrequently,  and  not  especially  the  result  of  any  foreign 
body  resting  in  the  appendix,  or  even  due  to  fecal  concretions. 
It  is  possible  for  it  to  result  from  some  traumatism.  We  know 
that  the  bacillus  coli  communis  has  much  to  do  with  it. 

Relapsing  Catarrhal  Appendicitis. — There  is  in  connection 
with  these  cases  an  inflammatory  condition  that  is  quite  pro- 
nounced. The  patient  will  complain  of  pain  in  the  locality  of 
the  appendix.  There  is  increased  pain  on  pressure  and  the 
McBurney  point  is  to  be  observed.  There  will  be,  in  many  in- 
stances, the  so-called  tumor.  There  is  an  increased  pulse  rate 
and  temperature  ;  in  some  instances  a  chill  or  more.  There  will 
be  constipation  present,  but  the  pain  is  not  quite  so  terrible  as 
the  spasms  or  the  suffering  that  the  patient  has  in  acute  perfo- 
rative appendicitis.  The  administration  of  a  laxative,  the  use 
of  rectal  enemata,  local  application  of  heat  or  cold,  relieves  and 
places  the  patient  in  a  condition  of  rapid  recovery.  Of  this 
class  of  cases  of  catarrhal  relapsing  appendicitis  every  j)racti- 
tioner  sees  not  a  few.  These  are  the  cases  that  give  so  favorable 
a  result  in  the  medical  treatment  of  appendicitis.  ISTo  doubt 
the  so-called  olive-oil  treatment,  keeping  the  bowels  in  a  fairly 
relaxed  condition,  does  great  good,  and,  with  or  without  the 
obliteration  of  the  appendix,  many  of  these  cases  recover  after 
one,  two,  three,  or  four  attacks ;  yet  we  know,  when  we  take 
into  consideration  the  very  small  mortality  accompanying  the 
operation  for  removal  of  the  appendix  in  relapsing  appendicitis, 
that  the  death  rate  is  not  as  great  as  in  cases  where  the  catarrhal 
appendicitis  becomes  more  dangerous  with  each  attack,  with  ul- 
ceration or  perforation  occurring  finally,  peritonitis  and  death 
resulting  as  in  the  cases  of  acute  perforative  appendicitis.  In 
these  cases  of  catarrhal  relapsing  appendicitis  the  irritation  may 
be  alone  within  the  appendix,  which  produces  a  more  prolonged 
inflammatory  condition  ;  the  patient  may  still  recover,  but  the 
appendix  is  left  strictured  at  points,  a  stenosis  presents,  and  the 
patient  in  these  cases  has  a  more  or  less  constant  condition 
called  appendicular  colic.  "When  the  inflammatory  condition  is 
confined  to  the  appendix  only,  it  is  astonishing  how  enormously 
distended  it  will  become  at  times.  The  description  of  the  pain 
in  these  cases  is   exceedingly  interesting.     If  the  appendix  is 
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long  it  will  sometimes  reach  back  underEeatli  the  mesentery 
of  the  cecum — is  found  not  infrequently  behind  the  cecum, 
up  toward  the  lumbar  region  ;  if  an  abscess  results  it  may  be 
opened  at  this  point,  all  or  a  portion  of  the  appendix  removed, 
the  peritoneal  cavity  not  entered,  followed  by  recovery.  These 
cases  of  chronic  relapsing  appendicitis  give  at  times  marked 
constipation  and  threatened  obstruction  of  the  bowels,  particu- 
larly if  the  appendix  is  long  in  its  anatomical  structure  and  dips 
down  in  the  pelvis  ;  or  it  will  form  adhesions  elsewhere  and  be- 
come the  band  that  constricts  even  portions  of  the  large  intes- 
tines, not  infrequently  the  small  intestine,  producing  complete 
obstruction.  In  other  cases  the  appendix  may  be  very  short;  it 
drops  down  into  the  lower  portion  of  the  inguinal  region,  attach- 
ing itself  to  the  inferior  and  lateral  walls  of  the  pelvis,  and 
becomes  adherent.  Suppuration  may  occur  and  pus  form,  but 
the  adhesions  have  shut  off  the  appendix  from  the  peritoneal 
cavity,  and  we  have  now  that  class  of  cases  such  as  have  been 
operated  upon  for  many,  many  years  by  the  Hancock-Parker 
operation,  almost  uniformly  recovering,  and  yet  even  here  it  will 
be  safer  for  our  patients  to  have  an  early  operation  after  one  or 
two  well-marked  attacks  of  catarrhal  appendicitis. 

I  would  say,  then,  in  making  a  classification  of  appendicitis, 
let  us  adhere  as  closely  as  possible  to  the  line  of  conserva- 
tism, keeping  constantly  in  mind  the  possible  anatomical  struc- 
ture and  position  of  the  appendix,  as  is  illustrated  to  us  who 
are  operating  more  or  less  constantly,  but  which  is  not  so  firmly 
fixed  in  the  mind  of  the  general  practitioner.  Let  me  empha- 
size: make  our  classification  of  appendicitis  as  simple  as  possible. 
We  must  overcome  the  impression  that  prevails  in  the  mind  of 
the  general  practitioner  that  a  foreign  substance  causes  all  the 
trouble.  We  know  this  is  the  case  in  only  a  minority  of  our  pa- 
tients.    The  bacillus  coli  communis  is  the  important  factor. 

I  would  say,  then,  we  have  : 

First,  acute  perforative  appendicitis,  such  as  I  have  de- 
scribed. 

Second,  catarrhal  appendicitis — a  pathological  condition  due  to 
the  bacillus  coli  communis,  possibly  some  traumatism,  possibly 
some  foreign  substance,  relapsing  in  its  character,  one  or  more 
attacks  occurring  with  shorter  or  longer  intervals.  In  some  cases 
it  is  accompanied  with  suppuration  and  abscess  within  or  without 
the  peritoneal  cavity  ;  in  some  cases  the  attack  results  in  perfora- 
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tion,  causing  death,  very  much  as  in  acute  perforative  appen- 
dicitis. 

The  diagnosis  in  all  these  cases  should  be  made  as  clear  and 
distinct  as  possible,  and  the  earlier  the  better. 

Acute  perforative  appendicitis,  with  or  without  suppuration, 
requires  but  one  line  of  treatment,  and  that  is  surgical  interfer- 
ence ;  and  these  are  the  cases  which  we  have  not  yet  succeeded 
in  rescuing  to  the  extent  of  making  our  mortality  lists  anything 
but  large.  The  earlier  the  diagnosis  is  made  by  the  family 
physician,  and  the  sooner  the  operation  is  done  in  the  future,  the 
greater  will  be  our  recovery  list. 

I  wish  it  to  be  distinctly  understood  that  in  doing  the  operation 
in  these  cases  they  are  not  to  be  confounded  with  cases  of  relaps- 
ing appendicitis  or  removal  of  what  is  really  almost  a  normal 
appendix.  These  forms  of  catarrhal  appendicitis  I  have  referred 
to  sufficiently.  If  the  patient  has  but  the  one  attack  we  will 
probably  find  that  neither  they  nor  ourselves  as  operators  feel 
like  having  an  operation ;  but  when  the  second  attack  presents, 
the  third,  fourth,  etc.,  then  an  operation  would  seem  to  be  abso- 
lutely necessary,  as  the  rate  of  mortality  has  been  so  decidedly 
small. 

Within  a  period  of  eighteen  months  I  have  done  fifteen  of 
these  operations  without  a  death,  and  have  found  the  appendix 
in  all  conditions  imaginable— short  and  long,  obliterated  to  a 
mere  string,  in  other  cases  enlarged,  elongated,  and  swollen, 
with  adhesions  very  extensive  and  embarrassing,  in  some  cases 
associated  with  a  sinus  still  discharging  from  a  previous  abscess 
very  few  cases  presenting  a  foreign  substance,  fecal  concretion 
or  otherwise. 

In  this  short  paper  I  have  made  no  attempt  to  enter  into  the 
pathology  and  pathological  changes  of  the  appendix  itself.  This 
ground  has  been  thoroughly  covered  in  many  able  articles  al- 
ready published.  IS'or  do  I  know  that  I  have  accomplished  much 
in  simplifying  the  subject;  but  I  would  most  earnestly  ask  of 
the  Fellows  of  our  Association,  when  talking  with  the  general 
practitioner,  the  family  physician,  when  lecturing  to  their  stu- 
dents, to  simplify  the  subject  as  much  as  possible.  It  is  some- 
times distressing  to  hear  the  earnest,  hard-worked  country  or 
city  practitioner  attempt  to  enter  into  the  minute  description  of 
the  particular  variety  and  form  of  appendicular  trouble  with 
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which  he  believes  his  patient  is  afflicted.  Let  us  impress  upon 
them  the  importance  of  not  making  the  error  of  considering  the 
case  to  be  one  which  it  really  is  not,  overlooking  the  true  con- 
dition. Rather  let  us  make  our  consultation  visit  one  that  assists 
in  a  clearer,  more  correct  diagnosis  ;  one  that  does  not  mystify, 
but  really  aids. 
28  Eagle  street. 


TREATMENT  OF  HYPERPLASTIC  CONDITIONS  OF  THE  UTERUS.' 


BY 

WILLIAM  A.   B.   SELLMAN,  M.D., 
Professor  of  Diseases  of  Women  and  Obstetrics,  Baltimore  University. 


(With  illustration.) 


In  the  first  place,  I  desire  to  explain  what  is  meant  by  hyper- 
plastic conditions  of  the  uterus.     Dr.  T.   G.  Thomas,  in  early 
editions  of  his  "  Text  Book  on  Gynecology,"  recognized  a  condi- 
tion which  he  named  "chronic  metritis  "  and  another  condition 
which   he  termed  "areolar  hyperplasia."     I  have   always    ad- 
mired and  indorsed  this  distinction,  and  it  is  one  which  should 
not  be  dropped.     According  to  our  views  on  this  subject,  we  do 
have  a  chronic  inflammatory  condition  where  the  uterus  is  soft, 
edematous,  size  increased,  and  an  increased  amount  of  blood  in 
the  organ.     We  would  call  this  metritis.     But  the  condition  the 
treatment  of  which  we  propose  to  discuss  goes  further.     There 
is  permanent  blood  stasis  ;  the  blood  is  not  carried  out  of  the  ute- 
rus as  rapidly  as  it  is  received.     The  vessels  become  distended, 
their  walls  lose  their  tonicity,  and  certain  elements  of  the  blood 
contained   within  them,  by  a  method  of  exosmosis,  pass   into 
the  cellular  tissue  or  perhaps  even  between  the  muscular  strife. 
"  The  size  of  the  organ  is  increased  by  this  excessive  amount  of 
blood  and  serum.     There  is  pressure  made  upon  sensitive  nerve 
filaments,  which  gives  rise  to  the   pain  and  sensitive  condition 
experienced  by  patients  suffering  from  this  disease.     Plastic 
material  is  thrown  out  into  the  walls  of  the  uteru.*.     Xature  at- 
tempts to  take  care  of  this  material,  and  does  absorb  it  to  a  cer- 
tain extent,  but  her  powers  are  insufficient  in  many  instances  to 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologista, 
September,  1895. 
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take  up  from  the  uterine  tissues  the  material  thus  thrown  out  of 
the  circulation.  Again,  this  increase  of  circula- 
tion taking  place  during  the  condition  we  term 
*'  chronic  metritis"  causes  an  over-nutrition  of  the 
muscular  fibres  and  of  the  utricular  glands.  The 
result  is  that  we  have  a  thickening  of  the  walls  of 
the  uterus  due  to  this  increase  of  muscular  tissue? 
and  we  have  besides  a  larger  amount  of  secre- 
tion taking  place  in  the  glands  located  in  the 
walls  of  the  organ.  This  accounts  for  two  con- 
ditions that  we  find  present  in  hyperplasia  of  the 
uterus,  viz.,  increase  in  size  and  weight,  and  also 
for  the  enormous  quantity  of  glairy,  white-of- 
egg  secretion  that  flows  out  of  the  cavity  of  the 
uterus.  Thrust  a  small,  pointed  knife  or  the 
spear-pointed  instrument  of  Buttle  into  the  tis- 
sues of  the  uterine  cervix  and  you  will  have 
considerable  hemorrhage  ;  in  fact,  you  will  not 
only  have  divided  some  of  the  over-distended 
blood  vessels,  but  you  will  have  given  exit  to 
extravasated  blood  which  was  in  the  cellular  and 
muscular  tissues.  On  account  of  the  intimate 
connection  and  condition  of  circulatory  anasto- 
mosis existing,  the  circulation  between  the  ute- 
rus, the  Fallopian  tubes,  and  the  ovaries,  at  the 
time  we  have  the  over-supply  of  blood  in  the 
tissues  of  the  uterus,  at  the  same  time  we  have 
an  increase  of  blood  in  other  organs  connected 
with  the  pelvic  circulation, 

]^ow  in  regard  to  treatment.  We  must  first 
unload  the  over  distended  blood  vessels,  thereby 
reducing  the  size  and  weight  of  the  uterus,  and 
enable  Nature  to  absorb  the  materials  that  may 
have  been  thrown  out  into  the  tissues — punctur- 
ing the  cervix  uteri  with  Buttle's  spear-pointed 
knife,  penetrating  deeply  into  the  tissues,  allow- 
ing free  hemorrhage  to  take  place  through  the 
openings,  not  only  dividing  the  capillaries  but 
allowing  also  the  material  exuded  between  the 
tissues  to  be  discharged.  The  local  blood-letting  ^eiiman's  reamer, 
does  not  depress  the  patient,  or  the  efiect  is  entirely  local.     In 
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most  cases  the  uterine  tissues  are  swollen  and  there  is  so  much 
pressure  exerted  toward  the  cavity  of  the  uterus  that  it  is  with 
difficulty  that  the  accumulations  contained  within  the  cavity  find 
an  opportunity  to  be  discharged.  Dilate  the  uterine  canal,  when 
you  commence  treatment,  by  the  rapid  method,  and  enlarge  this 
opening  by  introducing  a  reamer,  which  cuts  away  any  dense 
structures  which  may  give  rise  to  a  strictured  condition.  Be- 
sides, this  reaming  process  opens  the  closed  ducts  or  openings 
of  the  glands  and  allows  their  secretions  to  be  discharged  into 
the  uterine  cavity.  Then  pass  a  strip  of  iodoform  gauze  into 
the  canal,  not  sufficient  to  pack  it,  but  merely  to  act  as  a  drain 
and  prevent  accumulation  of  material  in  the  uterine  cavity. 
Swabbing  the  endometrium  with  iodine  and  carbolic  acid  is  an 
efficient  aid  to  the  treatment. 

The  vagina  is  lightly  packed  with  iodoform  gauze  and  below 
that  a  dry  cotton  tampon.  These  dressings  act  as  a  pessary 
and  at  the  same  time  absorb  the  secretions.  The  intrauterine 
drain  should  be  changed  every  twenty-four  hours,  but  the  iodine 
and  carbolic  applications  made  only  every  four  to  six  days. 
Use  your  judgment  in  regard  to  the  use  of  cauterizing  agents. 
Every  third  day  introduce  an  electrode  (metal  wrapped  with 
cotton,  moistened  with  water)  attached  to  the  negative  pole  of 
the  faradic  current,  placing  a  moistened  felt  pad  with  positive 
attachments  on  the  abdomen  over  the  fundus  of  the  uterus.  I 
prefer  the  secondary  current  with  a  coil  of  small  wire  of  mode- 
rate length.  If  the  patient  is  very  sensitive  and  nervous  use 
a  longer  coil.  The  application  is  kept  up  for  twenty  to  twent}-- 
five  minutes.  This  treatment  causes  contraction  in  the  mus- 
cles of  the  uterus,  and  a  certain  amount  of  blood  is  forced  out 
of  the  blood  vessels  by  the  effect  of  the  current.  Yery  fre- 
quently, after  making  use  of  the  intrauterine  electrode,  we 
introduce  a  cup-shaped  one  into  the  vagina,  placing  the  cervix 
in  the  cup  and  passing  the  current  for  eight  to  ten  minutes 
longer.  Vaginal  douches  of  carbolized  hot  water  are  used  each 
day.  The  nurse  or  patient  herself  removes  the  vaginal  and 
uterine  packings  before  the  administration  of  the  douche,  and 
the  dressings  are  replaced  by  the  physician.  The  patient  is 
allowed  moderate  exercise  and  her  diet  should  be  wholesome 
and  nutritious.  In  regard  to  internal  medication,  keep  the 
bowels  active  each  day  by  the  use  of  saline  cathartics.  Admin- 
ister tiuid  extract  of  ergot  in  twenty-minim  doses  three  times 
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a  daj,  and  frequently  order  Fowler's  solution  of  arsenic  in  five- 
ininira  doses  three  times  a  day.  Bromides  of  potash,  soda,  and 
ammonium  are  required  if  the  patient  is  nervous  and  excitable. 
Insist  upon  the  patient  entering  the  hospital  or  sanitarium 
whenever  it  is  possible  for  her  to  do  so,  under  the  care  and 
attention  of  trained  attendants,  securing  good  and  nutritious 
food,  with  regular  and  sufficient  sleep,  freedom  from  the  annoy- 
ing happenings  which  will  occur  when  she  receives  treatment 
at  her  home. 

When  the  circulatory  equilibrium  has  been  established  in  the 
pelvic  organs  most  of  the  sympathetic  disorders  present  in 
other  organs  of  the  body  will  disappear. 

No.  5  East  Biddle  street. 


SOME  REFLECTIONS  ON  CONDITIONS   AND  METHODS 
FAVORING  SUCCESS  IN  ABDOMINAL  SURGERY.' 


BY 

WALTER  B.  CHASE,  M.D., 
Brooklyn,  N.  Y. 


There  are  in  all  celiotomies  the  undetermined  factors,  some 
of  which  will  become  apparent  at  the  operation,  some  immedi- 
ately subsequent  to  it,  and  others  will  elude  the  grasp  of  careful 
inquiry. 

Why  the  shock  in  one  case  expends  itself  on  the  organs  of 
circulation,  inducing  cardiac  paralysis;  in  another  on  the  excre- 
tory function,  suspending  the  elimination  of  urea ;  or  in  a  third 
by  the  arrest  of  respiration,  is  beyond  the  ken  of  the  medical 
expert.  While  one  patient  escapes  the  risk  of  sepsis  or  peri- 
tonitis which  from  the  standpoint  of  the  careful  observer  seems 
imminent,  and  another  falls  a  victim  to  it  when  the  liability  was 
apparently  least,  the  fact  that  in  one  instance  it  is  attributable 
either  to  the  skill  or  want  of  skill  of  the  operator,  to  heredity, 
to  individual  idiosyncrasy,  or  some  other  occult  cause,  is,  after 
all,  an  admission  of  our  ignorance.  However,  this  very  limita- 
tion of  knowledge  is  no  excuse  or  palliation  for  not  making  the 
most  careful  plans  whereby  the  patient  can  be  saved  from  un- 

1  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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foreseen  and  nndefinable  disaster.     The  limitations  and  mani- 
festations of  vital  force,  as  witnessed  in  functional  and  organic 
life,  are  seemingly  as  difficult  of  apprehension  and  understand- 
ing as  the  higher  Power  which  launched  them  into  being.     The 
fact  is  never  to  be  lost  sight  of  that  no  one  can  be  held  re- 
sponsible for  conditions  and  circumstances  over  which  he  has  no 
control.     So,  also,  at  its  best,  human  judgment  in  matters  which 
from  their  very  nature  are  doubtful  and  problematical  should 
not  in  justice  be  held  as  infallible.     But  in  the  realm  of  abdom- 
inal surgery  so  much  is  known  or  knowable  that  failure  to  obtain 
such   facts  as  are  open  to  the  most   searching  investigation  is 
little  less  than  criminal.     For  this  reason  success  in  abdominal 
surgery  is  not  an  accident,  nor  is  it  a  fruit  of  sudden  growth  ; 
neither  is  it  the  rapid  and  forced  development  of  a  full-fledged 
specialist,  born  under  the  shadow  of  a  medical  college  or  set  in 
motion  by  the  act  of  a  State  examining  board.     With  this  class 
of  practitioners  their  highest  attainments  do  not  antedate  years 
of  patient  study  and  application,  and  their  best  records  have  not 
been  mellowed  by  the  discipline  of  failure  and   mistakes,  nor 
strengthened  by  long  periods  of  unremitting  labor  and  patient 
observation.     Real  success  in  its  highest  manifestation  is  rather 
due  to  the  harmonious  blending  of  natural  endowments,  thor- 
ough  scientific   acquirements,  and    a    patient   and    progressive 
cultivation   of   the   practice   of   surgery.      This   means    much. 
Some  men,  however  superior  their  mental  endowments,  excep- 
tional their  opportunities,  and  ardent  their  desire  for  high  at- 
tainments in  this  field,  will  fail  because  of  natural  unfitness  for 
such  a  line  of  work.     They  may  lack  sound  judgment  of  what 
it  is  wise  to  do  or  not  to  do,  or  be  wanting  in  dexterity  of  man- 
ipulation ;  their  technique  is  faulty,  or  they  may  not  possess  con- 
fidence in  themselves  to  grajjple  with  unseen  difficulties  or  un- 
suspected complications,  any  of  which  might  prove  fatal  to  the 
undertaking.     With  this  there  must  be  such  entire  subordination 
of  ambition   to  duty  as  will  keep  the  surgeon  on  the  high  plane 
of  right  doing. 

The  conscienceless  operator,  who  prostitutes  his  exalted  call- 
ing to  base  and  selfish  pur])oscs  that  he  may  thereby  add  to  his 
clientele,  should  be  driven  from  the  ranks  t»f  enlightened  society. 
Human  life  is  too  precious  to  be  trifled  with,  and  the  aspirant 
who  lacks  the  judicial  quality  of  mind  which  fits  him  to  weigh 
the  reasons  ^>r9  and  con  should  refrain   from  passing  judgment 
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on  interests  so  saored.     This  implies  that  the  moral  and  judicial 
qualities  must  be  in  harmonious  ascendancy. 

Another  vital  qualification  to  tlie  best  work  in  celiotomy  is  a 
thorough  mastery  of  normal  anatomy  and  physiology,  and  an 
equally  quick  perception  to  recognize  the  changed  relation  of 
the  structures  in  disease  and  their  pathology.  This  involves 
the  possession  of  such  an  exercise  of  the  faculty  of  sound  judg- 
ment and  accurate  observation  as  will  enable  its  possessor  to 
correct  and  modify  his  diagnosis  at  every  step  of  an  operation. 
This  perfect  equipoise  of  mind  and  capal)ility  of  grappling  with 
unexpected  conditions  is  one  of  the  highest  qualifications  for 
successful  work ;  and  should  he,  from  mistaken  diagnosis,  en- 
counter a  cyst  of  the  cord  instead  of  inguinal  hernia,  a  hydro- 
salpinx supposed  to  have  been  an  ovarian  cyst,  or  tuberculosis 
within  the  area  of  the  right  iliac  fossa  instead  of  appendicitis, 
he  will  suffer  no  embarrassment  and  his  patient  no  increased 
hazard. 

Entire  familiarity  with  the  principles  of  modern  surgical  pro- 
cedure and  proficiency  in  technique  is  not  enough,  but  with  its 
possession  there  must  be  the  conscious  ability  to  apply  and  put 
in  orderly  operation  all  this  knowledge.  It  is  this  combination 
of  endowments  and  acquirements  which  makes  the  basis  of  the 
highest  success.  These  qualities  of  head  and  heart  have  given 
us  the  McDowells  and  the  Simses,  the  honored  founders  of 
American  Gynecology,  and  the  courage  and  patience  of  these 
ideal  leaders  should  remain  a  perpetual  inspiration  to  those  who 
seek  for  new  and  higher  attainments.  Again,  concentration  of 
effort  in  one  line  of  work,  with  freedom  from  "  distracting  care," 
is  a  powerful  aid  to  proficiency.  The  worker  who  diffuses  his 
efforts  over  the  whole  domain  of  medical  and  surgical  practice 
must  not  expect  the  highest  excellence  in  special  lines  of  work. 
Among  the  many  considerations  which  enter  in  as  factors  of  suc- 
cess or  failure  in  celiotomy,  few  will  be  mentioned.  One  of  the 
most  important  is  proper  preparation  of  the  patient,  and,  unless 
emergency  forbids,  it  should  never  he  neglected.  If  the  health 
of  the  patient  is  seriously  impaired  from  the  condition  requiring 
operation,  from  inability  to  take  proper  exercise,  or  from  other 
coincident  disease,  effort  should  be  made,  hygienic  or  therapeutic, 
for  its  improvement.  The  state  of  the  general  health,  the  con- 
dition of  the  heart,  kidneys,  and  nervous  system,  should  be 
thoroughly  investigated. 


750  CHASE  :    SOMK    REFLECTIONS    ON    CONDITIONS    AND 

The  question  of  renal  sufficiency,  as  related  to  the  average 
excretion  of  urea  per  diem,  is  of  the  highest  importance.  With 
such  knowledge  the  surgeon  will  then  be  prepared  to  give  intel- 
ligent advice  as  to  the  propriety  of  an  operation  not  only,  but  to 
inform  the  patient  or  friends  as  to  the  probable  risk  to  be  en- 
countered. Then,  if  failure  follows,  the  danger  will  have  been 
properly  understood  and  the  surgeon  saved  unavoidable  censure; 
for  in  the  presence  of  grave  disease  from  which  the  patient  will, 
if  not  relieved,  necessarily  become  unfitted  for  duty,  or  perhaps 
perish,  risk,  both  as  regards  the  operation  jy(e/'  se  and  the  hazard 
incident  to  the  use  of  anesthesia  from  disease  of  the  heart, 
kidneys,  or  other  organs,  and  from  shock,  hemorrhage,  peritonitis, 
or  sepsis,  is  certainly  justifiable,  but  to  what  extent  it  should 
be  assumed  will  depend  on  the  consent  of  the  patient  or  friends 
and  the  judgment  of  the  operator.  Skill  in  selection  of  the 
anesthetic  and  its  administration  will  receive  due  attention. 
The  alimentary  canal  should  be  thoroughly  empty  at  the  time  of 
a  celiotomy.  The  power  to  inspire  the  confidence  of  the  patient 
in  the  result  of  an  operation  adds  much  to  the  favorable  issue. 
As  a  rule,  when  the  patient  is  demoralized  by  fear  and  the  need 
of  interference  is  imperative,  make  the  hour  for  operation  the 
earliest  practicable.  Shock  from  fear  is  highly  mischievous. 
The  surroundings  of  the  patient,  the  operating  room,  the  assist- 
ants, the  nurses,  the  instruments,  the  dressings — in  sliort,  all  that 
enters  into  the  preparation  for  an  operation,  down  to  the  minut- 
est detail,  demands  the  most  careful  preparation.  Few  things 
add  more  to  the  favorable  outcome  of  an  operation  than  the 
hearty  and  intelligent  co-operation  of  assistants  and  nurses. 
This  familiarity  requires  time  and  training,  so  that  assistants  or 
nurses  shall  be  able  to  anticipate  the  wants  of  an  operator,  but 
it  is  wortli  all  the  time  and  effort  it  costs.  Everything  which 
shortens  the  period  of  anesthesia  and  the  time  of  the  operation 
itself,  witiiout  the  sacrifice  of  proper  technique,  should  be  studi- 
ously followed. 

Nothing  contributes  more  to  such  ends  tluui  thi>n»ugli  provi- 
sion for  every  possible  or  remote  emergency.  How  many  pa- 
tients have  been  sacrificed  for  the  want  of  some  special  heart 
stimuhtnt  or  the  absence  of  a  neeilful  instrument  or  appliance  ! 
Facilities  for  quickly  changing  the  position  of  the  patient  to  or 
from  the  Trendelenburg  position,  or  from  one  aide  to  the  other, 
should  be  the  best.     Notliing  short  of  perfection,  so  far  as  attain- 
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able,  in  these  details  will  satisfy  the  conscientious  surgeon  The 
necessity  for  the  strictest  aseptic  precautions  is  so  universally 
recognized  as  to  require  no  comment.  As  a  rule  very  little  time 
should  be  required  in  entering  the  peritoneal  cavity.  The  inci- 
sion should  be  as  short  as  possible,  but  long  enough  so  that 
valuable  time  and  fruitless  effort  should  not  be  sacrificed  to 
needed  room  for  rapid  and  easy  manipulation. 

If  the  subject  is  a  woman  always  have  the  vagina  sterilized 
as  emergency  may  arise  which  makes  drainage'  through  that 
channel  indispensable;  particularly  so  when  gauze  packing  is 
required  to  check  oozing  from  raw  surfaces  unavoidably  made 
by  enucleation  of  large  growths,  or  where  free  drainage  is  im- 
perative from  surfaces  already  septic.  If  possible,  see  that  no 
raw  surfaces  are  left  intraperitoneal.  Use  absorbable  material 
for  intraperitoneal  ligatures  and  sutures  whenever  admissible 
If  catgut  IS  selected  use  dry  or  from  alcohol.  Great  care  should 
be  exercised  that  it  remain  hygroscopic  until  its  introduction 
into  the  living  structure,  for  then  absorption  of  fluids  renders 
the  ligatures  tighter  and  thereby  diminishes  the  liability  to 
nemorrhage.  "^ 

One  important   point  should  be  remembered:  never  in   tying 
catgut  trust  to  a  surgeon's  or  square  knot,  but  tie  again    or 
even  two  extra  knots.     This  is  needful  to  prevent,  under  some 
conditions,  maceration  of  the  ends  of  the  ligature  and  consequent 
untying.     Doubtless  this  fact  has  been  misleading  and  has  pre- 
judiced many  operators  to  discard  its  use,  supposing  failure  re- 
suited    from   inadequate   tensile   resistance,    when   in   fact   the 
ligature  had  untied.     This  untying  is  peculiarly  liable  when  the 
free  ends  of  the  ligature  chance  to  remain  in  the  presence  of 
serum   or   on  mucus-secreting  surfaces.     It  is  usually  safe  to 
assume  m  plastic  work,  where  there  is  only  moderate  tension  on 
approximating  structures,  union  will,  if  ever,  take  place  before 
the  catgut  is  absorbed,  and  if  union  is  delayed  silk  will  not 
remedy    the  defect.     If  silk  is  selected  use  the  smallest   size 
compatible  with  safety.     Whatever  form  of  needle  is  employed 
see  that  it  is  no  larger  than  is  needed  to  safely  penetrate  the  tis! 
sue  and  carry  a  thread  large  enough  for  safety,  either  as  ligature 
or  suture;  as  far  as  possible  see  that  the  suture  material  fills  the 
opemng  made  by  the  needle.     Larger  needles  than  necessity 
requires  cause  needless  exposure  of  structure  and  induce  avoid- 
able hemorrhage.     Great  care  should  be  exercised  not  to  tie 
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ligatures  too  tightly ;  they  are  more  often  too  tight  than  too 
loose.     The  amount  of  pressure  required  to  effectually  close  a 
blood  vessel,  particularly  when  in  direct  contact  with  the  whole 
circumference  of  the  vessel  and  held  in  position  by  adjacent 
structures,  is  not  very  great.     Special  care  is  needful  when  the 
structures  are  soft  and  friable  from  disease.    I  recently  witnessed 
an  operation  in  which  fatal  secondary  hemorrhage  occurred  from 
too  tightly  tying  the  ovarian  artery.     As  a  rule,  unless  position 
and  gravity  are  greatly  in  your  favor,  do  not  be  too  certain  that 
you  can  cleanse  the  peritoneal  cavity  by  irrigation.     If  septic 
material  escapes  from  some  isolated  surface  or  cavity  during  an 
operation,  better  trust  a  skilled  assistant  to  remove  it  by  the  use 
of  heavy  gauze  sponges.     Otherwise  a  liability  to  scatter  the 
poison    to    new   locations   more   than    balances   the   advantage 
obtained.     If  diffused  septic  conditions  of  the  peritoneum  are 
already  present,  much  may  be  accomplished  by  thorough  irriga- 
tion and  proper  drainage.     There  is  no  necessity  in  the  toilet  of 
the  peritoneum  to  remove  every  drop  of  blood  or  serum.     Its 
capacity  for  disposing  of  not  only  these,  but  some  germs,  is  well 
recognized.     It  is  safe  practice  not  to  resort  to  antiseptics  or 
germicides  within  the  peritoneal  cavity,  the  exception  being  the 
sponging  of  limited  areas  which  are  likely  to  prove  the  foci  of 
new  disturbances.     The  question  of  drainage  is  one  of  transcend- 
ing importance.     It  should  never  be  resorted  to  except  for  very 
substantial  reasons,  and  is  to  be  dispensed  with  at  the  earliest 
possible  moment.     In  certain  conditions  drainage  is  imperative, 
and  without  it  the  chances  of  recovery  would  be  n  il.     The  doubt- 
ful cases  are  tiie  puzzling  ones.     This  question  must  be  deter- 
mined by  the  judgment  of  the  surgeon  on  the  merits  of  the 
individual    case.     Material    for    drainage    will    vary   witli    the 
several  indications  present  and  the  preference  of  the  operator. 
It  may  consist  of  glass,  rubber,  or  gauze.     If  gauze,  one  precau- 
tion should  always  be  taken,  viz.,  to  turn  in  or  stitch  over  the 
cut  edges  of  the  gauze,  so  that  shreds  of  cloth  or  ravellings  shall 
not  become  detached   or  left  within  cavities  which  are  about 
closing.     If  deemed  best  to  fill  any  considerable  cavity  from 
above  downward  with  gauze,  there  is  often  an  advantage  in 
using  the   Mikulicz  drain,  on   account  of  the  greater  ease  of 
removal.     Under  other  conditions  candle-wicking  is   superior. 
Its  removal  is  likely  to  be  much  easier,  for  it  can  be  separated 
by  piecemeal  and  is  thereby  less  likely  to  disturb  adhesions  or 
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cause  hemorrhage.  When  circumstances  will  admit,  experience 
amply  proves  that  tbrough-and-through  drainage  has  manifest 
advantages.  It  should  never  be  forgotten  that  every  contact 
made  with  raw  surfaces,  particularly  the  peritoneal,  results  in 
shock  and  to  a  degree  lowers  the  vital  resistance  of  these 
structures ;  consequently  undue  manipulations  should  be  scru- 
pulously avoided. 

The  method  of  closing:  the  abdominal  wall  varies  with  the 
preference  and  experience  of  the  individual  surgeon.  Either 
method,  by  layer  or  en  masse,  shows  entirely  satisfactory  results. 
Certainly  more  time  and  skill  are  required  in  approximating  the 
distinct  structures  of  the  abdominal  wall.  Serious  objection 
rests  against  buried,  unabsorbable  sutures,  for  their  liability  to 
cause  subsequent  trouble  does  not  compensate  for  the  added 
risk.  Better  close  the  wall  en  masse,  and  for  this  nothing  can 
be  better  than  silkworm  gut.  As  to  after-treatment,  hot  water 
to  quiet  gastric  irritability  and  thirst,  and  an  early  movement  of 
the  bowels  as  is  permissible  with  increased  peristalsis,  meet  the 
indications  in  most  uncomplicated  cases. 

Ample  time  for  the  thorough  recovery  of  the  abdominal 
wound  is  for  every  consideration  wise  and  economical.  While 
proper  regard  should  be  had  for  the  views  of  others,  if  the 
weight  of  personal  observation  and  experience  is  ignored  the 
chances  are  that  one's  own  train  of  reasoning  will  become  illogi- 
cal and  deceptive  and  his  methods  vacillating  and  untrust- 
worthy. Happy  the  surgeon  who  is  conscious  of  the  fact  that 
the  citadel  of  his  power  is  within  himself  ! 

291  Hancock  street. 

RUPTURED  INTERSTITIAL  PREGNANCY. i 


L.  H.  DUNNING,  M.D., 

Professor  of  Diseases  of  Women  in  the  Medical  Collegre  of  Indiana  ;  Consultant 

Gynecologist  to  the  City  Hospital  and  Dispensary, 

Indianapolis,  Ind. 


It  is  my  purpose  to  treat  of  ruptured  interstitial   pregnancy 
occurring  before  the  Hf th  month.     There  are  at  most  but  three ' 

1  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 

2  Webster  :  "  Ectopic  Gestation,"  p.  82. 
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cases  on  record  in  which  the  rupture  has  taken  place  into  the 
broad  ligament.  I  shall  speak  only  of  those  in  which  the  rupture 
occurs  into  the  peritoneal  cavity. 

Since  an  experience  with  a  case  last  April  I  have  read  all 
the  literature  upon  the  subject  within  my  reach,  and  it  has 
become  plain  to  rne  that  this  form  of  ruptured  ectopic  gestation 
has  not  received  the  consideration  the  importance  of  the  subject 
demands. 

In  the  vast  experience  of  Mr.  Tait  up  to  the  time  of  the  publi- 
cation of  the  first  volume  of  his  book  upon  "  Diseases  of  Women 
and  Abdominal  Surgery,"  '  he  had  not  found  a  single  case  of  rup- 
ture of  this  form  of  abnormal  pregnancy  upon  the  operating 
table.  He  had,  however,  examined  a  specimen  removed  on 
autopsy.  From  this  case  he  drew  conclusions  which  stand  with 
one  other  made  by  Webster,"  so  far  as  I  am  able  to  learn,  as 
the  only  suggestions  of  the  proper  mode  of  procedure  in  this 
class  of  cases.  Mr.  Tait's  suggestions  are  :  1.  If  a  case  of  inter- 
stitial pregnancy  be  diagnosed  before  rupture  (which  he  thinks 
is  not  possible),  he  would  dilate  the  cervical  canal,  divide  the 
septum  separating  the  uterine  from  the  gestation  cavity,  and 
empty  the  cornual  cavity  of  the  products  of  gestation,  delivering 
them  by  the  natural  way.  2.  In  case  of  rupture  into  the  perito- 
neal cavity  Tait's  suggestion  is  to  perform  abdominal  hysterec  - 
tomy  promptly.  He  believes  that  in  the  case  furnishing  the 
specimen  he  examined  this  could  have  been  easily  effected. 

Webster's  suggestion  is :  "  If  the  gestation  were  early  it 
might  be  possible  to  remove  the  ovum  and  close  the  cavity  very 
thoroughly  in  the  manner  recommended  by  Martin  for  the  clo- 
sure of  the  cavity  in  the  wall  of  a  uterus  after  enucleation  of  an 
interstitial  fibroid."  ' 

The  following  is  a  brief  history  containing  the  salient  points 
of  my  case. 

April,  1895, 1  was  called  by  Dr.  E.  C.  Reyer,  of  our  city,  to  see 
Mrs.  A.,  who,  he  stated,  had  ectopic  gestation.  Upon  my 
arrival  at  9  a.m.  Dr.  Reyer  gave  me  the  following  history,  viz.: 
At  4:30  P.M.  the  preceding  day  the  patient,  who  thought  herself 
two  months  pregnant,  was  suddenly  seized  with  intense  pain 
through  the  uterus  and  became  weak.  Dr.  Reyer  was  sum- 
moned at   8  P.M.     He  found  the  patient  in  bed,  markedly  pros- 

'  Tait :   "  Diseases  of  Women  and  AMominal  Surgery,"  vol.  i.,  pp.  481-486. 
'  Webster  :  "  Ectopic  Gestation,"  p.  317,  *  Ibid. 


dctnning:  kuptuked  interstitial  peegnanct.  755 

trated  but  not  very  anemic.  There  was  no  bloody  flow  from 
the  uterus,  but  there  were  intermittent  pains.  The  uterus  was 
enlarged  and  seemingly  pregnant.  No  tumor  could  be  felt  in 
the  pelvis.  The  patient  was  thought  to  be  pregnant,  and  fears 
were  expressed  by  the  physician  to  the  friends  that  there  was  an 
abnormal  gestation  and  that  rupture  had  occurred.  Quiet  was 
enjoined  and  an  opiate  given.  No  alarm  was  felt  by  the  family 
during  the  night.  The  following  morning  at  8  a.m.  Dr.  Keyer 
called  and  found  the  patient  greatly  prostrated  and  nearly  pulse- 
less. The  abdomen  was  distended  and  a  boggy  feeling  was 
elicited  by  digital  examination  per  vaginam.  We  made  imme- 
diate preparations  for  abdominal  section,  as  it  was  evident  that 
death  would  supervene  within  a  short  time  if  the  internal  hem- 
orrhage was  not  arrested.  We,  however,  feared  the  patient 
would  die  upon  the  table.  We  yet  deemed  it  our  duty  to  give 
her  the  slight  chance  of  life  an  operation  afforded.  While 
preparations  were  being  made  about  eight  ounces  of  the  normal 
saline  solution  were  transfused  into  the  cellular  tissue  of  the 
patient  in  the  inframammary  region  ;  strychnia  and  whiskey  were 
given  hypodermatically,  and  also  nitroglycerin.  The  abdomen 
was  opened  by  incision  about  9:45  a.m.  A  large  amount  of  blood 
was  found  in  the  abdominal  and  pelvic  cavities.  A  portion  of 
it  was  quickly  removed  and  the  uterus  drawn  upward  near  the 
incision.  The  Fallopian  tube  was  found  free  and  seemingly 
normal.  The  uterus  was  seen  to  be  much  enlarged,  and  there 
was  found  a  rent  in  its  walls  upon  the  upper  and  posterior  por- 
tion. Through  the  rent  a  portion  of  placenta  was  protruding. 
A  slight  oozing  of  blood  was  observed,  and  a  small  lacerated 
artery  in  the  torn  wall  of  the  uterus  was  bleeding  feebly.  The 
artery  was  secured  by  catch  forceps,  and  as  we  proceeded  a  moment 
or  two  to  examine  the  case,  to  determine  the  line  of  procedure 
Dr.  Reyer,  who  had  been  administering  the  ether,  announced  to 
me  he  thought  the  patient  dead.  He  had  administered  in  all 
but  four  or  five  inhalations  of  the  ether,  and  none  at  all  had  been 
inhaled  during  the  last  two  minutes,  so  that  the  total  collapse  of 
the  patient  could  not  be  attributed  to  the  anesthetic.  Artificial 
respiration  was  instituted,  restoratives  administered,  and  more 
salt  water  transfused,  all  to  no  purpose — the  patient  was  dead. 

A  rapid  examination  of  the  pelvic  organs  was  made.  A  rup- 
tured gestation  sac  was  found  in  the  uterine  wall  of  the  right 
side.     The  canal  of  the  cornual  end  of  the  right  Fallopian  tube 


756         dunning:  ruptured  interstitial  pregnancy. 

for  a  distance  of  lialf  an  inch  was  dilated  and  continuous  with 
the  gestation  cavity  within  the  uterine  cornu.  The  walls  of  the 
cavity  containing  the  ovum  were  uterine.  There  was  an  irregu- 
lar rent  in  the  upper  posterior  portion  of  these  walls,  from 
which  there  protruded  a  portion  of  the  placenta.  The  mem- 
branes of  the  ovum  and  the  decidua  were  within  the  cavity. 
The  fetus  was  not  found.  The  walls  of  the  gestation  sac  in  the 
region  of  the  rupture  were  very  thin,  as  were  they  also  around 
the  dilated  portion  of  the  tube.  The  tube  beyond  the  dilated 
portion  was  normal  in  appearance  and  free.  It  seemed  to  me 
normal  in  length  and  but  slightl}^,  if  any,  increased  in  size.  I 
inserted  a  linger  into  and  through  the  rent  into  the  cavity  con- 
taining the  ovum.  It  extended  in  toward  the  uterine  cavity, 
but  was  separated  from  it  by  a  thin  partition. 

Here  is  clearly  a  case  of  tubo-ovarian  or  interstitial  pregnancy. 
How  is  it  to  be  treated?  Shall  the  bleeding  point  be  tied,  as  is 
80  often  stated  by  the  authors  of  journal  articles?  Tiiere  is 
often  not  only  one  bleeding  point,  but  several,  and  a  placental 
surface  that  bleeds.  There  is  no  pedicle  to  be  secured  as  in 
tubal  pregnancy.  There  is  an  excessive  loss  of  blood,  so  that 
the  patient  is  profoundly  shocked.  There  is  a  cavity  of  greater 
or  less  size  extending  into  one  horn  of  the  uterus  and  containing 
the  ovum  in  whole  or  in  part.  After  the  ovum  is  removed  this 
cavity  must  be  treated  in  such  a  manner  as  to  prevent  an  accu- 
mulation of  the  l)rok:en-down  tissue  and  exuded  blood.  We 
have  then  to  consider,  first,  such  an  operative  procedure  as  will 
induce  the  smallest  loss  of  blood  and  the  least  degree  of  shock  ; 
second,  our  method  must  be  such  as  will  secure  the  patient 
against  a  subsequent  rupture  and  the  retention  of  exuded  blood 
and  broken-down  tissue. 

In  some  instances  Tait's  proposed  method — viz.,  the  removal 
of  the  uterus — will  unquestionably  meet  all  indications.  Each 
operator  will  choose  his  favorite  method.  For  myself,  I  should 
employ  Baer's,  as  it  re<[uires  the  least  time  in  my  hands  and 
yields  the  best  results. 

Cesarean  section  is  attended  by  less  shock  and  fewer  deaths  to 
the  mother  tlian  Freund's  or  Porro's  operation.  I  believe  a 
method  somewhat  similar  to  Cesarean  section  should  be  adoj)ted 
as  superior  to  extirpation  or  amputation  of  the  uterus  in  cases  of 
ruptured  intt'rstitial  jtregnancy. 

After  opening  the  abdomen   by   incision   and  clearing  away 
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enoiigh  of  the  blood  to  give  a  good  view  of  the  field,  the  uterus 
may  be  pushed  up  from  below  with  a  finger  in  the  vagina  or 
may  be  seized  and  drawn  up  with  a  tenaculum  forceps. 

The  rent  will  usually  be  found  above  and  posterior  to  the 
insertion  of  the  Fallopian  tube.  If  the  opening  caused  by  the 
tear  of  the  uterine  walls  be  sufficiently  large,  let  the  ovum,  in- 
cluding fetus,  placenta,  and  membranes,  be  quickly  delivered. 
If  the  rent  is  not  of  sufficient  size,  enlarge  it.  A  sufficiently 
large  opening  connecting  this  gestation  cavity  with  the  uterine 
cavity  should  be  made.  Ordinarily  this  can  be  easily  accom- 
plished, as  these  two  cavities  are  separated  by  a  thin  membrane 
only.  This  membrane  may  be  lifted  up  by  forceps  or  tenaculum 
and  incised  or  torn  to  a  sufficient  extent  to  make  them  as  one. 
A  rubber  drainage  tube  and  a  strip  of  iodoform  gauze  should 
be  passed  from  above  downward  through  the  uterine  cavity  and 
cervical  canal  into  the  vagina,  the  upper  ends  being  allowed  to 
remain  in  the  gestation  cavity.  The  further  step  of  the  opera- 
tion will  consist  in  closing  the  rent  in  the  uterine  wall.  This 
may  be  done  exactly  as  in  case  of  Cesarean  section — viz.,  with 
deep  and  half-deep  interrupted  sutures — or  if  the  walls  be  very 
thin,  as  they  were  in  my  oase,  the  rent  may  be  closed,  as  in  in- 
testinal laceration,  by  Czerny  and  Lembert  stitches. 

Another  procedure  might  have  been  practised  in  my  case, 
and  it  would  have  been  feasible — viz.,  the  walls  of  the  gestation 
sac  surrounding  the  rent  could  have  been  stitched  to  the  lower 
end  of  the  abdominal  incision  and  left  open  for  drainage,  and 
subsequently  closed  by  deep  sutures  passed  at  the  time  of  the 
operatioD.  This  procedure  I  do  not  consider  of  as  great  merit 
as  the  one  previously  described,  for  the  reason  that  if  successful 
the  uterus  would  remain  anchored  to  the  abdominal  wall  and 
there  would  be  danger  of  a  resultant  fistula. 

Should  the  partition  separating  the  uterine  and  gestation  cavi- 
ties be  thick  or  ill-defined  a  sound  may  be  introduced  into  the 
uterine  cavity  from  below,  so  as  to  serve  as  a  guide  in  the  work 
of  connecting  the  two  cavities. 

I  wish  to  draw  the  following  conclusions  : 

1.  Ruptured  tubo-uterine  pregnancy  is  more  frequently  fatal 
than  ruptured  tubal  pregnancy,  for  the  reasons  that  in  the  latter 
case  the  rupture  frequently  takes  place  through  the  abdominal 
end  of  the  tube,  in  which  case  but  slightly  vascular  adventitious 
tissue  is  torn,  while  in  the  former  case  vascular  uterine  tissue  is 
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torn;  and,  again,  in  tubal  pregnancy  not  infrequently  the 
rupture  is  through  the  inferior  surface  of  the  tube  into  the  folds 
of  the  broad  ligaments,  and  thus  the  amount  of  hemorrhage  is 
limited,  while  in  tubo-uterine  pregnancy  such  a  rupture  is  rare. 

2.  In  ruptured  tubo-uterine  pregnancy  before  the  fifth  month, 
unless  the  abdominal  section  is  done  early,  the  anemia  will  be 
profound,  so  that  the  patient  will  be  unable  to  withstand  any 
operation  involving  prolonged  anesthesia  or  manipulation.  The 
operation  should  be  as  free  from  shock  as  possible. 

3.  There  is  no  pedicle  to  tie. 

4.  All  actively  bleeding  points  must  be  secured  by  ligature. 

5.  Mr.  Tait  proposes  hysterectomy  as  a  proper  procedure  in 
such  a  case.  Unquestionably,  if  the  patient  is  not  too  greatly 
shocked  or  anemic,  such  a  procedure  would  be  clearly  indicated. 

6.  Asa  measure  attended  by  less  risk  of  shock,  the  writer  pro- 
poses the  method  above  described — viz.,  the  tying  of  bleeding 
arteries,  clearing  the  gestation  cavity  of  the  ovum,  the  estab- 
lishment of  free  communication  between  the  gestation  cavity 
and  the  uterine  cavity,  the  establishment  of  free  drainage  by 
means  of  tube  and  gauze,  and  finally  the  closure  of  the  rent  in 
the  uterine  wall  by  deep  and  half-deep  sutures  or  by  Czerny 
and  Lembert  stitches  ;  or,  instead  of  this  method  of  closure, 
the  stitching  of  the  walls  of  the  gestation  cavity  to  the  lower 
angle  of  the  incision,  with  drainage  from  above  and  through 
the  uterine  cavity,  and  final  closure  of  the  upper  opening  by 
tying  deep  sutures  placed  and  left  untied  at  time  of  the  opera- 
tion. 

This  latter  method  will  probably  be  found  applicable  only  in 
a  limited  number  of  cases — viz.,  in  those  where  the  uterus  is 
freely  movable  and  can  be  brought  to  the  abdominal  wall  with- 
out tension. 

Whether  the  methods  proposed  by  the  writer  have  ever  been 
employed  he  does  not  know  ;  and  whether  they  will  prove  of 
value,  only  a  trial  of  them  can  demonstrate. 

249  NouTU  Alabama  street. 
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SUPPURATING  BILATERAL  PAROTITIS.' 


BY 

JAMES  F.    W.   ROSS,  M.D., 
Toronto. 


(With  two  illustrations  and  chart.) 


As  suppurating  double  parotitis  following  surgical  operation 
is  rare,  I  desire  to  put  the  following  case  on  record. 

Mrs.  S.,  88t.  57.  Complaining  of  uterine  hemorrhage.  She 
had  passed  the  menopause  several  years  and  began  again  to  lose 
blood  from  the  vagina.  On  examination  commencing  carci- 
noma of  the  cervix  was  discovered  and  vaginal  hysterectomy- 
advised.  On  the  26th  of  June,  1895,  the  patient,  having  been 
placed  under  chloroform,  was  operated  upon.  The  vagina  was 
thoroughly  douched  with  a  solution  of  bichloride  of  mercury, 
by  the  nurse  previous  to  the  operation,  and  by  myself  at  the 
time  of  the  operation.  A  ligature  having  been  placed  through 
the  cervix,  the  uterus  was  pulled  down ;  the  bladder  was  peeled 
off  from  the  anterior  surface  of  the  uterus  and  was  with  diffi- 
culty avoided.  The  posterior  cul-de-sac  was  then  opened  and 
the  fingers  passed  in.  The  broad  ligaments  were  ligated  in  sec- 
tions with  strong  silk  sutures  and  detached  from  the  uterus  and 
tubes.  The  uterus,  tubes,  and  ovaries  were  then  removed,  the 
vagina  was  again  douched  with  sterilized  water  and  packed 
with  iodoform  sauze.  No  drainage  tube  was  inserted.  Patient 
left  the  table  with  a  pulse  of  76. 

The  packing  was  removed  in  forty -eight  hours,  when  the 
vagina  was  douched  with  a  solution  of  bichloride  of  mercury 
followed  with  sterilized  water  twice  a  day.  On  the  afternoon 
of  the  tenth  day  subsequent  to  operation  the  temperature  rose 
to  103°.  Swelling  in  each  parotid  gland  presented  itself ;  the 
swelling  gradually  increased.  The  sides  of  the  face  became 
enormously  swollen  ;  the  eyelids  were  puffed  and  the  patient 
could  scarcely  oj)en  them. 

On  the  fifteenth  day  one  of  the  vaginal  ligatures  was  removed. 
The  temperature  remained  elevated,  as  shown  in  the  accompany- 
ing chart,  until  the  eighteenth  day  after  the  operation,  when  it 
'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 


760 


ROSS  :    SUPPURATING    BILATERAL    PAROTITIS 


e 

£ 

-^ 

-1 

^ 

8 

c 

2 

0> 

z 

\ 

s 

2 

o 

s 

00 

z 

' 

* 

£ 

2 

g 

t". 

z 

■k 

> 

S 

S 

s 

o 

«0 

z 

S 

o 

o 

o 

z 

s 

S 

Si 

s 

■^ 

z 

< 

> 

s 

g? 

^ 

s 

^ 

OS 

z 

^ 

§ 

o 

*l 

z 

y 

§ 

§ 

c 

s 

»H 

z 

o 

g 

g 

2 

ss 

z 

-" 

s 

o 

g 

g 

i 

z 

< 

> 

g 

o 

§ 

o 
o 

§ 

z 

— 

~7 

§ 

o 

c 

o 
o 

CI 

z 

< 

s 

s 

g 

g 

^"l 

z 

o 

g 

g 

?5 

z 

1 

o 

o 

Si 

o 

^* 

z 

^ 

o 

§ 

o 

§ 

T, 

z 

/ 

o 

s 

g 

o 

lit 

z 

\ 

§J 

§ 

s 

o 

■51 

z 

o 

o 

t 

g 

IN 

z 

J 

§ 

o 

o 

s 

© 

z 

o 

o 

g 

o 

«5 

z 

§ 

o 

i 

o 

Ct 

z 

" 

" 

OA 

i 

o 

o 

g 

& 

S 

z 

" 

" 

/ 

s 

o 

o 

g 

z 

" 

" 

33 

ah 

1 

( 

s 

u 

3c 

§ 

i2 

z 

/ 

;i 

?J 

s 

o 

"t" 

z 

^ 

/ 

u 

?J 

o 

s 

©9 

z 

Q3AC 

W 

u 

lur 

i.V 

on 

3N 

0 

~v 

iri 

s 

s 

s 

o 

SI 

z 

■^ 

=> 

u 

s 

g 

3 

1^ 

z 

03M 

h; 

u  : 

un 

ly 

n 

BN 

r 

~ 

> 

s 

ss 

o 

§ 

e 

z 

' 

r=- 

? 

o 

s 

o 

g 

A 

> 

■V 

■v. 

s 

s 

g 

>» 

ac 

z 

/ 

3 

ss 

§ 

s 

T 

r* 

z 

y 

ss 

g; 

§ 

s 

« 

z 

ONX 

no 

11 

N 

3bVd 
ONn 

na 

W9 

■"■ 

— 

> 

s 

S! 

3 

•s 

z 

s 

o 

S 

ss 

s 

"»< 

3 

<:^ 

■> 

s 

o 

ss 

s 

w 

z 

> 

§1 

^ 

s 

s 

^ 

tl 

z 

s 

:$ 

to 

s 

U 

- 

3 

( 

3 

S 

s 

s 

s 

z 

^ 

s 

S 

s 

s 

f. 

z 

> 

s 

Si 

s 

8 

^f.^ 

02 

a6 

w3 

"l 

N 

xo 

Vd 

> 

s 

2 

S3 

s 

z 

^ 

i. 

s 

oc 

s 

s 

3 

^ 

0^ 

i.V 

13 

10 

- 

s 

s? 

s 

s 

I 

( 

J 

I 

z 

1 

-»^ 

_ 

J 

L 

s    *  »^ 

' 

X  UZ  U  S  u 

j^    =r    2  2S5I52§22»»'»*S 

£. 

. 

began  to  drop.  The 
pulse  during  the  days  of 
the  fever  never  ran 
higher  than  108  per  min- 
ute and  averaged  90  per 
minute.  On  the  nine- 
teenth day  three  liga- 
tures came  away,  on  the 
twentieth  three  more^ 
and  on  the  twenty-first 
the  last  two  were  re- 
moved. Notwithstand- 
ing the  swelling  the  tem- 
perature fluctuated  be- 
tween normal  and  99** 
for  twelve  days  longer, 
when  it  again  became 
elevated  on  the  thirty- 
third  day  after  the  ope- 
ration. The  edema  of 
the  face  began  to  disap- 
pear, but  the  swelling  of 
the  parotids  continued. 
No  fluctuation  could  be 
made  out,  but,  fearing  a 
lodgment  of  pus  in  some 
of  the  deeper  portions,  a 
scalpel  was  passed  down 
through  each  swollen 
mass  ;  a  little  pus  oozed 
out,  but  it  was  evident 
that  each  gland  was 
honeycombed.  On  the 
twenty-fifth  day  after  the 
operation  a  septic  diar- 
rhea set  in.  At  this  time 
large  pieces  of  slough 
were  removed.  After 
all  the  sloughing  mass 
had  been  removed  a  raw 
surface  was  left,  extend- 
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ing  two  inches  in  front  of  the  angle  of  the  jaw  and  from  two 
to  three  inches  behind  and  beneath  the  ramus  of  the  jaw.  The 
ramus  itself  was  almost  laid  bare  ;  its  outline  could  be  seen  dis- 
tinctly. 

In  spite  of  the  administration  of  stimulants  and  the  ingestion 
of  large  quantities  of  milk  and  the  administration  of  tincture  of 
iron,  the  patient  continued  to  do  badly.  All  discharge  from  the 
vagina  had  long  since  ceased  and,  as  already  stated,  all  the  liga- 


tures had  been  removed.  The  abdomen  itself  presented  no  ab- 
normal condition.  The  diarrhea  remained  obstinate  and  could 
not  be  controlled.  The  pulse  began  to  rise  two  days  before 
death,  and  the  case  terminated  fatally  on  the  forty-sixth  day 
after  operation. 

For  two  days  before  deatli  paralysis  of  the  left  side  of  the 
face  and  drooping  of  the  left  upper  eyelid  were  noticed  ;  the 
patient    entered   a   semi-comatose   condition  and  never    again 
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gained 'consciousness.  Unfortunately  no  post-mortem  examina- 
tion could  be  obtained. 

This  is  the  first  case  of  vaginal  hysterectomy  that  has  died  in 
my  hands.  The  complication  is,  1  believe,  an  unusual  one,  and 
for  that  reason  I  bring  it  before  the  Association. 

Double  parotitis  is  seen  occasionally  as  one  of  the  sequelse  of 


<c    -^ 


•/-E^ 


the  infectious  diseases,  a  distinctly  septic  disease.  It  has  been 
stated  that,  following  surgical  operations,  double  parotitis  is  not 
a  septic  disease.  We  know  tJiat  there  is  a  distinct  connection 
between  the  uterus  and  the  thyroid  glands,  and  very  likely  a 
similar  connection  exists  between  the  uterus  and  the  parotid 
glands.      In  mumps  we  have  an  inflammation  of   the  parotid 
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glands,  and  the  most  frequent  complication  arising  in  the  pro- 
gress of  this  disease  is  a  development  of  orchitis  and  ovaritis. 
This  fact  certainly  shows  that  there  is  a  connection  between  the 
inflammation  in  the  parotid  gland  and  inflammation  of  the  ovary 
and  testicle.  It  is  difficult  to  believe  that  the  removal  of  the 
ovaries  can  produce  a  parotitis.  Ovaries  have  been  removed  in 
such  profusion  in  the  last  fifteen  years  that  if  such  is  the  case 
we  would  be  well  aware  of  the  fact.  If  parotitis  has  a  peculiar 
tendency  to  follow  the  removal  of  the  uterus,  we  should  have 
sufficient  data  upon  the  subject  to  make  us  well  aware  of  the 
fact. 

I  have  seen  single  and  double  parotitis  follow  surgical  ope- 
rations and  accompany  the  septicemia  that  sometimes  follows 
miscarriage  and  labor.  I  have  seen  only  the  one  case  just  re- 
ported of  double  suppurating  parotitis.  Double  parotitis  ac- 
companied by  sloughing  of  the  glands  must  be  a  very  rare  affec- 
tion. 

It  is  not  my  intention  to  bring  before  you  the  literature  of 
this  subject.  I  am  anxious  to  hear  reported,  in  the  discussion 
to  follow,  any  cases  of  this  disease  that  have  occurred  subsequent 
to  abdominal  operations. 

481  Sherborne  street. 
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Professor  of  Surgery,  Detroit  College  of  Medicine  ;  Surgeon  to  Harper  Hospital,  etc., 

Detroit,  Mich. 


Abdominal  surgery  as  it  has  been  so  extensively  practised  in 
the  last  few  years  has  established,  among  other  things,  that 
many  of  the  pains,  vague  uncomfortable  feelings,  and  so-called 
dyspepsias  are  caused  by  adhesions  of  various  organs  in  the  ab- 
dominal and  pelvic  cavities.  The  organs  in  these  cavities  are 
particularly  liable  to  become  adherent  to  one  another,  because 
they  all  have,  as  one  part  of  their  peripheral  structure,  the  peri- 
toneum, a  membrane  very  vascular  and  prone  to  adhesions  and 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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fibrinous  exudations.  And  when  we  say  that  organs  in  these  cavi- 
ties are  adherent  we  mean  that  the  peritoneum  covering  them 
is  adherent.  But  though  it  is  the  peritoneum  in  each  instance 
that  is  adherent,  still  the  symptoms  caused  are  those  that  pertain 
to  the  organ  covered  by  the  adherent  peritoneum.  In  operating, 
for  instance,  to  relieve  ovarian  pain,  we  not  infrequently  find 
the  ovaries  themselves  not  much  changed,  but  bound  firmly  by 
more  or  less  extensive  adhesions;  the  adhesions  being  broken 
up,  the  pain  is  relieved.  Of  course  there  was  an  infiammatory 
process  at  some  time  to  cause  these  adhesions,  but  in  the  course 
of  time  the  adhesions  seem  to  be  the  principal  if  not  entire  cause 
of  pain.  I  have  in  mind  a  case  I  operated  upon  several  years 
ago,  expecting  to  find  gall  stones.  There  were  attacks  of  pain 
at  intervals  of  two  or  three  weeks,  at  which  time  there  was 
jaundice,  and  there  was  every  reason  to  suspect  gall  stone.  I 
found  the  gall  bladder  of  normal  size,  and,  tliough  I  could  not 
feel  stones  through  the  walls,  I  incised  it  and  explored  its  inte- 
rior carefully.  There  were  no  stones.  I  found,  however,  ex- 
tensive adhesions  binding  the  duodenum  and  stomach  to  the 
posterior  abdominal  wall.  Then,  passing  a  probe  into  the  duct,  I 
found  it  patulous  to  within  a  short  distance  of  the  intestine  ;  the 
duodenum  was  bound  fast  in  such  a  way  as  to  bend  the  duct  and 
obstruct  it.  The  adhesions  were  broken  up,  the  wound  in  the 
gall  bladder  was  closed,  and  the  patient  recovered  and  has  been 
quite  free  from  pain  since.  Operation  was  done  November  25th, 
1892.  I  presume  there  had  been  gall  stones  in  this  case  and 
that  the  adhesions  had  been  caused  by  their  presence  ;  but  when 
1  operated  it  was  the  adhesions  which  caused  the  trouble.  After 
narrating  this  case  to  a  well-known  surgeon,  whose  name  I  shall 
not  mention,  he  said  :  "  The  stone  had  ulcerated  through  the 
walls  of  the  duct  or  bladder  and  was  somewhere  there,  else  how 
could  the  adhesions  be  there?  "  I  think,  however,  that  the  fre- 
quent passage  of  gall  stones,  or  even  their  presence  with  the 
congestion  they  may  cause,  would  be  sutficient  explanation  of 
the  adhesions.  Another  frequent  location  of  adhesions  is  the 
neighborhood  of  the  appendix.  They  may  be  caused  bv  infiam- 
mation  of  tlie  appendix  or  as  the  result  of  an  operation  for  ap- 
pendicitis. Every  case  of  laparatomy  is  probably  followed  by 
some  adhesion  of  peritoneal  surfaces.  For  example,  in  a  recent 
case  the  operation  of  oophorectomy  was  followed  by  a  very 
severe  and  persistent  form  of   cystitis  and  great   ]iain  in   the 
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region  of   the  stump  of  the  left  broad  ligament.     Two  years 

22d  1895)  and  the  colon  found  adherent  to  the  bladder  wall  and 
to  the  sti^p  ot  the  broad  ligament,  the  first  adhesion  account- 
ing for  the  persistent  nature  of  the  cystitis,  it  having  been 
caused  and  kept  up,  in  all  probability,  by  the  transmigration  of 
the  colon  bacillus  through  the  walls  of  the  intestine  and  bladder 
Ihe  pam  was  caused  by  the  tension  at  the  point  of  adhesion  to 
the  st,,,^  ,f  ,,^  ,^^^,  ,^^^^^^^_     ^^^  ^^P^^.^^^^  formed  fVom 

whatever  cause,  may  be  the  occasion  of  pain  and  functional  dis- 
turbance, not  only  by  tension,  as  mentioned  above,  but  by  the 
formation  of  internal  hernia,  which  may  become  strangufated 
Two  loops  of  intestine  may  become  adherent  so  as  to  cause  ob' 
struc  ion,  or  in  such  a  manner  as  to  favor  volvulus.     Pain  in  the 
female  pelvis  is  not  infrequently  caused  by  adhesions  alone  so 
far  as  we  can  judge  by  the  look  of  the  organs.     It  is  frequently 
t^ie  experience  of  the  surgeon  that  he  opens  the  pelvis  to  see 
whatmay  be  the  cause  of  the  pain  in  the  region  of  the  ovaries- 
tor  he  has  not  been  able  to  make  a  diagnosis  otherwise-and  he 
^nds  apparently  healthy  ovaries,  except  that  they  are  adherent 
He  either  removes  the  organs  or  breaks  up  the  adhesions  and 
relieves  the  pam.     The  uterus  is  fixed  in  some  abnormal  posi- 
tion by  adhesions ;  they  are  severed  and  the  symptoms  relieved 
KiedeJ,  of  Jena,  presents  an  exhaustive  paper  on  this  subject ' 
He  has  evidently,  from  the  number  of  cases  he  cites,  had  an  exp- 
ensive experience,  and  he  treats  the  stibject  in  a  most  interest- 
ing manner.     He  begins  by  stating  that  during  the  past  year  a 
great  number  of  laparatomies  have  been  performed  on  account 
of  adhesions  of  the  viscera,  the  existence  of  inflammatory  bands 
in  the  abdominal  cavity,  and  the  kinking  and  narrowing  of  the 
intestines  due  to  them.     He  states  that  most  of  the  operations 
undertaken  to  remedy  these  conditions  have  been  successful  and 
that  the  good  results  have  remained  for  months  and  years  in  a 
number  of  instances.     In  considering  this  subject  one  of  the 
most  obvious  objections  to  operation  would  be  the  likelihood  of 
a  formation  of  new  adhesions.     Riedel  admits  that  new  adhe- 
sions are  sure  to  be  formed,  but  maintains  that  the  symptoms 
caused  by  the  original  adhesions  are  almost  invariably  relieved  • 
and  my  own  experience  is  the  same,  though  it  is  quite  limited,' 
'  Archiv  fur  Klinische  Chirurgie,  vol.  xlvii. 
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as  far  as  those  cases  are  concerned  in  which  only  adhesions  have 
been  divided  and  no  tissue  or  organ  has  been  removed. 

Riedel  mentions  the  following  causes  of  adhesions  in  the  ab- 
dominal cavity ;  they  suggest  at  once  the  approximate  locality 
in  which  they  exist,  except  in  the  instance  of  contusion  of  ab- 
domen and  of  detached  lipomata  :  {a)  contusion  of  the  abdomen, 
(b)  ulcer  of  the  stomach,  (c)  inflammations  about  the  gall  bladder, 

(d)  inflammations  about  the  gall  bladder  and  ascending  colon, 

(e)  inflammations  of  the  gall  bladder  and  vermiform  appendix 
together,  (f)  inflammations  of  the  vermiform  appendix  alone, 
(g)  inflammatory  processes  in  the  colon,  (h)  lipomata  that  have 
become  detached  from  their  pedicles  inside  the  peritoneal  cav- 
ity. Besides  these  there  are  adliesions  found  in  the  pelvic 
cavity  caused  by  (1)  inflammation  of  the  ovaries  or  tubes,  or 
both,  (2)  inflammation  of  the  uterus,  (3)  inflammation  of  and 
about  the  rectum,  (4)  inflammation  of  the  bladder. 

The  question  of  diagnosis  is  often  perplexing  and  in  many 
instances  impossible  without  abdominal  section,  but  there  are 
considerations  which  will  aid  materially.  Wherever  there  is 
pain,  and  palpation  does  not  reveal  any  tumor  or  other  enlarge- 
ment, adhesion  is  one  of  the  possible  causes.  In  obstruction  of 
the  intestines,  for  instance,  if  the  cause  be  intussusception  or 
the  pressure  of  a  tumor  or  of  a  fecal  mass,  it  will  be  possible, 
very  likely,  to  feel  a  mass.  If,  then,  no  mass  be  felt,  the  cause 
may  be  paralysis  of  the  bowel,  stricture,  or  adliesions.  If  para- 
lysis be  the  cause  no  peristaltic  action  of  the  bowels  can  be  seen 
through  the  al)domiual  walls,  and  it  can  be  in  the  case  of  stric- 
ture or  adhesions.  It  would  probably  be  impossible  to  distin- 
guish between  these  two  conditions,  tliough  there  might  be  a 
sensation  of  greater  resistance  on  palpation  in  the  case  of  adhe- 
sion. The  localization  of  the  adhesions  is,  of  course,  just  as 
diflicult  as,  and  no  more  so  than,  that  of  stricture,  and  will  often 
have  to  be  done  after  the  abdomen  is  open.  I  believe  it  to^be 
eminently  proper  to  subject  cases  of  chronic  dyspepsia,  chronic 
and  obstinate  constipation,  and  cases  of  persistent  pain  which  is 
caused  by  accumulation  of  flatus,  after  suitable  medication  lias 
been  used  unsuccessfully,  to  exploratory  opening  of  the  abdo- 
men to  determine  whether  there  be  adhesions  and  for  the  pur- 
pose of  severing  them. 
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Cincinnati,  O. 


Pelvic  inflammation  in  women,  with  all  its  attendant  evils 
acoompamed  by  tlie  greatest  suffering,  ending  onironihe  one' 
rating  able  or  possibly  in  death,  is  a  disease  that  in'a  verv  lar^I" 
percentage  of  eases  is  preventable.  This  is  a  delicate  7„bt!t 
to  handle  and  one  which  has  not  been  much  talked  fbont t  ' 
side  of  the  profession.     The  time  has  arrived  when    it    with 

society  like  this,  and  through  this  society  reach  the  medical 
profession  at  large.     It  is  not  necessary  to  say,  in  the  presence  o 

f^rthTflel  '^f  *''r- "^'"  T'  "■^"•^^  o'p'erationf  n^rsr; 
r,e^vt  fl  °*  ^"ffenng  and  saving  of  life  in  patients  with 
pelvic  inflammation  are  severe  and  attended  with  immediate 
and  remote  dangers  to  life.  While  the  per  cent  of  rec^er^s 
from  these  operations  is  something  truly  marvellous  evin  to 
men  engaged  in  this  work,  there  must  always  be  a  mortali  v 
attending  It.     This  is  not  all  that  might  be  said.     Worse  eve^ 

paientlaiT""  -""V:  the  knowledge  on  the  part  ofTe 
patient  that  she  is  maimed  for  all  time  and  that  she  can  never 
be  a  mother  Again  many  of  these  patients,  after  submitting 
to  the  operation  which  all  will  grant  was  necessary  to  relievf 
suffering  and  save  life,  are  invalids  for  months  afterward  N^t 
a  few  require  years  of  time  before  their  nervous  systems  readfnrt 
hemselves  to  the  point  where  the  physician  can  declare  tha 
they  are  restored  to  health. 

One  of  the  most  common  causes  of  pelvic  inflammation  in 
women  is  septic  infection  following  abortion.  A  septic  endo 
metritis  fo  owing  an  abortion  is  not  always  clr^en  the' 
patient  IS  able  to  leave  her  bed.  In  a  certain  per  cent  of  case! 
thus  intected,  after  months  of  comparative  health  in  which  the 
patient  is  so  near  well  that  she  thinks  it  is  only  a  matter  of  a 
few  weeks  until  she  is  restored  to  perfect  health,  she  commence! 

SepfeX':^;;""'  ^™"""'  ^"°*''°"  "'  '^^*'*'-»  -^  Gy-ecologists, 
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to  siiiier  with  vague  pains  in  tlie  pelvis  and  slight  backache,  and 
she  applies  to  her  physician  for  relief  from  these  pains  and  from 
the  slight  leucorrheal  discharge.  Upon  examination  it  is  plainly 
evident  that  the  patient  has  a  salpingitis  which  may  go  on  to 
suppuration  notwithstanding  his  well  directed  treatment.  A 
large  per  cent  of  cases  suffering  from  septic  endometritis  have  a 
salpingitis  following  it;  A.  Martin  puts  the  number  at  forty- 
eight  per  cent  of  all  cases.  It  is  very  easy  to  understand  why 
this  should  be  so,  when  we  know  that  in  all  cases  the  inflamma- 
tion extends  along  the  tube  by  continuity.  When  the  inflam- 
mation has  once  reached  the  flmbrise  and  the  ovary  the  perito. 
neal  surfaces  become  agglutinated.  In  some  instances  the  tube 
becomes  fixed  to  the  ovary,  thus  causing  that  organ  to  be  subse- 
quently infected,  with  suppuration  of  the  ovary  complicating 
that  of  the  tube.  In  others  the  tube  becomes  sealed  by  plastic 
exudation  and  adhesions,  shutting  it  off  as  a  closed  sac,  and 
suppuration  goes  on  until  relieved  by  surgical  measures.  Just 
how  many  of  these  cases  eventually  come  to  the  operating  table 
for  relief  I  am  unable  to  say.  In  a  large  per  cent  of  cases 
where  the  disease  stops  short  of  suppuration,  the  tube  is  adherent 
to  the  adjacent  parts  or  the  ovary  is  bound  down  by  adhesions 
and  the  patient  remains  sterile.  And  in  not  a  few  instances  the 
patient  remains  a  semi-invalid  the  rest  of  her  menstrual  life. 
If  we  could  have  the  correct  statistics  of  the  frequency  of  self- 
induced  abortion  in  married  women,  I  am  convinced  that  we 
would  be  as  much  astounded  as  we  were  when  Noeggerath 
first  announced  his  conclusions  regarding  gonorrhea.  We  shall 
not  enter  into  a  discussion  of  the  motives  assigned  as  the  cause 
of  the  abortion,  for  various  reasons.  But  that  this  has  always 
been  a  crime  which  was  frequently  committed,  and  one  that 
appears  to  be  on  the  increase,  the  medical  profession  know  too 
well. 

Another  very  common  cause  of  pelvic  inflammation  is  gonor- 
rhea. We  all  know  that  a  large  per  cent  of  women,  outside  of 
houses  of  prostitution,  who  suffer  from  gonorrhea  contract  it 
from  their  husbands.  1  have  not  seen  any  statistics  worth 
quoting  which  would  guide  us  to  any  definite  conclusion  as  to 
its  frequency  in  men.  Every  physician  in  our  large  cities 
knows  it  is  one  of  the  most  common  ailments  among  men  before 
marriage.  We  must,  therefore,  rest  satisfied  for  the  present 
with  looking  at  the  views  of  others.     Noeggerath,  when  speak- 
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ing  of  it.  says :  '^  do  not  know  what  the  state  of  matters  is  in 
other  cities;  I  did  not  know  how  we  stood  ia  Xew  York  until 
I  questioned  the  husband  of  every  woman  who  came  under  my 
treatment.     I  believe  we  may  apply  here  the  dictum  of  Eicord 
that  in  every  thousand  men  eight  hundred  have  had  gonorrhea." 
Again  he  says:  "I  believe  I  do  not  go  beyond  the  mark  when 
I  assert  that  gonorrhea  in  ninety  per  cent  of  the  cases  remains 
uncured.''     In  another  place  he  says  "  that  of  every   hundred 
women  who  have  married  men  formerly  affected  with  gonor- 
rhea, scarcely  ten  remain  healthy;  the  others  suffer  from  some 
of  the  ailments  directly  attributable   to  this  disease."     These 
observations  were  made  by  Xoeggerath  in  1872  and  have  been 
much   derided  by  the  medical  profession,  but  thev  were  the 
result  of  his  work,  largely  clinical,  in  a  large  eity,''among  the 
poorer  classes.     I  do  not  believe  that  the  disease  is  anything 
like  as  frequent  throughout  the  country  as  his  statistics  indicate. 
But  since  the  discovery  of  the  gonococcus  bv  Xeisser  in  1879  a 
great  number  of  gynecologists  have  investigated  the  frequency 
with   which   the  diseases  of  gonorrheal  origin  occur  in  thei'r 
patients.     Strange  as  it  may  seem,  the  results  strongly  support 
the  statements  of  Is^oeggerath. 

After  a  woman  is  once  infected  the  case  follows  one  of  two 
€ourses— a  rapid  course  ending  in  suppuration  in  a  few  days  or 
weeks,  which  is  rare  ;  the  more  common  course  is  months"^  and 
years  of  semi-invalidism,  suffering  great  pain  during  the  men- 
strual week,  and  ending  linally  in  suppuration,  necessitating  one 
of  the  gravest  operations  in  surgery.  All  of  you  know  fulfwell 
the  dangers  attending  these  operations, and  it'^is  not  necessary  to 
recapitulate  them  here. 

It  is  not  possible  to  give  the  mortality  directly  due  to  these 
causes,  but  it  is  certain  that  not  a  few  women  die  from  pelvic 
inflammation  without  operation.  We  also  know  that  the  death 
rate  following  these  operations  is  as  high  if  not  higher  than 
any  other  class  of  operations  in  abdominal  suro-erv. 

As  intimated  before,  this  is  not  the  only* objection  to  the 
operation.  Many  times  in  my  experience  have  I  had  the  pa- 
tient say  to  me,  and  I  believe  truthfully,  that  she  would  rather 
die  than  get  well  and  know  that  forever  after  she  was  a  maimed 
woman.  Especially  is  this  true  of  those  women  who  have  never 
borne  children. 

Of  the  great  number  of  abdominal  sections  made  to-day  in 
49  -^ 
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this  country,  fully  twenty-live  per  cent,  if  not  more,  are  directly 
due  to  these  preventable  causes.  If  this  be  true  it  is  high  time 
for  the  profession  to  make  renewed  efforts  for  their  prevention. 
You  will  ask  how  this  is  to  be  accomplished.  I  have  not  for- 
mulated a  plan,  further  than  to  say  that  the  work  must  be 
done  by  the  medical  profession.  If  a  society  like  this  indorses 
these  sentiments  it  will  exert  a  great  influence  upon  the  pro- 
fession at  large,  and  it  will  not  be  long  until  it  bears  fruit. 
The  family  physician  must  be  the  educator  in  this  direction. 
Women  should  be  told  the  dangers  from  septic  infection  follow- 
ing abortion.  We,  as  a  profession,  have  tried  to  prevent  abor- 
tions by  appealing  to  woman's  higher  nature,  by  holding  up 
before  her  the  enormous  crime  of  killing  the  unborn  child,  but 
we  have  failed  to  stop  the  practice.  We  should  appeal  to  her 
selfish  nature  as  well  and  tell  her  plainly  of  the  danger  to 
her  own  health.  I  am  convinced  from  personal  experience 
that  but  a  very  small  percentage  of  women  have  the  remotest 
idea  that  there  is  any  danger  from  an  abortion  before  the  third 
month  of  pregnancy.  We,  as  physicians,  know  that  it  is  from 
abortion  in  the  early  months  that  the  patient  incurs  the  greatest 
risk  of  septic  infection.  Our  duty  is  plain  here  to  educate  wo- 
men upon  this  point,  and  no  false  modesty  should  prevent  the 
family  physician  from  imparting  knowledge,  upon  all  legitimate 
occasions,  upon  this  subject. 

Again,  the  family  physician  should  impart  knowledge  upon 
every  legitimate  occasion  upon  the  subject  of  gonorrheal  infec- 
tion. He  should  instruct  the  parents  of  boys,  and  the  young 
men  themselves,  of  the  great  danger  to  the  health  of  their 
future  wives  shouhl  they  contract  gonorrhea.  AVlien  we  appre- 
ciate the  fact  of  the  great  delicacy  and  hesitancy  on  the  i)art  of 
parents  in  talking  about  these  subjects  to  their  sons,  we  begin 
to  realize  what  an  enormous  sul)ject  we  have  before  us.  But  it 
is  a  just  and  righteous  one,  and  ono  that  is  bound  to  be  thor- 
oughly aired  by  the  laity  in  the  near  future.  Tiie  sooner  the 
medical  profession  does  its  plain  and  whole  duty  in  the  matter, 
the  better  for  us  all.  It  is  within  the  recollection  of  the  ma- 
jority of  my  hearers  when  we,  as  college  students,  were  taught 
that  gonorrhea  amounted  to  but  little  more  than  a  cold,  and 
could  be  cured  in  nine  days  by  a  little  balsam  of  copail)a  and  a 
mild  astringent  wash.  AVe  need  not  wonder  at  the  position  the 
laity  take  on  the  subject.     These  older  teachings  must  be  re- 


vised,  and  the  laity  must  receive  instructions  through  the  family 
physician.  We  should  teach  that  gonorrhea  is  more  destructive 
to  woman  than  syphilis. 

While  on  tliis  subject  we  must  not  forget  the  duty  parents 
owe  their  daughters  as  well.  As  sure  as  time,  when  the  laity 
become  educated  upon  this  point,  the  parents  and  guardians  of 
young  girls  will  be  as  careful  to  inquire  after  the  moral  and 
social  character  of  their  daughters'  suitors  as  they  are  now 
wont  to  do  about  the  size  of  their  pocketbooks.  The  former  I 
think  the  more  important,  both  as  to  comfort  and  happiness  of 
the  girls. 

When  the  laity  become  educated  upon  this  subject  as  the 
profession  now  understands  it,  the  abdominal  surgeon  will  make 
fewer  sections  for  these  preventable  diseases  than  he  is  now 
doing,  and  a  corresponding  amount  of  misery  and  death  will 
have  been  prevented. 
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First  Day — 2forning  Session. 

The  Association  met  in  the  South  Parlor  of  the  Auditorium 
Hotel  and  was  called  to  order  by  the  President,  Dr.  J.  Henry 
Carstexs,  of  Detroit,  Mich. 

Dr.  W.  E.  Quine,  of  Chicago,  on  behalf  of  the  medical  pro- 
fession, welcomed  the  Association  to  the  city,  and  the  president 
responded. 

Dr.  James  F.  W.  Boss  contributed  a  paper  entitled 

BILATERAL   SUPPURATINa   PAROTITIS.' 

Dr.  Edwix  Ricketts,  of  Cincinnati. — In  connection  with  this 
case  I  want  to  report  a  similar  one.  Mrs.  B.,  aged  32,  mother 
of  one  child  4  years  of  age,  consulted  me  in  May.  A  diagnosis 
of  salpingitis  was  made  and  the  abdomen  opened  about  the  22d 
of  May.  Patient  otherwise  in  perfect  health.  The  diseased 
appendages  were  removed.  Ovaries  were  cystic.  On  the  sec- 
ond day  after  operation  a  double  parotitis  made  its  appearance, 
although  the  operation  was  done  as  aseptically  as  possible.  The 
parotid  glands  suppurated  and  had  to  be  opened.  There  was 
'  See  original  article,  p.  759. 
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never  any  tenderness  of  the  abdomen.  A  glass  drainage  tube 
was  used  for  thirty-six  hours,  and,  tlie  serum  becoming  straw- 
colored,  it  was  removed.  This  patient  had  a  tedious  convales- 
-cence,  but  finally  recovered. 

Dr.  C.  C.  Frederick,  of  Buffalo. — I  desire  to  report  a  case 
•that  I  observed  in  the  practice  of  a  prominent  operator  in  Buf- 
falo a  few  years  ago.  It  was  a  case  of  double  parotitis  follow- 
ing ovariotomy  in  which  the  woman  made  a  good  recovery. 
There  was  no  suppuration  in  the  case. 

Dr.  James  F.  Baldwin,  of  Columbus. — A  case  occurred  in 
my  practice  in  which  the  inflammation  of  the  parotid  gland  was 
limited  to  the  left  side.  It  followed  a  vaginal  hysterectomy, 
coming  on  about  the  third  day,  accompanied  by  elevation  of 
temperature,  pain,  and  swelling,  but  did  not  interfere  with  the 
convalescence  of  the  patient.     Suppuration  did  not  occur. 

Dr.  Willis  G.  Macdonald,  of  Albany. — This  matter  of  paro- 
titis associated  with  abdominal  surgery  or  with  operations  in 
the  vagina  is  not,  I  take  it,  altogether  a  new  one.  It  presents 
itself  somewhat  differently  in  the  case  reported  by  Dr.  Ross. 
Those  of  us  who  are  familiar  with  the  early  history  of  abdom- 
inal surgery  in  this  country  will  remember  the  exceeding 
gravity  which  was  placed  u]ion  this  complication.  Among  the 
earlier  operators  this  was  not  an  unusual  or  uncommon  compli- 
cation, only  in  this,  that  the  patients  usually  died  before  abscess 
had  an  opportunity  to  form.  I  remember  a  similar  case  to  the 
one  reported  which  occurred  in  my  early  experience  as  a  hos- 
pital surgeon,  following  a  supravaginal  hysterectomy.  As  soon 
as  the  swelling  in  the  parotid  gland  showed  itself  the  surgeon  in 
attendance  said  to  me  that  he  had  never  seen  a  case  like  it  be- 
fore. "  There  is  not  a  case  in  the  histor}"^  of  medicine  but  what 
has  died,"  and  this  case  died.  At  that  time  it  was  a  common 
and  very  fatal  comj^lication  following  abdominal  operations.  I 
have  seen  this  condition  come  on  after  railway  amputations  of 
the  thigh,  particularly  where  the  so-called  conservative  plan  of 
treatment  was  employed,  saving  as  much  tissue  as  could  be  and 
amputating  as  low  down  as  possible.  I  have  seen  this  condi- 
tion followed  by  suppuration,  not  often  simultaneously  in  both 
parotids,  but  first  one  and  then  the  other. 

Dr.  John  ]\[.  Auld,  of  Chicago,  had  seen  one  case  of  non- 
suppurative parotitis,  limited  to  one  side,  following  a  perineor- 
rhaphy and  hemorrhoids.  The  parotitis  occurred  on  the  left 
side  and  came  on  about  the  fifth  day  after  operation  with  high 
temperature.  The  case  is  interesting  because  there  was  no 
sepsis  in  connection  with  the  external  wound. 

Dr.  II.  W.  LoNCrYKAR,  of  Detroit,  said  he  luui  nothing  new  to 
add  in  regard  to  parotitis  after  abdominal  operations.  The 
cases  in  which  he  had  seen  it  were  associated  with  typhoid 
fever.  He  offered  the  suggestion,  in  regard  to  sepsis,  that  the 
silk  ligature  favors  the  retention  of  septic  germs. 
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Dr.  a.  H.  Cordier,  of  Kansas  City,  Mo.,  ao^reed  with  the 
views  of  the  essayist  that  tins  trouble  was  septic  in  character, 
but  that  it  occurs  with  greater  frequency  than  is  supposed  in 
connection  with  operations  involving  the  removal  of  the  uterine 
appendages,  as  the  ovaries  and  Fallopian  tubes.  This  suggests 
to  us  that  there  must  be  something  else  back  of  the  septic  origin 
of  the  disease,  that  there  must  be  a  sympathetic  relationship 
between  the  ovaries  and  the  parotid  gland,  and  on  account  of 
the  lowered  resistance  the  septic  material  can  gain  a  foothold 
more  easily  in  the  parotid  gland  than  in  other  organs. 

Dk.  a.  H.  Ferguson,  of  Chicago,  asked  as  to  the  condition  of 
the  patient's  mouth  at  the  time  of  the  inflammation  of  the 
parotid  gland  which  took  place.  lie  said  we  know  that  in 
scarlet  fever,  diphtheria,  and  a  number  of  diseases  which  are 
associated  with  infection  of  the  uterine  appendages,  extension 
takes  place  to  the  parotid  gland.  In  such  cases  the  mouth 
generally  gets  foul,  and  if  it  can  be  kept  clean  parotitis  is  not 
so  liable  to  occur.  He  is  inclined  to  think  that  the  great  ma- 
jority of  cases  of  parotitis  are  due  to  extension  from  the  mouth. 

Dr.  Ross  said,  in  reply  to  Dr.  Ferguson,  that  it  is  well  known 
the  parotid  glands,  the  thyroid  glands,  and  the  submaxillary 
glands  have  frequently  become  inflamed  in  the  course  of  dis- 
eases that  are  likely  to  produce  inflammation  of  the  testicles ; 
but  as  to  their  connection  with  inflammation  of  the  ovaries  we 
are  not  so  sure.  He  could  not  say  anything  with  regard  to  the 
condition  of  the  patient's  mouth  at  the  time  of  operation,  except 
that  she  had  a  swelling  of  one  of  the  parotid  glands  and  pus 
burst  through  it,  burrowed  behind  the  tonsil,  coming  out  at  the 
mouth.  On  the  other  side  an  abscess  burst  into  the  external 
ear  and  discharged  itself  in  that  way. 

Dr.  a.  B.  Miller,  of  Syracuse,  N.  Y.,  read  a  paper  entitled 

intermediate  TREATMENT  OF  PUERPERAL  SEPSIS.' 

Dr.  Lewis  S.  McMurtry,  of   Louisville,  Ky.,  read  a  paper  on 

THK    indications    FOR    OPERATION    IN    PUERPERAL   SEPSIS.' 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala.,  believed  that  Dr. 
McMurtry  was  right  in  condemning  the  frequent  use  of  the 
curette  soon  after  delivery  or  after  abortions.  He  thought  it 
wise  to  swab  out  the  uterus  and  use  carbolic  acid,  but  not  to  use 
a  sharp  curette.  This  treatment  can  then  be  followed  by  gauze 
packing,  with  or  without  dilatation.  As  to  the  cases  of  puer- 
peral sepsis  where  the  temperature  runs  high,  they  usually  die 
in  a  week  to  ten  days,  and  he  believed  surgery  offers  very  little 
hope  for  such  patients. 

Dr.  Herman  E.  ITayd,  of  Buffalo,  said  the  subject  was  an 
exceedingly  interesting  one,  yet  somewhat  difficult  in  that  it  was 

'  See  original  article,  p.  615.  -  See  original  paper,  p.  609. 


774  TRANSACTIONS    OF   THE   AMERICAN 

no  simple  matter  to  prescribe  any  given  line  of  treatment  to 
meet  the  conditions  which  we  ordinarily  encounter  in  the  puer- 
peral patient.  To  say  that  the  intrauterine  douche  had  not 
saved  a  great  many  lives  would  be  unreasonable,  because  he  was 
satisfied  there  are  many  conditions  of  puerperal  sepsis,  and  par- 
ticularly if  the  septic  condition  be  due  to  sapremia  the  result  of 
breaking  down  of  clots,  where  the  intrauterine  douche  is  all  that 
is  necessary  and  will  unquestionably  save  life.  Where  a  septic 
condition  takes  place  in  the  endometrium,  or  where  there  re- 
mains a  portion  of  the  placenta  which  will  break  down,  he  was 
satisfied  that  in  such  cases  the  curette  should  be  used — not  a 
dull  but  a  sharp  curette,  if  it  is  used  at  all.  With  a  sharp  curette 
the  surgeon  can  pick  up  a  good  piece  of  tissue  and  yet  do  very 
little  harm. 

Dr.  William  Warren  Potter,  of  Buffalo,  said  the  subject 
under  consideration  was  many-sided,  lie  was  convinced,  and  his 
conviction  was  constantly  being  strengthened  by  increased  obser- 
vation and  experience,  that  there,  is  no  puerperal  fever  except  it 
be  due  to  infection,  lie  knew  there  were  many  excellent  men 
of  wide  experience  who  were  inclined  to  challenge  that  assertion, 
but  if  the  history  of  so-called  cases  of  puerperal  fever  was  care- 
fully traced  the  gynecologist  would  find  underlying  somewhere 
and  at  some  point  infection.  This  infection  may  be  carried  into 
the  genital  tract  either  by  the  obstetrician  or  it  might  be  due 
to  the  environment  of  the  puerperal  woman  ;  hence  the  great 
collateral  interest  lying  closely  alongside  this  subject  was  the  one 
of  preventive  medicine.  Tlie  important  question  was  aseptic 
midwifery.  If  we  knew  absolutely  how  to  practise  aseptic  mid- 
wifery in  each  and  every  case,  there  would  be  no  puerperal 
sepsis  nor  would  there  be  any  ophthalmia  neonatorum. 

Witii  reference  to  gauze  packing,  he  said  there  were  excellent 
men  who  l)elieve  in  it,  but  there  were  certainly  juet  as  good  men 
who  consider  it  a  very  harmful  procedure.  Uc  belonged  to  the 
latter  class.  If  we  pack  the  uterus  we  paralyze  the  muscular 
fibre,  or  prevent  its  acting  to  reduce  the  uterus  to  its  normal 
condition  or  shut  up  the  channels  through  which  infection 
passes  into  the  system.  lie  would  pack  the  uterine  cavity 
lightly  if  he  did  it  at  all,  after  j)erforming  such  an  operation  as 
in  his  judgment  would  teach  him  to  be  admissible  in  the  par- 
ticular case. 

Dr.  W.  p.  Manton,  of  Detroit,  had  never  had  in  his  private 
practice  a  case  of  ])uerperal  septicemia.  He  had  only  occasion- 
ally riQQn  a  case  of  puerperal  septicemia  among  ])iitients  in  the 
hii^her  walks  of  life,  and  those  cases  of  sejisis  that  he  had  seen 
had  been  among  patients  who  had  been  delivered  by  midwives, 
in  s(pialid  surroundings,  and  without  any  of  the  conveniences, 
the  tenderness  and  care  whicli  such  women  should  iiave.  lie 
thought  statistics  would  show  that  puerperal  septicemia  is  on 
the  decrease. 
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With  regard  to  packing  the  uterus  lightly  with  gauze  for  the 
purpose  of  drainage,  he  had  maintained  for  a  number  of  years 
that  drainage  was  not  the  sole  object  of  packing  the  uterus. 
Contrary  to  wliat  Dr.  Potter  had  said,  gauze  tightly  packed  in 
the  uterus  does  not  paralyze  tiie  uterine  muscle,  but  stimulates 
it  to  contract  and  the  entire  organ  is  lessened  in  size ;  and,  as  is 
well  known,  a  well-contracted  uterus  is  not  an  organ  which 
absorbs  septic  material.  Of  course  we  may  get  septic  absorption 
from  laceration  of  the  cervix,  etc. 

He  was  interested  in  Dr.  Miller's  paper  for  the  reason  that 

the  doctor's  experience  corroborated  his  own  in  the  matter  of 

treatment.     He  believed  that  if  the  curette  is  used  properly  it 

•is  absolately  devoid  of  harm,  but  in   careless  hands  and  u"sed 

indiscriminately  it  is  capable  of  doing  considerable  damage. 

Dr.  _H.  W.  Longtear,  of  Detroit,  believed  that  when  the 
uterus  is  packed  full  of  gauze  it  will  prevent  the  How  of  mucus, 
blood,  and  serum.  While  more  or  less  serum  may  possibly  come 
away,  fragments  of  placenta  or  blood  clots  wi'll  certainly  be 
retained.  After  treating  the  interior  of  the  uterus  his  plan  is 
to  drain  the  uterine  cavity  thoroughly  by  means  of  a  self-retain- 
ing tube  or  a  few  strands  of  stiii  silver  wire,  which  will  keep 
the  03  open. 

He  believed  the  rules  for  operative  procedures  laid  down  by 
Dr.  McMurtry  were  sound.  If  we  cannot  find  any  physical  signs 
in  the  abdomen  indicative  of  operation,  then  we  should  not  per- 
form it._  Kise  of  temperature,  etc.,  should  not  be  an  indication 
for  surgical  interference. 

Dr.  William  H.  Myers,  of  Fort  Wayne,  Ind.,  emphasized 
the  importance  of  differentiating  between  septicemia  and'  pyemia 
in  the  consideration  of  the  subject  under  discussion.  Septicemia 
has  no  necessary  connection  with  any  local  process.  It  is,  there- 
fore, not  developed  as  pyemia.  One  condition  is  produced  by 
the  entrance  into  the  blood  of  a  certain  quantity  of  septic  mate- 
rial. These  cases  can  be  treated  by  medicines,  perhaps  by  using 
large  doses  of  quinine.  He  had  in  several  instances  effected  a 
cure  in  cases  of  septicemia  by  the  administration  of  large  doses 
of  quinine,  but  never  in  pyemia. 

Dr.  C.  C.  Frederick,  of  Buffalo,  had  seen  a  good  many  cases 
of  puerperal  septicemia  in  consultation  and  in  hospital  practice 
in  the  last  six  or  eight  years.  He  believed  Dr.  McMurtrv's 
position  is  correct  when  he  says  there  are  two  distinct  classes 
of  cases  of  puerperal  septicemia— first,  those  in  which  we  have 
from  the  beginning  intense  sepsis  without  much  local  trouble  ; 
and.  second,  those  in  which  we  have  a  milder  grade  of  septic 
trouble  with  greater  local  manifestations  in  the  uterine  wall, 
cellular  tissue,  or  in  the  adnexa.  He  had  never  seen  a  case 
where  it  was  necessary  to  insert  gauze  for  drainage.  Out  of  at 
least  forty  cases  of  puerperal  septicemia  which  he  had  seen  in 
consultation  in  the  last  eight  years,  only  two  had  died.     Both  of 
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these  cases  had  been  of  the  intense,  rapid  form  of  the  disease, 
starting  rapidly  from  the  moment  of  infection,  although  there 
was  nothing  in  the  uterus  and  hardly  any  localized  symptoms. 

Dit.  James  F,  W.  Ross,  of  Toronto,  said  the  question  of 
puerperal  sepsis  was  one  that  took  up  at  least  three-fourths 
of  the  range  of  our  abdominal  work  on  women,  together  with 
gonorrhea.  The  discussion  is  of  the  greatest  importance,  inas- 
much as  we  have  at  present  a  new  craze  that  has  seized  the  pro- 
fession, that  of  taking  out  the  uterus  in  cases  in  which  it  is 
unnecessar}',  in  his  opinion,  to  remove  that  organ.  The  pen- 
dulum had  swung  too  far,  as  it  did  when  the  removal  of  the 
ovaries  was  undertaken  for  vague  symptoms,  and  the  Association 
should  take  some  means  of  swinging  it  back  again  to  its  normal 
position.  Dr.  McMurtry's  classification  is  a  valuable  one  for  us 
to  remember  and  to  keep  constantly  before  us  in  our  daily 
work. 

The  question  of  hysterectomy  in  such  cases  is  one  that  is  not 
yet  settled.  He  believed  that  there  are  certain  cases  in  which  it 
is  well  to  remove  the  uterus  ;  but  to  takeout  this  organ  without 
having  an  opportunity  of  examining  its  surface  is  bad  practice. 
He  believed  an  exploration  should  be  made  through  the  abdo- 
men, as  we  may  find  the  tubes  and  ovaries  perfectly  healthy,  or 
we  may  lind  pus  tubes  and  yet  the  uterus  may  be  in  a  healthy 
condition  without  any  abscesses  in  it.  In  these  cases  the  minor 
operation  of  removal  of  the  pus  tubes  would  be  sufficient  to 
cure  the  case  and  the  woman  would  still  have  her  uterus  left 
behind. 

With  regard  to  Dr.  Miller's  paper,  he  thought  packing  and 
repacking  of  the  uterine  cavity  a  dangerous  practice.  He  also 
condemned  the  too  frequent  use  of  the  curette. 

Dr.  Willis  G.  Macdonald.  of  Albany,  said  that  after  listen- 
ing to  the  papers  and  the  discussion  a  man  would  not  be  likely 
to  go  away  with  a  clear,  specific,  and  definite  idea  as  to  how  he 
was  to  manage  his  cases  in  the  future.  There  were  some  points 
in  relation  to  the  papers,  pathologically  considered,  which  were 
not  very  cleai-ly  demonstrated.  During  the  last  winter  he  was 
asked  to  go  to  see  a  jiaticnt  with  another  physician  one  Sunday 
morning,  and  on  arriving  at  the  ])atient's  home  he  found  a 
temperature  of  108.5'',  ])ulse  160,  the  patient  weak  and  had  a 
chill.  Within  an  hour  the  uterus  was  dilated  ;  he  took  a  sharj) 
curette  and  cleaned  out  the  cavity,  then  washed  it  out  with  a 
I  :  lOOO  solution  of  corrosive  sublimate,  following  it  i)y  the  use 
of  two  or  three  (piarts  of  n.)rmal  salt  solution.  lie  introduced 
a  two-inch  iodoform  gauze  bandage  of  four  thicknesses  on  the 
uterine  sound  to  the  fundus  and  let  it  come  out  at  the  cervix. 
The  temperature  in  the  afternoon  was  99°,  and  never  went 
above  10o°  again.  The  patient  had  an  uneventful  convales- 
cence. 

Dr.  Sherwood  Di  nn,  late  of  Paris,  France,  said  that  in  the 
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Broca  Hospital,  Paris,  there  were  one  hundred  and  eighty  four 
beds,  forty  eight  of  which  were  devoted  to  obstetrics.  In  his 
three  years'  connection  with  the  liospital  service  there  no  ease 
of  confinement  had  ever  been  folh)wed  by  any  septic  condition. 
Bat  tliey  also  received  into  the  service  frequently  women  who, 
shortly  after  parturition,  came  there  with  a  high  temperature, 
rapid  pulse,  and  all  the  evidences  of  improper  care.  Tiiat  a 
woman  in  childbirth  should  have  puerperal  fever  following  her 
confinement  is  a  disgrace  to  the  physician  that  cared  for  her,  as 
well  as  to  the  assistants  he  employed  at  that  period.  It  is  a 
fixed  rule  that  the  moment  these  women  enter  the  service  and 
it  is  discovered  that  they  are  free  from  accidents  consequent 
upon  parturition,  they  are  immediately  prepared,  placed  upon 
the  table,  and  curetted  with  a  large,  soft-edged  curette,  wliich 
tells  the  operator  incidentally  as  to  wliether  or  not  there  is  sep- 
tic material  left  behind,  and  never  had  he  seen  any  evil  results 
following  that  procedure. 

Dr.  E.  F.  Fish,  of  Milwaukee,  said  in  cases  of  uterine  trau- 
matism, especially  in  abortions,  where  there  are  retained  se]:)tic 
tampons  or  bits  of  placenta  within  the  uterus,  it  is  absolutely 
impossible  to  curette  them  away  with  a  dull  instrument.  He 
would  no  more  think  of  using  a  dull  curette  in  such  cases  than 
of  suggesting  to  a  barber  the  use  of  a  dull  razor.  He  had  seen 
the  dull  curette  used  for  half  an  hour  at  a  time,  and  yet  two 
days  afterward  pieces  of  membranes  or  clots  had  come  away  the 
size  of  a  hen's  egg.  TVith  a  sharp  curette  everything  can  be 
removed. 

As  to  drainage,  if  we  have  a  large,  flabby  uterus  which  re- 
fuses to  involute,  he  believed  that  thorough  packing  would  cause 
contraction  of  the  uterus. 

De.  a.  H.  Cordier,  of  Kansas  City,  Mo.,  laid  stress  on  treat- 
ing every  case  of  puerperal  sepsis  as  an  individual  one;  and  if 
we  could  not  lay  down  fixed  rules  how  to  treat  the  condition, 
we  should  classify  our  cases  and  treat  them  according  to  the 
classification  or  particular  type  to  which  they  belong.  AYe  must 
classify  them  first  as  those  cases  that  follow  immediately  after 
labor,  and  those  that  follow  several  days  succeeding  confine- 
ment. We  must  recognize  the  difference  between  sapremia  and 
true  septicemia.  Where  surgical  interference  is  called  for  in 
these  ca.ses  it  must  be  resorted  to  early  if  we  expect  to  save 
lives.  These  patients  should  not  be  permitted  to  go  on  until 
they  are  thoroughly  saturated  with  ptomaines  or  bacterial  pro- 
ducts, but  should  be  opei-ated  upon  early. 

Dr.  G.  E.  Krieger,  of  Chicago,  predicted  that  in  time  we  will 
treat  puerperal  sepsis  very  much  in  the  same  manner  as  we 
treat  diphtheria  with  serum,  and  experiments  were  being  con- 
ducted at  the  present  time  with  this  end  in  view. 

Dr.  J.  Henry  Carstens,  of  Detroit,  emphasized  the  import- 
ance of  differentiating  between  the  forms  of  infection.     The 
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microbe  in  one  form  of  infection  seems  to  be  entirely  different 
from  that  in  which  we  get  sepsis  from  retention  of  pJacenta  or 
other  debris.  Unhke  some  practitioners,  he  believed  in  auto-in- 
fection. With  regard  to  the  curette,  a  sharp  one  is  not  neces- 
sary for  removing  the  shreds  of  membrane  or  other  debris  that 
may  be  left.  A  l)liint  one  would  answer  the  purpose,  as  by  its 
use  healthy  tissue  would  not  be  removed.  With  a  sharj)  curette 
we  were  liable  to  open  up  the  Ijraph  channels  and  blood  vessels 
and  thus  make  matters  worse. 

Dr.  F.  Blume,  of  Allegheny,  said  it  was  proven  some  years 
ago  that  in  tifty  per  cent  of  healthy  v»^oinen  there  were  found 
streptococci  or  other  pathogenic  micro-organisms  in  the  vagina. 
Again,  it  had  been  proven  that  washing  out  the  vagina,  no  mat- 
ter how  strong  the  solution  may  be,  wonUl  not  disinfect  it  unless 
the  practitioner  used  his  fingers  and  assisted  in  the  cleansing 
process.  For  curetting  the  uterus  he  helieved  in  using  a  sharp 
instrument. 

The  discussion  was  then  closed  by  the  essayists. 

Dr.  Marcus  Rosenwasser,  of  Cleveland,  read  a  paper  entitled 

EXCEPTIONAL    LOCATION    OF   THE    BLOOD    CLOT    IN    A    CASE    OF 
RUPTURED    ECTOPIC    PREGNANCY. 

Operating  for  free  hemorrhage  after  tubal  rupture,  we  find  a 
mass  of  coagulated  blood  in  the  true  and  false  pelvis  and  a  mix- 
ture of  fluid  blood  and  clots  distending  the  abdominal  cavity. 
Operating  for  circumscribed  hemorrhage,  we  find  the  blood 
mass  gathered  in  the  pelvis  or  even  extendinuj  high  into  the  ab- 
domen, but  limited  or  shut  in  by  lymph-agglutinated  viscera  or 
by  the  separated  folds  of  the  broad  ligament.  The  ultiujate 
recovery  of  the  patient  whose  history  is  to  follow  leaves  as  mat- 
ter of  conjecture  the  causes  that  prevented  the  blood  from 
gravitating  into  the  pelvis  but  led  to  its  accumulation  in  the 
side  of  the  abdominal  cavity  fntrn  iliac  fossa  to  )H»stcrior  dia- 
phragm. The  extreme  reluctance  with  wliich  the  record  of  this 
case  is  presented  at  this  time  is  overcome  by  reasi»n  of  my  in- 
ability to  find  a  parallel  in  the  literature  at  my  disposal,  and  be- 
cause of  the  hope  that  the  knowledge  of  such  possibility  may 
))revent  future  confusion  of  an  otherwise  clear  diagnosis.  Drs. 
J.  II.  L')wman,  C.  H.  Parker,  and  A.  P.  Ohlmacher  assisted  at 
various  periods  in  s!i;iring  the  responsibilities  of  the  case. 

^^rs.  U.,  aged  .'37;  married  seventeen  years;  four  cluldren  ; 
regular  since  birth  of  last  child,  five  years  ago.  Excepting  a 
mild  attack  of  typhoid  fever  four  years  ago,  she  has  enjoyed  ex- 
cellent health.  The  last  regular  menstruation  was  on  September 
♦)th,  1S94.  The  next  period  was  missed,  but  a  "  fiow  "  began 
Octo])cr  11th  and  continued  almost  daily  until  the  following  five 
wiH'ks.  The  discharge  was  at  times  (piite  free,  6«tmetimes  offen- 
sive, but  not  attended  by  pain,  except  an  occasional  sharp  twinge 
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attributed  to  the  right  ovary.  There  was  much  nausea  and 
unusually  severe  vomiting.  The  uterus  was  slightly  enlarged, 
cervix  soft,  patulous,  easily  dilatable.  A  rise  of  temperature 
on  two  previous  days  led  to  a  curetting  on  November  16th, 
under  the  supposition  that  remnants  of  an  early  abortion  re- 
quired removal.  This  was  done  under  chloroform.  The  uterus 
was  four  inches  deep ;  the  walls  were  soft  and  of  a  bluish 
hue.  The  curette  brought  away  neither  shreds  nor  granulation 
tissue.  Suspecting  an  ectopic  pregnancy,  a  careful  pelvic  exami- 
nation was  made,  but,  perhaps  owing  to  the  very  thick  abdomi- 
nal wall  or  exceptionally  misplaced  tube,  no  tumor  was  found. 
It  was  supposed,  therefore^  that  the  ovum  and  its  envelope  had 
been  overlooked  in  the  discharges  that  had  preceded  the  opera- 
tive interference. 

The  curetting  was  followed  by  a  mild  pelvic  peritonitis.  The 
temperature  rose  to  101°;  there  was  tenderness  at  the  fundus, 
also  pain  in  the  rectum,  even  upon  the  passage  of  gas.  At  2 
P.M.  JS^ovember  21st  the  temperature  was  only  99°,  but  there 
was  an  uncomfortable  sensation  in  the  lower  bowel,  for  the  re- 
lief of  which  mineral  water  had  been  given.  This  was  not  re- 
tained. While  retching  the  patient  was  suddenly  seized  with 
an  agonizing  pain  in  the  abdomen,  feeling  as  though  she  must 
die.  Collapse  rapidly  followed — face  drawn,  eyes  sunken, 
marked  pallor,  profuse  sweat,  cold  surface  and  extremities, 
pulse  almost  imperceptible;  she  gradually  rallied  from  the 
shock.  The  next  morning  the  pulse  was  100,  temperature 
100.5°.  A  tender  and  somewhat  indefinite  mass  was  to  be  felt 
in  the  al)domen  to  the  right  of  the  median  line  from  the  iliac 
fossa  below  to  the  hypochondrium  above.  The  tenderness  on 
the  left  was  comparatively  slight ;  abdominal  distention  mode- 
rate. It  was  deemed  best  under  the  circumstances  to  postpone 
a  pelvic  examination  until  the  following  morning,  November 
23d.  The  uterus  was  movable,  enlarged,  tender,  in  its  normal 
position.  Beginning  at  the  right  cornu  and  extending  upward 
toward  the  iliac  fossa  was  the  ill-defined  lower  part  of  the  mass, 
which  tilled  the  right  iiank,  losing  itself  under  the  border  of  the 
liver.  There  was  no  bulging,  thickening,  or  resistance  in  the 
recto-vaginal  pouch,  and  none  at  the  base  of  the  broad  ligament ; 
nor  did  the  rectal  touch  reveal  any  contraction  in  the  lumen  of 
the  bowel. 

The  unusual  absence  of  a  circumscribed  pelvic  tumor,  the 
development  of  an  inflammatory  mass  in  the  side  of  the  abdo- 
men, and  the  fact  that  a  mild  peritonitis  had  preceded  the 
collapse,  cast  a  doubt  over  the  a  priori  conclusion  that  the  col- 
lapse had  been  caused  by  rupture  of  a  tubal  pregnancy.  Neither 
in  my  own  experience  nor  in  my  reading  was  the  pelvic  tumor 
ever  missing  when  the  blood  mass  had  become  circumscribed. 
Assuming  that  a  miscarriage  had  taken  place,  could  not  the 
collapse  have  had  its  origin  in  the  rupture  of  some  recent  intes- 
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tinal  adhesions,  inasmuch  as  a  mild  peritonitis  was  just  subsiding 
and  the  collapse  took  place  during  a  spell  of  retching  and 
vomiting?  Subsequent  events  furnish  a  most  instructive  and 
positive  answer  to  this  query. 

As  a  result  of  the  side  tracking  of  the  diagnosis,  surgical 
treatment  was  temporarily  discarded  and  tlie  case  was  treated  as 
a  localized  peritonitis.  The  latter  continued  during  the  next 
two  weeks  without  causing  alarm.  The  pulse  ranged  from  96 
to  108  and  tiie  temperature  from  100.5°  to  102^^.  A  right 
pleuro-pneumonia  now  rapidly  developed,  beginning  at  the  base 
and  ascending  to  the  apex.  The  infection  had  evidently  en- 
tered by  way  of  the  diaphragm.  For  the  next  two  weeks  the 
pneumonia  was  the  prominent  feature  on  the  bulletin-board, 
with  the  peritonitis  and  its  supposed  exudate  crowded  into  the 
background.  Meanwhile  the  patient  suffered  intensely  from  a 
sharp,  gnawing  pain  through  the  lower  part  of  the  right  thorax 
and  the  entire  right  hypochondrium  and  loin.  While  the  pneii- 
monia  was  subsiding  the  pain  continued,  and  was  supplemented 
by  daily  recurrence  of  distinct  chills  and  profuse  sweats.  She 
had  had  live  chills,  with  pulse  ranging  from  ll<i  to  128,  when 
liually  an  indistinct  deep  fluctuation  was  detected  in  the  abdom- 
inal mass.  This  was  thirty-one  days  from  date  of  collapse. 
An  aspirator,  introduced  at  the  level  of  the  umbilicus  on  a  line 
from  crest  of  ilium  to  lower  ribs,  brought  away  a  fetid,  meat- 
water-like  liuid  containing  colon  bacilli  and  pus.  A  free  inci- 
sion through  tu'o  and  a  half  inches  of  abdominal  wall  followed 
aspiration  and  gave  vent  to  about  three  pints  of  most  offensive 
decomposed  blood  and  blood  clots.  No  fetal  remnants  were 
found,  des|)ite  careful  search.  The  abscess  cavity  extended 
from  the  iliac  fossa  upward  and  backward  under  the  liver  and 
well  toward  the  spinal  column.  It  was  drained  by  rubber  tubes 
introduced  in  both  directions.  Convalescence  was  retarded  and 
complicated  by  a  fecal  tistula  which  made  its  presence  known 
about  ten  days  after  opening  of  the  abscess,  but  fortunately 
closed  within  a  month. 

During  the  first  three  months  after  recovery  the  patient  suf- 
fered considerable  pain  in  the  left  side  one  week  previous  to 
menstruation.  Within  the  last  three  months  this  pain  has  not 
recurred.  The  uterus  is  freely  movable,  in  normal  position: 
there  is  no  palpable  trace  of  previous  disease.  She  has  regained 
her  normal  weight  and  can  run  up  and  down  stairs  as  well  as 
she  was  wont  to  in  days  before.     Her  recovery  is  complete. 

Dr.  II.  W.  LoN(;vEAK,  of  Detroit,  re|)orted  a  case  where  a 
woman  had  been  bleeding  for  several  months.  He  (»perated, 
and  thinks  he  would  have  saved  her  life  had  it  not  been  for  one 
complit' iti(»n — nami'ly,  the  whole  abdomen  was  tilled  with  blood 
and  clots  of  all  ages,  some  of  them  ])artly  organized  an<l  mixe<l 
up  with  the  omentum,  giving  him  great  troul)le  in  removing 
them.     After  a  tedious  operation   he  was  compelled  to  close  tlie 
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wound  and  still  leave  some  of  the  clots  in  the  abdomen.  The 
patient  died  of  shock  some  three  or  four  hours  after  operation. 

Dr.  James  F.  W.  Koss,  of  Toronto,  narrated  a  case  of  acute 
general  peritonitis  produced  by  the  rupture  of  a  suppurating 
clot.  After  an  ectopic  gestation  this  clot  was  found  lying  in 
the  neighborhood  of  the  broad  ligament  and  was  not  in  the  least 
connected  with  the  tube.  He  believed  rupture  had  taken  place 
several  weeks  before  the  patient  had  had  the  symptoms  of  it. 
The  tube  had  regained  its  condition,  and  the  clot  was  left  in 
this  position. 

Dr.  Edwin  Eicketts,  of  Cincinnati,  said  the  cases  reported 
impressed  the  gynecologist  as  to  the  importance  of  the  earliest 
possible  diagnosis  in  such  cases.  If  we  wait  to  find  a  lump 
through  the  abdominal  wall  we  are  many  times  misled  ;  in 
other  words,  we  have  got  to  take  the  subjective  symptoms  and 
more  carefully  consider  them. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  related  a  case,  the  wife 
of  a  physician,  who  was  delivered  at  full  term  of  a  uterine 
pregnancy.  Then  a  mass  was  detected  in  the  right  lumbar 
region,  which  continued  to  grow  larger,  and  the  patient  had  the 
appearance  of  a  woman  losing  blood.  Tiie  operation  revealed 
in  this  case  ectopic  gestation.  The  bleeding  was  easily  con- 
trolled, a  rapid  operation  done,  but  the  patient  died  from  shock. 
He  also  reported  another  interesting  case. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  emphasized  the  necessity 
of  early  operation  in  ectopic  pregnancy,  or  at  least  an  early 
exploration  in  all  instances  of  obscure  abdominal  disease.  He 
believed  that  where  the  tumor  can  be  well  defined  and  the  clin- 
ical history  is  clear  we  are  justified  in  making  an  exploration. 
He  had  had  experience  in  dealing  with  delaved  operations  in 
ectopic  pregnancy,  and  had  made  at  least  fifteen  operations,  and 
was  more  and  more  convinced  every  day  of  the  necessity  of  early 
operative  interference. 

Dr.  Thomas  J.  Maxwell,  of  Keokuk,  said  these  were  very 
distressing  cases  to  deal  with,  and  it  was  often  a  difhciilt  matter 
toknow  exactly  what  to  do.  He  called  attention  to  transfusion 
with  the  common  salt  solution  to  tide  over  severe  cases  of 
hemorrhage. 

Dr.  Rosen wasskr  said  he  had  reported  the  case  in  order  that 
others  might  not  be  misled  as  he  was.  If  he  had  known  what 
he  knew  now  he  would  have  resorted  to  an  earlier  operation. 

Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind.,  read  a  paper  en- 
titled 

RUPTURED    interstitial   PREGNANCY.' 

Dr.  T.  J.  Watkins,  of  Chicago,  had  met  with  a  number  of 
cases  of  extrauterine  pregnancy,  but  none  of  interstitial  preg- 
nancy with  rupture.     He  had   one   case  where   the   tube   had 

'  See  original  article,  p.  753. 
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nancy  witli  rupture.  He  had  one  case  where  the  tube  had 
ruptured,  the  placenta  liad  grown  fast  to  the  cornu  of  the  uterus, 
and  where  it  was  impossible  to  form  a  pedicle,  the  conditions  in 
that  case  being  similar  to  those  of  an  interstitial  pregnancy.  It 
was  a  question  whether  it  was  better  to  amputate  the  horn  of  the 
uterus  or  to  do  hysterectomy  in  his  case.  The  Estlander  method 
was  resorted  to,  because  in  amputating  the  horn  of  the  uterus 
great  tension  would  have  been  produced  upon  sutures. 

Dr.  Byron  Robinson,  of  Chicago,  was  fortunate  enough  to 
examine  a  specimen  of  Mr.  Tait.  So  far  as  operating  on  these 
cases  is  concerned,  anything  other  than  hysterectomy  is  death  to 
the  woman.  In  abdominal  section  the  whole  thing  depends 
upon  the  condition  of  the  patient.  He  thought  any  surgeon 
with  good  assistants  could  remove  the  normal  uterus,  but  the 
main  point  was  the  condition  of  the  patient. 

Dr.  Henry  T.  Byford,  of  Chicago,  said  that  while  he  liad 
never  met  with  a  case  of  interstitial  pregnancy,  he  desired  to 
discuss  the  subject  very  briefly.  With  regard  to  hemorrhage, 
it  was  necessary  to  resort  to  radical  measures  to  arrest  it.  In 
extrauterine  pregnancy,  or  any  other  kind  of  pregnancy,  the 
hemorrhage  that  follows  is  not  dangerous;  the  arteries  bleed 
for  a  while  and  then  stop.  But  where  the  bleeding  comes  from 
the  placenta,  and  it  is  not  separated,  it  is  going  to  continue 
until  the  parts  where  the  placenta  is  located  contract. 

Dr.  a.  II.  Cordier,  of  Kansas  City,  Mo.,  had  seen  one  case  of 
interstitial  pregnancy  in  the  practice  of  Dr.  Lanphear,  and  in 
addition  to  it  the  uterus  contained  several  fibroids,  so  that  it 
became  necessary  to  do  an  abdominal  hysterectomy  as  quickly 
as  possible. 

Dr.  DuNNiNd  said,  in  closing,  that  if  the  patient  had  lived  for 
a  little  time  he  should  have  done  hysterectomy;  but  he  could 
not  understand  why  we  cannot  sew  up  the  rent  in  a  wound  with 
as  great  safety  or  freedom  from  hemorrhage  as  we  could  in 
Cesarean  section,  provided  the  insertion  of  the  placenta  is  over 
tissue  thick  enough  to  contract  afterward. 

Dii.  Ernest  T.  Tappet,  of  Detroit,  Mich.,  read  a  paper 
entitled 

intraperitoneal  adhesions.' 

Dr.  W.  G.  Macdonald,  of  All)any,  road  a  paper  entitled 

intestinal    obstruction — CLINICAL    OBSERVATIONS. 

Intestinal  obstruction  is  a  condition  of  serious  importance  in 
surgery.  In  no  other  intra-abdominal  condition  is  the  mortality 
following:  ojioration  as  great,  save  in  the  severest  types  of  sepsis. 
In  no  branch  of  abdominal  surgery  is  precise  diagnosis  so  diflB- 
cult  or  operative  procedures  more  taxing  to  the  ingenuity  of  the 
surgeon.  At  the  present  time  surgeons  of  exj)erience  are  quite 
'  See  original  article,  p.  763. 
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unwilling  to  give  a  definite  opinion  until  the  abdomen  is  opened 
and  ciosed.  Classification  upon  a  purely  etiological  basis  is  of 
Ji  tie  or  no  value  in  the  practical  management  of  the  disease. 
Olinically  cases  are  either  acute  or  chronic,  and  that  has  a 
serious  significance  m  the  prognosis.  There  is  a  large  group 
of  cases  ot  ileus  wliich  may  be  regarded  as  purely  sympromatic- 
a  condition  in  which  the  continuity  of  the  intestinal  tube  is 
uninterrupted  but  the  obstruction  is  due  to  conditions  of  pa- 
ralysis in  the  intestinal  wall.  ^ 

The  treatment  cannot  always  be  preventive  necessarily,  from 
conditions  which  arise  during  operations.  The  enucleation  of 
pus  tubes  or  an  extrauterine  pregnancy  involves  the  leaving  of 
extensive  denuded  surfaces  to  which  intestines  readily  attach 
themselves,  and  those  who  have  done  secondary  section  can 
readily  testily  to  the  number  of  innocent  adhesions  found  as  a 
result  ot  primary  operations. 

De  Herman  E.  Hayd  of  Buffalo,  reported  an  interesting  case 
of  intestinal  obstruction  following  a  simple  abdominal  section. 

UR.  ±1.  H.  (tkant,  of  Louisville,  exhibited  and  explained  a 
device  ot  Ins  own  invention  for  intestinal  anastomotic  work 
.  /^^:  ^-  f  •  CoRDiER  presented  a  specimen  of  post-operatiye 
intestinal  obstruction  which  teaches  the  important  lesson  that 
the  surgeon  should  not  hesitate  to  reopen  the  abdomen  as  soon 
as  he  recognizes  obstruction  and  save  the  patient's  life.  In  this 
case  It  would  not  have  been  necessary  to  do  a  resection,  but 
simply  pulling  the  adhesions  apart  from  the  coil  of  bowel  would 
have  saved  life.  The  small  intestine  had  become  adherent  to 
the  pedicle  after  a  vaginal  hysterectomy,  and  the  patient  died 
on  the  fourteenth  day  after  the  operation. 

1  ^^'  -^-  ,^^-.^ONGYEAR  said  the  matter  of  intraperitoneal  ad- 
hesions following  operation  was  very  important  and  could  only 
be  prevented  by  attention  to  detail  in  our  work  inside  of  the 
abdomen.  Especially  in  regard  to  the  treatment  of  the  stump 
18  this  to  be  done,  and  also  with  reference  to  the  treatment  of 
old  adhesions  that  are  broken  up.  In  the  treatment  of  the 
stump  there  are  two  things  necessary:  1.  We  should  use  a 
ligature  material  that  will  not  prove  fo  be  an  irritant  after  its 
usefulness  has  ceased  as  such.  2.  It  should  be  so  applied  as 
not  to  leave  dead  material  at  the  end  of  the  stump.  He  uses 
kangaroo  tendon  which  is  absorbed  after  its  usefulness  has 
ceased.  He  applies  it  in  such  a  way  to  the  stump  as  will  permit 
slight  superficial  circulation  to  take  place,  so  that  the  stump  will 
not  be  entirely  strangulated.  ^ 

n.Pi''"  '^''''?''  IJ^f  .^^^«^^^'  of  Chicago,  said  he  had  just  finished 
onehundred  and  thirty  consecutive  autopsies  at  the  Cook  County 
Hospital,  and  the  result  was  that  in  seventy-two  per  cent  theri 
was  mfiammation  found  around  the  cecum  and  appendix  sixtv- 
six  per  cent  around  the  gall  bladder,  seventy-five  per  ;;ent  in 
the  pelvis,  and  eighty-two  per  cent  in  the  mesocecum  ;  conse- 
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qiiently  lie  thought  surgeons  sliould  be  careful  on  which  cases 
they  operate.  These  autopsies  were  made  on  ordinary  people 
who  had  died  in  the  Cook  County  Hospital. 

Dr.  a.  Goldspohn,  of  Chicago,  called  attention  to  the 
causes  of  peritoneal  adhesions,  which  had  been  determined  by 
very  exhaustive  and  long-continued  experiments  on  the  lower 
animals  by  Dembowski,  Walthard,  Wegner,  and  others.  These 
gentlemen  came  to  the  conclusion  that  the  iirst  and  most  im- 
portant factor  to  bring  about  peritoneal  adhesions  is  sepsis  or 
septic  infection ;  and,  secondly,  foreign  bodies,  as  ligatures, 
gauze,  sponges,  drainage  tubes,  ligatured  stumps,  and  searings 
as  produced  by  the  Paquelin  canter}'. 

Dr.  J.  E.  Murphy,  of  Chicago,  complimented  Dr.  Macdon- 
ald  on  the  pathology,  the  symptomatology,  and  treatment  of  ilens. 
Adynamic  ileus  is  the  form  which  has  perplexed  both  physicians 
and  surgeons  for  many  years.  In  reading  the  histories  of  cases 
of  ileus  some  physicians  report  thirty-four  per  cent  of  recoveries 
without  operation  ;  other  practitioners  report  that  one  hundred 
per  cent  of  the  cases  die  without  operation.  Why'  Because 
the  gentlemen  had  different  conditions  to  deal  with.  At  the 
bedside  the  surgeon  should  examine  a  patient  and  be  able  to 
say  which  is  a  case  of  adynamic  or  dynamic  ileus,  or  whether  it 
is  a  case  of  mechanical  ileus  which  demands  immediate  opera- 
tion. He  believed  the  surgeon  is  not  justified  in  waiting,  on  ac- 
count of  the  small  percentage  of  danger  attendant  upon  oi)ening 
the  abdomen  to  determine  the  existing  condition. 

Dr.  W.  E.  B.  Davis  said  we  may  have  a  condition  of  me- 
chanical obstruction  unaccompanied  by  peristalsis.  We  have  a 
great  deal  of  difhcultv  in  determining  the  cause  of  mechanical 
obstruction  after  abdominal  operations.  It  is  very  hard  some- 
times to  ffct  the  bowel  to  act  after  o|)ei-ations,  even  in  favorable 
cases.  With  regard  to  adhesions,  numerous  exi)eriments  upon 
the  lower  animals  had  convinced  In'm  that  adhesions  do  not 
cause  the  trouble  we  are  led  to  ])elieve  by  some  writers.  We 
can  have  the  intestines  agglutinated,  as  it  were,  without  any 
symptoms. 

Dr.  D.  a.  K.  Steele,  of  Chicago,  said  in  cases  of  intestinal 
obstruction  he  favored  the  oblique  incision  to  the  right  of  the 
rectus,  as  it  affords  better  access  and  exposes  the  ]>arts  that  are 
invaginated  or  adherent  more  freely.  He  thinks  the  median  in- 
cision (h)('s  not  afford  the  most  ready  access  to  the  ]>oint  we  wish 
to  relieve. 

Dk.  L.  H.  DrxNiNr,  liad  oj)erated  for  intestinal  obstruction 
in  eleven  cases,  of  which  number  six  died.  All  of  the  patients 
operated  upon  within  two  days  recovered,  and  those  operated 
upon  later  died.     He  considered  time  a  very  important  factor. 

Dr.  Thomas  J.  ^[axwkll  related  a  case  of  mechanical  ob- 
struction in  a  man  25  years  of  age,  the  obstruction  continuing 
for  eight  or  nine  days. 
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Dr.  Tappey  could  not  see  the  applicability  of  Dr.  Robinson's 
remarks  to  the  subject  under  discussion.  He  (Tappey)  did  not 
advise  opening  the  abdomen  except  for  the  relief  of  symptoms 
which  warranted  it.  He  would  not  think  of  searching  for  adhe- 
sions unless  there  were  symptoms  caused  by  them. 

Dr.  Macdonald,  answering  the  point  made  by  Dr.  Steele, 
said  the  site  of  the  incision  was  largely  a  matter  of  personal 
equation.  In  regard  to  the  time  of  operation,  alluded  to  by  Dr. 
Dunning,  abdominal  surgery  of  any  sort  is  not  to  be  taken  hold 
of  by  any  slow  schedule.  The  earlier  we  operate  on  cases  of  in- 
testinal obstruction  the  more  speedily  we  reach  conclusions  and 
the  more  patients  we  are  bound  to  save. 


Second  Day — Morning  Session. 

Dr.  Edward  J.  Ill,  of  Newark,  N.  J.,  read  a  paper  on 

a  clinical  contribution  to  the  study  of  the  lateral 
displacements  of  the  uterus.' 

VAGINAL    HYSTERECT'oMY    VERSUS    ABDOMINAL    SECTION    FOR   PUS 

TUBES. 

Dr.  X.  O.  Werder,  of  Pittsburg,  opened  the  discussion  on 
this  subject.     He  dealt  with 

some    of    THE     advantages     OF,    AND    INDICATIONS    FOR,    VAGINAL 

HYSTERO-SALPINGO-OOPHORECTOMY    in    SUPPURATIVE 

PELVIC   DISEASE." 

Dr.  Joseph  Eastman,  of  Indianapolis,  said  he  had  been  an 
advocate  of  vaginal  hysterectomy  for  a  number  of  years.  Some 
of  the  gentlemen  present  had  witnessed  his  operations.  He  had 
taken  great  pains  to  perfect  instruments  and  methods  for  doing 
the  operation,  so  that  it  might  be  made  simple  and  successful. 
He  had  gone  further  than  some  surgeons,  and  in  his  last  one 
hundred  operations  had  seen  the  need  of  operating  in  the  Sims' 
position,  for  in  so  doing  he  got  the  same  advantages  that  he  ob- 
tains from  the  Trendelenburg  position — the  floating  away  of  in- 
testines, omentum,  and  bladder,  and  the  pubic  bone  is  out  of 
sight.  The  removal  of  the  appendages  through  the  vagina, 
through  the  posterior  cul-de-sac,  can  be  accomplished  and  yet 
the  uterus  be  left.  The  uterus  is  an  important  organ  and  should 
be  retained  whenever  possible. 

Dr.  L.  S.  McMurtry,  of  Louisville,  addressed  his  remarks 
to  some  of  the  claims  made  for  vaginal  hysterectomy  for  the 
relief  of  inflammatory  diseases  of  the  pelvic  organs  in  women. 
He  thought  the  operation  of  vaginal  hysterectomy  was  being 
abused  as  much  as  was  the  operation  for  removal  of  the  uterine 

'  See  original  article,  p.  690.  ^  Will  appear  in  December  number. 
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appendages  when  it  was  first  introdnced  to  the  profession ; 
hence  pelvic  surgery  had  suffered  more  in  that  respect  than  in 
scny  other.  There  is  not  sufficient  discretion  used  in  the  selec- 
tion of  cases  for  operative  interference. 

Dr.  Sherwood  Ddnn,  late  of  Paris,  France,  was  called  upon 
to  demonstrate  the  technique  and  various  steps  of  the  operation 
of  vaginal  hysterectomy  as  it  is  practised  by  Prof.  Piehelot,  of 
Paris.  He  said  Prof.  Richelot  gives  us  a  resume  of  results  in 
this  operation  that  surpasses  all  others  in  abdominal  surgery. 
From  the  1st  of  Febrnarj,  1884,  to  the  1st  of  May,  1S95,  Prof. 
Richelot  told  him  in  the  presence  of  Dr.  Gushing,  of  San  Fran- 
cisco, that  he  had  performed  one  hundred  and  forty-four  vaginal 
hysterectomies  as  they  came  to  him  for  non-malignant  diseases, 
without  the  loss  of  one  patient.  When  Dr.  Dunn  first  entered 
the  hospital  service  in  Paris  he  was  opposed  to  hysterectomy.  It 
appeared  to  him  to  be  a  brutal  and  an  inhuman  mutilation  of 
those  organs  that  are  divinely  destined  to  propagate  the  human 
race.  His  prejudices  were  nursed  by  being  an  assistant  to  one 
of  the  most  celebrated  laparatomists  in  Europe — Prof.  Pozzi. 

The  President  then  introduced  Dr.  F.  Henrotin.  of  Chi- 
cago, who  said  that  he  believed  he  was  the  first  to  ])erform  va- 
ginal hysterectomy  in  this  country,  having  performed  it  about 
five  years  ago  in  Chicago.  The  operation,  however,  was  not 
original  with  him.  He  had  seen  it  performed  by  the  leading 
surgeons  abroad  and  consequently  he  was  only  an  imitator. 
Dr.  Henrotin  then  advanced  many  reasons  why  the  operation- 
was  a  valuable  one. 

Dr.  W.  G.  Macdonald,  of  Albany,  said,  with  reference  to- 
vaginal  hysterectomy,  he  could  C(jnceive  of  conditions,  associated 
perhaps  with  suppurative  processes,  where  it  might  seem  ad  vis 
able  to  operate  by  the  vaginal  route,  but  those  cases  did  not  occur 
80  frequently  in  the  country  where  he  practised  surgery  as  they 
evidently  did  elsewhere,  A  surgeon  nnist  cover  considerable 
territory  and  must  embrace  in  his  consultation  practice  a  good 
many  hundred  thousand  people  in  order  to  do  three  hundred 
vaginal  hysterectomies  within  a  period  of  three  (tr  four  years. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  thought  that  for  ordinary 
cases  of  infiammation  of  the  uterine  appendages,  or  a  suppurat- 
ing ovary  with  the  uterus  fixed  and  the  pelvis  matted  together, 
the  abdominal  route  promised  even  better  results,  both  f(.»r  the 
patient  and  the  (operator,  than  vaginal  hysterectomy,  Having 
made  some  sixty-five  vaginal  extirpations  ui  the  uterus,  he 
knew  the  difficulties  attending  this  operation  as  well  as  the 
average  man  ;  hence  the  average  case  promised  better  success, 
all  things  considered,  by  the  abdominal  route. 

Dr.  Jamks  F.  W,  Ross,  of  Toronto,  was  opposc<l  to  the 
operation  as  outlined  bv  Dr.  Dunn.  Granted  that  suppurating 
ovaries  and  tubes  could  be  entirely  removed  by  this  method, 
there  is  no  reason  why  any  man  .should  not  operate  in  tiiis  way 
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as  well  as  bj  the  abdomen  ;  but  there  is  a  class  of  cases  in 
which  these  organs  have  to  be  left  behind,  and  he  considered  that 
such  cases  could  be  better  operated  upon  by  the  abdominal 
route,  if  the  organs  can  possiblj  be  taken  out  bj  this  route. 
Large  abscesses  of  the  ovary  he  had  drained  from  above,  stitched 
the  abdominal  wall  in  the  old-fashioned  way,  and  had  cured  his 
patients.  Such  tumors  or  abscesses  could  not  be  removed  by 
the  vaginal  route,  on  account  of  the  impossibility  of  reaching 
the  limits  of  the  disease. 

Dr.  J.  B.  Murphy,  of  Chicago,  said  that  in  his  early  opera- 
tive work  he  was  a  strong  advocate  of  the  abdominal  route,  but 
now  he  was  wedded  to  the  vaginal,  and  said  if  the  members  of 
the  Association  could  only  see  Eastman,  Richelot,  Hartman, 
and  others  perform  the  vaginal  operation  they  would  wonder 
how  they  had  worked  so  long  and  so  hard  in  resorting  to  the 
abdominal  method. 

Dr.  Werder,  in  closing,  said  that  where  both  ovaries  and 
tubes  are  to  be  removed  he  prefered  vaginal  hysterectomy  in  the 
majority  of  cases  ;  but  where  there  is  any  doubt  as  to  the  condi- 
tion of  one  tube  or  ovary  or  there  is  a  possibility  of  saving  either 
one  of  these  organs,  he  certainly  thought  the  abdominal  method 
is  by  far  the  best. 

The  President,  Dr.  J.  Henry  Carstens,  of  Detroit,  then 
delivered  his 


Second  Day — Afternoon  Session. 

ADDRESS.* 

Dr.  F.  Blume,  of  Allegheny,  read  a  paper  entitled 

etiology  of  eclampsia  gravidarum.* 
Dr.  H.  W.  Longyear,  of  Detroit,  read  a  paper  on 
the  prophylactic  treatment  of  eclampsia  gravidarum.^ 
Dr.  W.  p.  Mantox,  of  Detroit,  read  a  paper  entitled 
so-called  puerperal  ecla:\lpsia  in  its  relation  to  insanity." 

Dr.  Emory  Lanphear,  of  St.  Louis,  Mo.,  discussed  the  treat- 
ment of  eclampsia  gravidarum.  In  his  province  as  consultant 
it  had  been  his  fortune  to  see  a  number  of  cases  of  puerperal 
eclampsia,  and  in  former  years  he  confessed  that  when  called  to 
such  a  case  he  responded  with  some  reluctance,  but  since  the 
adoption  of  the  treatment  of  which  he  would  speak  there  is  no 
case  that  he  now  responds  to  with  greater  alacrity  and  pleasure 
than  one  of  puerperal  convulsions.  There  are  two  classes  of 
cases  of  puerperal  convulsions,  those  which  occur  before  the 
delivery  of  the  child,  and  those  occurring  after  delivery.  He 
considered  the  treatment  under  four  heads :  (1)  chloroform 
and  chloral,  (2)  emptying  the  uterus,  (3)  purgation  and  venesec- 

'  See  original  article,  p.  699.  ^  See  original  article,  p.  631. 

*  See  original  article,  p.  638,  •*  Will  appear  in  December  number. 
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tion,  (4)  intravenous  injection  of  normal  salt  solution,  Oi.  ad 
Oij.  (6  to  1000).  It  is  generally  admitted  that  tlie  chief  indica- 
tion in  cases  of  puerperal  convulsions  occurring  before  delivery 
is  to  dilate  the  os  by  the  lingers  or  Barnes'  dilator  and  deliver 
with  forceps.  In  cases  where  he  had  not  been  able  to  dilate  the 
cervix  with  sufficient  rapidity  he  had  adopted  the  expedient  of 
seizing  the  anterior  lip  with  volsella  and  cutting  the  cervix 
on  both  sides  with  scissors  and  using  forceps.  This  procedure 
will  enable  the  operator  to  introduce  forceps  with  readiness  iu 
most  cases.  Wiien  it  is  impossible  to  dilate  the  uterus  and  we 
cannot  deliver  with  forceps,  he  believed  Cesarean  section  is  jus- 
tifiable in  every  case. 

In  the  second  class  of  cases,  which  occur  after  the  delivery  of 
the  child,  he  had  recourse  first  to  the  subcutaneous  injection  of 
pilocarpine;  second,  to  the  administration  of  chloroform  and 
chloral  hydrate  ;  third,  purgation  with  elaterin  and  venesection. 
The  most  important  point  of  therapeusis  is  the  intravenous  in- 
jection of  normal  salt  solution,  which  can  be  resorted  to  any- 
where by  any  practitioner,  especially  if  he  has  a  hypodermatic 
syringe,  a  piece  of  clean  paper  to  make  a  funnel,  knife,  and  a 
piece  (;f  rubber  tubing  to  connect  the  funnel  with  the  syringe. 
This  solution  should  consist  of  six  or  eight  parts  of  salt  to  one 
thousand  parts  of  boiled  water.  The  injection  should  be  re- 
peated every  three  or  four  hours,  if  necessary.  The  obstetri- 
cian should  watch  the  patient  for  thirty-six  hours  and  repeat  at 
the  earliest  indication  of  return  of  the  convulsions. 

Dr.  IIayd  said  we  must  not  forget  that  many  cases  of  con- 
vulsions occur  where  no  albumin  whatever  can  be  detected  in 
the  urine  after  frequent  examinations. 

Dr.  Frederick  in  the  last  ten  or  twelve  years  had  had  charge 
of  some  two  thousand  cases  of  labor,  and  in  no  case  which  he 
had  seen  a  week  previous  to  coniinement  was  there  eclampsia. 

Dr.  Longyear  emphasized,  in  the  prophylactic  treatment, 
the  point  of  early  delivery.  We  should  be  guided  by  the  con- 
dition of  the  urine,  and  not  by  the  symptoms  of  the  patient. 

Dr.  Manton  looked  upon  the  nervous  system  as  being  largely 
responsible,  both  in  the  beginning  and  at  the  end,  for  puerperal 
convulsions. 

Dr.  Rltfus  B.  IIali,,  of  Cincinnati,  O.,  read  a  paper  on 

THE    prevention    OF    PELVIC    INFLAMMATION    IN    WOMEN.' 

Dr.  a.  n.  CoRDiER,  of  Kansas  City,  Mo.,  read  a  paper  entitled 

DIAGNOSIS    OF    INTRA-AHDOMINAL    TUMORS. 

He  said  a  correct  diagnosis  is  especially  desirable  in  abdominal 
surgery,  for  it  is  here  that  an  error  in  an  opinion  bearing  on  the 
diagnosis,  and   bad  judgment  in  resorting  to  surgical  methods, 

'  See  original  article,  p.  767. 
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are  expensive  to  human  life.  In  examining  a  patient  the  fol- 
lowing methods  and  procedures  should  be  followed  :  (1)  in- 
spection, (2)  palpation,  (3)  percussion,  (4)  auscultation,  (5)  ex- 
ploratory puncture  (dangerous).  We  may  in  addition  call  to 
our  aid  the  (1)  microscope,  (2)  chemical  reagents,  (3)  anesthetics, 
(4)  photography,  (5)  illumination,  and  (6)  distention  with  gas  or 
liquids. 

^  Tumors  through  which  gases  are  detected  by  the  gurgling  in- 
dicate either  an  involvement  of  the  bowel  in  the  tumor  or  pres- 
sure of  the  growth  on  the  bowel  with  adhesions  to  the  same. 
Now,  if  this  symptom  be  coupled  with  a  history  of  a  pyloric 
cancer  or  a  cecal  growth  it  is  confirmatory  in  its  indications. 
Some  growths  have  a  disposition  to  change  positions,  but  all 
growths  have  one  or  more  attachments,  and  it  is  safe  to  infer 
that  this  attachment  is  to  the  site  at  which  the  neoplasm  had  its 
beginning,  and  its  movements  will  be  only  around  an  arc  of  a 
circle  with  the  pedicle  attachment  to  the  diagnostic  point.     Ad- 
hesions may  prevent  a  growth  from  moving,  or  may  anchor  a 
growth  in  a  locality  far  from  its  original  point  of  starting.     The 
history  of  inflammatory  attacks  and  the  pain  will  come  to  our 
rescue  here.     The  character  of  the  pain   and   the  amount  and 
area  of  tenderness  are  invaluable  aids.     The  withdrawal  of  free 
fluid  from  the  peritoneum  will  often  show  the  presence  of  a 
tumor  before  undetected.     He  knew  of  no  condition  requiring 
a  more  careful  examination  in  order  to  decide  as  to  whether  all 
or  part  only  of  a  fluid  in  the  abdomen  is  free  or  enclosed  in  a 
sac.     Tumors  of  the  stomach  as   a  rule   develop  in   localities 
most  accessible  to  the  examiner— that  is,  in  the  anterior  wall 
and  movable  extremity  of  the  organ.     Gaseous  distention  of  the 
organ  often  determines  the  existence  or  absence  of  a  growth 
in  this  yiscus,  and  at  the  same  time  leads  one  step  closer  to  a 
diagnosis  by  eliminating  or  confirming  the  stomach  as  a  suspect. 
Discharges  from  natural  outlets  or  fistulous  openings  should  be 
examined  most  carefully,  macroscopically  and  microscopically. 
The  use  of  chemical  reagents  should  also  be  resorted  to  in  most 
instances  where  a  doubt  exists  as   to   the   exact   character   or 
source  of  the  material  being  examined.     By  this  precaution  bile, 
urine,_ pancreatic  and  gastric  juices,  feces,  etc.,  may  be  detected 
in  fluids  escaping  from   unnatural  openings,  the   character  of 
which  could  not  otherwise  be  determined.     Tumors  of  displaced 
or  ectopic  viscera  require  careful  scrutinizing  to  avoid  mistakes, 
but  usually  can  be  detected  by  recalling  the  natural  site  of  the 
viscus  and  detecting  its  absence  from  its  natural  locality.     Vas- 
cular tumors,  aneurisms,  and  angiomata  have  characters  peculiar 
to  themselves,  the  pulsation  being  in  unison  with   that  of  the 
heart.     The  fetal  heart  sounds  are  quicker  and  are  of  a  somewhat 
different  character,  but  should  be  thought  of  in  examining  a 
growth  in  the  lower  abdomen  of  a  female  patient.     An  enlarge- 
ment of  an  organ  due  to  an  obstruction  of  its  venous  system 
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may  simulate  a  neoplasm  and  thus  mislead  the  surgeon,  such 
being  the  case  in  splenic  enlargements  accompanying  cirrhosis 
of  the  liver.  Here  a  close  inquiry  as  to  the  habits  and  presence 
of  ascites,  and  often  hemorrhages  from  the  stomach,  are  diagnos- 
tic. A  thorough  knowledge  of  the  anatomy  and  physiology  of 
the  nerve  supply  of  a  given  locality  is  essential  in  correctly  in- 
terpreting the  significance  of  localized  and  referred  pains.  Lo- 
calized tumors  due  to  a  dyscrasia,  as  syphilitic  nodules  of  the 
liver,  may  be  diagnosed  both  by  the  history  and  evidences  of 
the  constitutional  disease  in  other  parts  of  the  body.  To  make 
a  diagnosis  in  a  consultation  is  often  very  hard,  for  it  is  here 
that  one  usually  has  the  opinion  of  one  or  more  practitioners  as 
to  the  condition,  they  having  examined  the  case  before  you  are 
called.  It  is  a  good  and  proper  practice  for  you  to  take  the 
case  for  examination,  as  though  you  had  not  had  an  opinion  ex- 
pressed to  you  by  any  one.  You  thus  go  into  the  case,  not  with 
the  conviction  that  you  have  this  or  that  preconceived  condition, 
but  with  the  knowledge  that  something  is  wrong  and  the  belief 
that  you  can  tind  out  for  yourself  what  it  is  by  a  thorough  and 
systematic  examination  such  as  the  author  advocates  in  this  paper. 
Dr.  James  F.  W.  Ross,  of  Toronto,  Ont.,  read  a  paper  en- 
titled 

PNEUMO-PEKITONEUM.' 

In  the  discussion,  cases  of  pneumo- peritoneum  were  reported 
by  Drs.  James  F.  Baldwin,  of  Columbus,  O.,  and  Wm.  B. 
Jones,  of  Rochester,  N.  Y. 

Third    Day — Morning  Session. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala.,  read  a  paper  en- 
titled 

OPERATIVE     PROCEDURES     FOR     THE     RELIEF     OF     OBSTRUCTION     OF 
THE    BILIARY    DUCTS. 

The  author  alluded  to  a  large  number  of  experiments  which 
he  had  conducted  on  dogs,  and  in  wliich  lie  had  tested  the  value 
of  gauze  in  draining  bile  in  injuries  of  the  gall  bladder  and 
ducts,  lie  reporteii  cases  where  he  Ind  removed  the  gall  blad- 
der, without  tying  the  duct,  by  packing  with  iodoform  gauze. 
The  animals  got  well.  In  other  instances  where  he  incised  the 
gall  bladder  and  ducts  and  packed  with  gauze  around  the  open- 
ings, no  stitches  being  used,  the  animals  recovered.  It  was 
noted  in  those  cases  tiiat  there  was  complete  walling-off  of  the 
general  cavity  when  the  abdomen  (jf  the  animals  was  reopened. 
A  number  of  cases  were  examined  at  the  end  oi  forty-eight 
hours.  He  also  reported  a  case  in  which  he  had  removed  the 
gall  bladder  and  a  portion  of  the  cystic  duct  in  the  human  being 
where  there  was  obstruction  in  the  common  duct,  p'.ieked  with 
gauze  after  introducing  a  glass  drainage   tube,  and  there  was 

'  See  original  article,  p.  710. 
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complete  walling-off  of  the  general  cavity.  Dr.  Davis  advises 
that  in  cases  of  obstruction  of  the  common  duct  no  attempt 
should  be  made  to  suture  the  opening  after  the  obstruction  has 
been  removed,  as  the  patient's  condition  is  nearly  always  seri- 
ous and  a  prolonged  operation  will  terminate  fatally.  The  ob- 
struction should  always  be  removed,  if  possible. 

His  experiments  demonstrate  conclusively  that  the  peritoneum 
is  capable  of  taking  care  of  a  small  amount  of  bile,  but  that 
large  quantities  or  the  constant  extravasation  of  it  will  produce 
a  fatal  peritonitis  usually  in  twenty-four  to  forty-eight  hours. 
He  thinks  the  iield  of  the  operation  of  cholecyste'nterostomy  is 
a  very  limited  one. 

Third  Day — Afternoon  Session. 
Dr.  L.  H.  Laidley,  of  St.  Louis,  Mo.,  read  a  paper  entitled 

SURGICAL  TREATMENT  OF  PERFORATION  OF  THE  BOWEL  IN 
TYPHOID  FEVER. 

The  author  said  that  perforation  of  the  bowel  in  typhoid 
fever  was  until  recent  years  regarded  as  inevitably  fatal,  but 
this  view  is  no  longer  entertained.  A  number  of  cases  had  been 
reported  caused  by  Nature's  process  alone.  Autopsies  had  been 
made  proving  beyond  a  doubt  that  perforation  existed.  Ab- 
scesses may  form,  emptying  into  the  bowel  or  discharging  ex- 
ternally. Usually,  however,  it  ruptures  into  the  peritoneal 
cavity,  when  death  speedily  ensues.  Fortunately  this  is  not 
frequent.  Hoffman  noted  20  in  250  fatal  cases:'  Liebermeis- 
ter  in  only  26,  3  recovering  in  more  than  2,000' cases;  Mur- 
chison  48  times  in  1,580  cases;  Greisanger  14  times  in  118 
cases ;  Flint  twice  in  73  cases.  Murchison  found  in  a  total  of 
1,721  autopsies  196  caused  by  perforation,  or  11.38  per  cent.  It 
is  supposed  to  occur  more  often  on  the  Continent  of  Europe  than 
in  this  country.  It  is  rarer  in  children  than  adults.  It  is  not 
common  after  the  age  of  40.  It  has  been  met  with  at  various 
stages  of  the  disease,  usually  about  the  third  week.  After  the 
middle  or  end  of  the  third  week  it  is  probably  always  the  result 
of  the  extension  of  the  ulcerative  process  to  the  peritoneal  coat. 
In  a  large  proportion  of  cases  severe  diarrhea  has  preceded  the 
accident.  Just  what  cases  to  select  for  surgical  procedure  is 
still  debatable.  Whether  all  cases  that  give  sufficient  evidence 
of  the  presence  of  perforation  of  the  bowel  should  not  be  ex- 
plored and  treated  is  a  question  yet  to  be  settled.  It  is  quite 
impossible  to  lay  down  definite  principles  to  guide  us  in  select- 
ing cases  suitable  for  operation. 

The  author  detailed  a  case  upon  which  he  had  operated.  The 
patient  rallied  from  the  operation,  but  at  the  end  of  twelve  hours 
died. 

In    reviewing   the   subject  he   concludes   (1)  that   an   early 
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diagnosis  and  operation  offer  tlie  greatest  chances  for  recovery  ; 
(2)  if  perforation  of  the  bowel  exists  it  is  the  duty  of  the  sur- 
geon to  make  an  exploratory  incision,  close  up  the  opening,  and 
cleanse  the  abdomen  ;  (3)  that  the  more  rapidly  the  operation 
is  made  in  closing  the  perforation,  which  is  usually  single,  and 
because  of  the  danger  in  prolonging  the  operation,  the  better — 
it  is  advisable  to  look  no  further,  but  complete  the  operation  as 
soon  as  practicable ;  (4)  in  selecting  a  method  for  the  closure  of 
the  perforation  a  Lembert  suture  should  be  used  in  small  open- 
ings ;  in  the  larger  openings,  when  the  lumen  of  the  bowel  is 
contracted  by  the  use  of  the  interrupted  suture,  resection  with 
the  use  of  the  Murphy  button  is  the  most  advisable.  The 
author  urges  that  greater  interest  be  taken  in  educating  the  pro- 
fession to  endeavor  to  select  these  cases,  many  of  which  are 
overlooked,  to  be  placed  in  the  hands  of  the  surgeon  and  thereby 
try  and  reduce  the  mortality  less  than  oue  hundred  per  cent, 
which  heretofore  has  prevailed. 

Dr.  J.  B.  Murphy  made  some  remarks  giving  a  synopsis  of 
his  paper  on 

TYPHOID    PERITONITIS, 

in  which  he  said  twenty-eight  cases  had  been  operated  upon  by 
different  surgeons.  A  case  reported  by  Dr.  Van  Hook,  of  Chi- 
cago, was  the  first  to  recover.  Another  case  was  operated  on 
by  Dr.  Abbe  and  one  by  Dr.  Ill,  both  of  which  recovered.  lie 
also  reported  cases  operated  upon  by  himself  that  recovered. 
Early  diagnosis  and  prompt  operative  interference  offer  the  best 
chances  for  recovery. 

Papers  were  also  read  by  Dr.  H.  W.  LoNGYEAR,.of  Detroit, 
Mich.,  on  "Kraurosis  Vulvae — a  Contribution  to  its  Pathology 
and  Therapeutics";  by  Dr.  C.  C.  Frederick,  of  Buffalo,  on 
"  Neurasthenia  Accompanying  and  Simulating  Pelvic  Disease  "  ; 
by  Dr.  Herman  E.  Hayd,  of  Buffalo,  N.  Y.,  on  "  Large  Hydro- 
nephrotic  Cyst  Simulating  Ovarian  Tumor  ;  Abdominal  Xeplirec- 
tomy ;  Recovery  "  ;  by  Dr.  Wm.  H.  Mykrs,  of  Fort  Wayne, 
Ind.,  on  "The  Limitation  of  Craniotomy";  by  Dr.  Edwin 
RiCKETTS,  of  Cincinnati,  Ohio,  on  "Three  Recent  Cases  in  Gall 
Bladder  Surgery  "  ;  by  Dr.  Walter  B.  Dorsett,  of  St.  Louis, 
on  "  The  Use  and  Abuse  of  the  Uterine  Curette  "  ;  by  Dr. 
Thomas  J.  Maxwell,  of  Keokuk,  la.,  on  "  Some  Anomalies 
Found  in  Abdominal  Surgery  "  ;  Dr.  B.  M.  Hypes,  of  St.  Louis, 
on  the  question,  "Should  Intrauterine  Injections  of  Glycerin 
be  used  for  the  Induction  of  Labor?"  and  by  Dr.  M.  B.  Ward, 
of  Toi)eka,  Kan.,  on  "  Has  Gynecology  Received  Just  Recogni- 
tion as  a  Specialty  ?  "  ' 

'  All  of  lliese  papers  will  appear  in  the  December  number. 
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The  Science  and  Art  of  Obstetrics.  By  Theophilus  Par- 
viN  A.M.,  M.D.,  LL.D.,  Professor  of  Obstetrics  and  Diseases 
ot  Women  and  Children,  Jefferson  Medical  College.  Tiiird 
edition,  pp.  684.  Illustrated  with  two  hundred  and  sixty- 
nine  woodcuts  and  two  colored  plates.  Philadelphia:  Lea 
Brothers  &  Co.,  1895. 

The  ^wide  appreciation  which  has  made  a  third  edition  of 
Parvm's  "  Obstetrics  "  a  necessity  may  be  traced  in  great  mea- 
sure to  the  autlior's  direct  and  graceful  style,  his  great  biblio- 
graphical knowledge  and  extended  personal  experience— factors 
which  have  enabled  him  to  make  the  work  not  only  a  reliable 
and  practical  guide  for  the  student  or  practitioner,  but  a  book 
which  one  reads  with  ease  and  pleasure  because  of  its  literary 
excellence,  the  purity  and  simplicity  of  its  diction,  and  the  feel- 
ing, which  grows  as  the  pages  turn,  that  it  is  the  work  of  a 
master. 

^  The  present  edition  shows  careful  revision.  Much  has  been  en- 
tirely rewritten,  many  new  illustrations  have  been  introduced,  and 
the  order  of  the  sections  changed  to  follow  the  natural  sequence 
employed  by  the  author  in  his  lectures.  Under  this  plan,  which 
IS  certainly  comprehensive  and  scientific,  the  subject  is  divided 
into  two  parts,  the  first  including  the  physiology  and  the  second 
the  pathology  of  pregnancy,  parturition,  and  the  puerperal 
state.  The  changes  in  the  first  part  are  of  a  minor  nature, 
while  the  second  includes  all  the  important  surgical  and  thera- 
peutical advances  which  have  been  made  since  the  appearance 
of  the  second  edition  five  years  ago.  b.  h.  w. 

PRA^cncAL  Dietetics.     With  Special  Eeference  to  Diet  in  Dis- 
ease.    By  W.  Oilman  Thompson,  M.  D.,  Professor  of  Materia 
Medica,  Therapeutics,  and  Clinical  xMedicine  in  the   Univer- 
sity of  the  City  of  New  York.     Illustrated   with  nine  plates, 
pp.  802.     New  York  :  D.  Appleton  &  Co.,  1895. 
This  book  will    win    for  itself  an  appreciative  reception  on 
account  of  its  intrinsic  worth,  aside  from  the  advantage  it  pos- 
sesses in  treating  of  a  subject  usually  dismissed,  in  works  on 
therapeutics  or  practice  or  in  our  medical  colleges,  with  a  few 
chapters  or_ lectures,  as  the  case  may  be,  or,  in  the  words  of  the 
author,  "  with  such  brief  and  indefinite  phrases  as  '  A  proper  but 
restricted  diet  is  recommended,' and  such  favorite  if  not  con- 
vincing expressions  as  '  The  patient  should  be  carefully  fed.'  " 
Every  detail  of   the  subject  is  so  thoroughly  elaborated  as  to 
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make  this  work  practically  an  encyclopedia  of  dietetics.  Its 
arrang;einent,  however,  is  so  systematic  and  the  sequence  of 
subjects  treated  so  logical  as  to  render  it  both  interesting  and 
instructive  for  continuous  reading,  as  well  as  an  exhaustive  work 
of  reference  for  consultation  in  regard  to  the  effects  of  food  and 
the  dietetic  treatment  indicated  in  any  particular  disease.  Its 
utility  as  a  reference  work  is  greatly  enhanced  by  the  excellence 
of  the  classification,  accentuated  by  the  typography. 

The  subjects  of  food  and  food  preparations,  stimulants  and 
beverages,  are  most  fully  treated,  and,  followed  by  chapters  on 
cooking,  the  preparation  and  preservation  of  food  and  the 
quantity  required,  digestion  of  food  and  the  conditions  affecting 
it,  serve  as  a  foundation  for  the  rest  of  the  volume.  A  portion 
devoted  to  the  general  relation  of  food  to  special  diseases,  dis- 
eases caused  by  dietetic  errors,  and  methods  of  administration 
of  food  for  the  sick,  naturally  introduces  what  forms  tiie  body 
of  the  work,  the  subject  of  diet  in  individual  diseases,  this  being 
treated  systematically  under  the  heads  of  the  affections  of  the 
various  systems  and  organs.  Tiie  author  does  not  commit  the 
error  of  merely  laying  down  hard-and-fast  rules  for  the  govern- 
ment of  diet,  but  includes  in  closing  an  extended 'part  descrip- 
tive of  the  dietaries  of  hospitals,  prisons,  the  array  and  navy, 
and  other  institutions.  The  impression  of  the  excellence  of 
arrangement  which  is  formed  at  first  sight  is  increased  by  a 
thorough  perusal  of  the  work.  h.  d. 

Dr.  Wilmam  Smellik  and  nis  Contemporaries.  m\.  Contri- 
bution to  the  History  of  Midwifery  in  the  Eighteenth  Cen- 
tury. By  John  Glaister,  M.D.,  Fellow  of  the  Faculty  of 
Physicians  and  Surgeons  of  Edini)urgh;  Diplomate  in  Public 
Health,  Cambridge;  Professor  of  Forensic  Medicine  and 
Public  Health,  St.  Mungo  College,  etc.,  Glasgow.  Pp.  369. 
Glasgow:  James  Maclehose  &  Sons,  Publishers  to  the  Uni- 
versity, 1894. 

Wiiether  considered  as  the  biography  of  a  medical  man  whose 
services  to  the  profession  entitle  him  to  distinction  and  gratitude, 
or  as  the  history  of  an  interesting  period  in  the  art  and  science 
of  midwifery,  the  work  before  us  equally  commands  attention 
and  praise.  The  style  is  clear  and  concise,  characterized  by 
dignity,  candor,  an<l  fairness,  and  expressed  in  pure,  vigorous 
English.  The  author  is  evidently  deeply  interested  in  his  sub- 
ject anil  an  admirer  of  the  man  of  whom  he  writes,  yet  we  find 
in  his  pages  no  trace  of  adulation,  no  fulsome  tributes  to  his 
merits,  no  invective  against  his  enemies  and  detractors.  The 
facts  of  his  career  arc  simply  stated,  and  should  here  and  there 
a  claim  have  been  made  uixm  Dr.  Sinellie's  l)ehalf  which  seems 
to  Dr.  Glaister  to  i)e  unwarrantetl,  he  is  as  ready  to  call  atten- 
tion to  this  fact  as  to  anything  redounding  to  the  great  accouch- 
eur's credit.     Such   a  spirit   of  impartiality  is  as  rare  as  it  is 
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essential  in  the  biographer,  and  one  is  glad  indeed  to  recognize 
and  pay  tribute  to  it. 

William  Smellie  was  born  in  Lanark,  Scotland,  in  the  year 
1697,  and  died  in  17G3.  A  slight  sketch  is  given  of  the  early 
days  of  his  medical  career  both  in  London  and  Lanark,  and  of 
his  visit  to  Paris.  Obstetrics  very  soon  attracted  and  then  ab- 
sorbed his  attention,  and  his  chief  work  was  done  in  that  held. 
Midwifery  was  almost  altogether  in  the  hands  of  mid  wives,  then, 
as  now,  uneducated  in  medicine  and  only  partially  educated  in 
their  special  branch.  In  Paris,  as  at  the  present  date,  they  were 
obliged  to  pass  an  examination  in  midwifery  and  receive  a  cer- 
tificate of  approval  before  venturing  to  practise ;  but,  according 
to  Dr.  John  Douglas,  who  wrote  in  1736,  in  London  "  they  per- 
mit every  silly  woman  who  takes  it  into  her  head,  with  very 
little  or  no  instruction,  to  practise  hnpune  among  His  Majesty's 
subjects  without  any  the  least  examination  or  license." 

Normal  cases  did  well.  Abnormal  presentations  and  the  vari- 
ous complications  of  pregnancy  and  labor  seem  to  have  been 
regarded  in  the  light  of  providential  occurrences  not  to  be  tam- 
pered with  by  mere  mortals,  or  else  to  have  led  to  clumsy  and 
barbarous  efforts  at  relief.  The  laws  of  obstetrics  were  not  in 
the  least  understood,  or  rather  were  completely  misunderstood; 
superstition  in  regard  to  this  process  of  Nature  ran  riot,  and 
writers  upon  the  subject  occupied  themselves  with  highly  scien- 
tific and  important  discussions  as  to  whether  it  were  possible  for 
women  to  bring  forth  rabbits,  or  whether  the  Countess  of  Hol- 
land could  have  been  delivered  of  three  hundred  and  sixty-five 
children  at  one  birth.  Dr.  Smellie  was  not  the  first  to  attempt 
to  introduce  a  little  light  into  the  darkness,  a  little  system  into 
chaos,  but  he  devoted  himself  with  zeal  to  his  chosen  line  of 
work,  leaving  it  upon  a  far  higher  plane  of  knowledge  than  he 
found  it. 

It  is  amusing  and  interesting  to  note  that  the  chief  struggle 
of  Dr.  Smellie  and  other  obstetricians  of  the  male  sex  was  to  ob- 
tain a  foothold  in  the  practice  of  midsvifery.  And  a  veritable 
struggle  it  was,  a  perfect  tempest  being  raised  about  the  heads 
of  the  daring  innovators.  A  certain  noted  and  successful  mid- 
wife prefaces  a  pamphlet  directed  against  the  growing  practice 
of  man  midwifery  with  the  words:  ''I  own,  however,"there  are 
but  few  midwives  who  are  sufficiently  mistresses  of  their  profes- 
sion. In  this  the]!  are  some  of  them  hut  too  near  upon  a  level 
with  the  riian-midwives,  with  this  difference,  however,  in  favor 
of  the  female  practitioners,  that  they  are  incapable  of  doing  so 
much  mischief  as  the  male  ones^  oftenest  more  ignorant  than 
themselves,  bat  who,  with  less  tenderness  and  more  rashness,  go 
to  work  with  their  instruments.''^  The  Bible  is  quoted  in  sup- 
port of  the  view  that  women  only  should  be  accoucheurs,  and 
she  asserts  that  "the  native  inconsistency  and  levity  of  the 
French  nation  opened  the  first  inlet  in  these  modern  times  to 
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men- practitioners."  "  Men-midwives,"  she  states,  '"'have  been 
the  death  of  more  children  than  they  have  preserved,  and  they 
are  sti£F,  perfunctory,  ungainly,  and  maladroit  in  the  practice." 

How  Dr.  Smellie  became  a  celebrated  accoucheur  in  spite  of 
all  this  opposition,  how  his  skill  and  patience  overcame  obstacles 
and  his  success  silenced  his  critics,  may  be  read  in  these  enter- 
taining pages.  Here,  too,  are  chronicled  the  benefits  which  lie 
rendered  to  science,  thanks  to  his  habit  of  studying  from  Nature 
instead  of  from  books  and  to  his  custom,  then  a  new  thing,  of 
keeping  case  books.  His  doctrine  of  the  mechanism  of  partu- 
rition Dr.  Glaister  calls  the  "  keystone  of  modern  midwifery  "  ; 
he  made  original  researches  into  the  diameters  of  the  pelvis  and 
the  fetal  head  and  into  the  posture  and  position  of  the  fetus; 
he  tirst  contradicted  the  universally  believed  doctrine  that  an 
eight  months'  fetus  had  less  chance  of  life  than  a  seven  months' 
child ;  he  taught  that  a  pregnancy  may  normally  exceed  the 
period  of  nine  months,  and  opposed  the  received  idea  that  the 
placenta  is  always  situated  in  the  fundus  uteri ;  he  contributed 
valuable  information  as  to  the  position  of  women  in  labor  in 
various  countries,  and  studied  into  the  question  of  placental 
delivery.  His  discoveries  upon  the  mechanism  of  labor  re-estab- 
lished the  use  of  the  forceps;  he  was  also  the  lirst  to  lay  down 
rules  as  to  the  use  of  this  instrument,  for  which  he  invented  the 
lock.  In  his  book  he  discourses  upon  hemorrhages,  abnormal 
presentations,  and  the  management  of  the  post-partum  period. 
He  gives  a  picture  of  the  ideal  accoucheur,  in  whom  he  requires 
a  competent  knowledge  of  surgery  and  physic,  careful  instruc- 
tion under  a  master,  and  practice  upon  proper  machines  to  learn 
the  use  of  forceps  and  crotchets,  turning  children,  etc.,  etc.  He 
goes  on  to  say  :  "  But  over  and  above  the  advantages  of  education 
he  ought  to  be  endowed  with  a  natural  sagacity,  resolution,  and 
prudence,  together  with  that  humanity  which  adorns  the  owner 
and  never  fails  of  being  agreeable  to  the  distressed  patient;  in 
consequence  of  this  virtue  he  will  assist  the  poor  as  well  as  the 
rich,  behaving  always  with  charity  and  compassion.  He  ought 
to  act  and  speak  witli  the  utmost  delicacy  of  decorum,  and  never 
violate  the  trust  reposed  in  him,  so  as  to  harbor  the  least 
immoral  or  indecent  design;  but  demean  himself  in  all  respects 
suitable  to  the  dignity  of  his  profession." 

It  is  a  temptation  to  (juote  more  at  length  from  this  admirable 
book,  but  enough  has  been  .said  to  show  that  not  only  the  matter 
but  the  manner  will  repay  careful  reading,  and  that  Dr.  (ilaieter 
has  contributed  a  valuable  work  to  medical  literature. 

A.   R.  s. 
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1.  EusTACHE,  G. :  Obllteration  of  the  Cekyix  at  the 
Moment  of  Labor  {^oumlles  Archives  cVOh.^fetriqae  et  de 
Lryntoologie,  March,  1S95).— Obliteration  of  the  external  orifice 
IS  attributed  by  different  writers  to  organization  of  the  pluo- 
found  in  the  cervical  canal  during  pregnancy,  the  formation  of 
amembrane  between  the  lips  of  the  cerWx,  and  to  the  increased 
vitality  and  circulation  of  the  gravid  uterus  predisposino-  to 
morbid  coTiditions  leading  to  the  obliteration.  In  some  Sises 
the  cause  is  unknown. 

Nothing  can  cause  a  suspicion  of  this  lesion  during  preo-nancy 
It  can  be  diagnosed  only  during  labor.  If  the  course  oi  labor 
has  not  been  carefully  watched  the  distention  and  thinnino-  of 
the  cervix  may  be  such  that  the  sutures  and  fontanelles  can  be 
feJt,  and  has  led  to  a  belief  that  dilatation  was  complete  and  to 
application  of  forceps  to  the  uterus  itself.  A  careful  explora- 
tion of  the  cervix  by  the  hands  or  the  speculum  should  be  made 
in  cases  of  prolonged  labor  with  absence  of  liquor  amnii.  An 
opportunity  should  be  given  for  uterine  contractions  to  over- 
come the  obstacle,  though  eclampsia  or  uterine  ruptures  have 
followed  too  great  delay.  When  labor  has  lasted  several  hours 
without  progress,  with  engagement  of  the  fetus  in  the  middle  or 
lower  portion  of  the  cavity  and  distention  of  thecervix,  or  when 
the  child's  life  is  in  danger,  an  opening  should  be  made  at  once, 
at  the  cervix  if  its  situation  can  be  ascertained,  otherwise  at  the 
point  of  election.  With  the  finger  pressure  is  exerted  and 
scratching  with  the  nail,  principally  at  the  moment  of  contrac- 
tions, and  the  opaning  thus  made  is  increased  bv  the  fingers.  If 
unsuccessful  the  grooved  sound  maybe  used,"  and  if  this  fails 
the  bistoury  must  be  employed  with  the  aid  of  a  Sims  speculum. 
Ihe  incision  is  transverse,  one  and  a  half  centimetres  in  leno-th 
and  carried  gradually  through  into  the  uterine  cavity  and'en- 
Jarged  by  the  finger.  Other  incisions  may  be  required  Deliv- 
ery may  occur  without  laceration,  or  wi'th  a  tear  which  in  no 
recorded  case  has  extended  bevond  the  vaginal  portion  of  the 
cervix.  "  „    ^ 

H.    D. 

2.  Labusquiere,  R.:  The  N'ature  and  Treatmknt  of  Osteo- 
malacia {Annales  de  Gynecologic  et  d' Ohstetrique,  May  and 
June,  189o)  — Labusquiere,  in  a  general  review  of  this  subiect, 
reaches  the  following  conclusions  : 

The  pathology  and  nature  of  osteomalacia  are  still  an  open 
field  for  observation.  Fehling's  theory,  if  liable  to  various 
objections,  is  worthy  of  giving  a  certain  direction  to  new  re- 
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searches.  The  etiology  of  osseous  softening  seems  to  be  not 
always  the  same. 

Medical  treatment  has  procured  a  certain  number  of  cures,  so 
in  all  cases  which  are  not  pressing  this  should  be  tried.  It 
is  especially  indicated  in  the  stages  in  which  the  disease  is,  so 
to  speak,  in  a  state  of  outline.  Furthermore,  it  must  not  be 
forgotten  that  this  medical  treatment — even  that  contrived  by 
Petrone  (chloral  hydrate  or  chloroform) — has  succeeded  some- 
times in  advanced  forms  of  the  disease. 

In  the  case  of  a  woman  not  pregnant,  in  whom  the  disease  has 
resisted  all  medical  treatment  and  whose  consequences  are  for 
any  reason  intolerable,  bilateral  castration  must  be  performed. 
In  such  conditions  as  extreme  friability  of  the  tissues  utero- 
ovarian  amputation  is  particularly  indicated. 

In  a  pregnant  woman  it  is  rarely  necessary  to  induce  prema- 
ture labor.  If  it  is  needful  and  the  uterus  is  emptied  in  time 
the  conditions  would  be  the  same,  if  the  osteomalacia  survived 
the  interruption  of  the  pregnancy,  as  in  the  case  of  a  woman  not 
pregnant.  In  general,  if  there  is  not  danger  of  the  disease  com- 
promising the  life  of  the  mother,  one  is  led  to  allow  gestation 
to  go  on  to  term,  and  then  a  decision  must  be  made  between  the 
Cesarean  operation  and  that  of  Porro.  The  advantage  seems 
to  rest  decidedly  with  the  latter.  h.  d. 
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Dr.  W.  W.  Russell  has  been  appointed  Associate  in  Gyne- 
cology, and  Dk.  Thomas  S.  Cullen  Instructor  in  Gynecological 
Pathology,  in  the  Johns  Hopkins  University,  Baltimore.  Dr. 
Otto  Ramsay  has  gone  to  Freiburg  for  a  year  to  study  gyneco- 
logical pathology  under  Prof.  E.  Ziegler. 

The  permanent  committee  of  the  International  Periodical 
Congress  of  Gynecology  and  Obstetrics  has  organized  its 
second  fiessi 071,  winch  will  convene  in  Geneva  during  the  ^fi'rsf 
week  of  September,  189G.  The  following  is  the  official  pro- 
gramme : 

Gynecology. — I.  Treatment  of  Pelvic  Suppurations,  Refer- 
ees: Dr.  Bouilly,  Paris;  Dr.  Kelly,  Baltimore;  Dr.  Zweifel, 
Leipzig.  II.  Surgical  Treatment  of  Uterine  Retrodeviations. 
Referees:  Dr.  Kiistner,  Breslau  ;  Dr.  Pozzi,  Paris;  Dr.  Polk, 
New  York.  III.  AVliat  Method  of  Closing  the  Abdomen  pre- 
sents the  best  Guarantee  against  Abscesses,  Eventrations,  and 
Hernias?     Referee:  Dr.  Granville  Bantock,  London. 

Obstetrics. — I.  Relative  Frequency  and  most  common  Forms 
of    Pelvic  Contractions  in    different    Races,  Groups    of  Coun- 
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tries,  or  Continents.  Referees  :  Dr.  F.  Barnes,  London  ;  Dr. 
Dohrn,  Konigsberg;  Dr.  Focliier,  Lyons;  Dr.  Kutieratli,  Brus- 
sels; Dr.  Jentzer,  Geneva;  Dr.  Lusk,  New  York;  Dr.  Rein,  St. 
Petersburg;  Dr.  Pawlik,  Prague;  Dr.  Pestalozza,  Pa  via;  Dr. 
Treub,  Leyden.  IL  Treatment  of  Eclampsia.  Referees:  Dr. 
Charles,  Brussels ;  Dr.  Charpentier,  Paris ;  Dr.  Halsbertsma, 
Utrecht ;  Dr.  Lohlein,  Giessen ;  Dr.  Mangiagalli,  Milan  ;  Dr. 
Parvin,  Philadelphia;  Dr.  Smyly,  Dublin. 

As  indicated  by  the  number  and  choice  of  referees,  the  com- 
mittee, desirous  of  provoking  upon  certain  questions  investi- 
gations and  debates  as  general  as  possible,  has  endeavored  to 
present  the  opinions  of  the  principal  schools  for  discussion. 

Members  of  the  profession  are  invited  to  honor  the  Congress 
with  their  presence  and  take  part  in  its  discussions  or  read 
original  communications.  Switzerland,  and  Geneva  particularly, 
has  always  felt  especially  honored  when  scientific  men  have  seen 
fit  to  hold  conference  there.  The  welcome  that  has  always 
been  extended  to  them  in  the  past  by  the  authorities,  the  popu- 
lation, and  their  colleagues  is  a  guarantee  that  the  reception 
which  will  be  given  next  year  will  be  worthy  of  their  traditional 
hospitality.  The  Committee  of  Organization  will  make  all 
preparations  that  will  assist  members  of  the  Congress  and  their 
families  in  combining  their  journey  to  Geneva  with  other  excur- 
sions in  different  parts  of  Switzerland.  In  making  application 
for  membership  give  name  and  address  in  full,  as  well  as  all 
titles. 

Regulations  of  the  Congress. 

Article  1.  The  International  Periodical  Congress  of  Gyne- 
cology and  Obstetrics  comprises  founders,  permanent  members, 
and  members  inscribed  for  one  session.  The  founders  and 
permanent  or  life  members  pay  a  single  initiation  fee  of  three 
hundred  francs  (about  fifty-nine  dollars),which  absolves  them  from 
the  payment  of  any  future  dues.  Members  only  inscribed  for 
one  session  pay  a  fee  of  thirty  francs  (six  dollars),  upon  the 
receipt  of  which  they  will  receive  a  card  of  membership  to  the 
Congress,  entitling  them  to  all  privileges  during  that  session,  as 
well  as  a  copy  of  the  Proceedings  of  the  Transactions  of  the 
Congress.  Founders  and  life  members  must  prove  acceptable 
to  the  Central  Committee  on  Organization  before  being  regu- 
larly inscribed.  Gynecologists  and  obstetricians  whose  names 
are  accepted  by  the  Central  Committee,  and  whose  applications 
are  received  before  the  date  of  meeting  of  the  coming  Congress, 
will  receive  the  title  of  founders. 

Article  2.  Members  of  the  Congress  desirous  of  taking  part 
in  the  discussions  of  the  questions  of  the  official  programme  are 
requested  to  inform  the  Secretary  before  the  5th  day  of  July, 
1896,  stating  definitely  the  questions  they  desire  to  discuss. 

Article  3.  Members  desiring  to  present  to  the  Congress  origi- 
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nal  communications  must  forward  the  complete  explanatory 
title  of  the  same  to  the  secretary  before  May  5th,  1895. 

Article  4.  Unannounced  discussion  of  any  paper  will  be 
limited  to  five  minutes.  Debaters  formerly  inscribed  in  accord- 
ance with  Article  2  will  be  limited  to  ten  minutes. 

Article  5.  All  oral  or  written  communications  must  be  in 
English,  French,  or  German. 

Article  6.  All  manuscripts  must  be  handed  in  to  the  secre- 
taries at  the  end  of  the  session  during  which  they  have  been 
read,  and  debaters  who  have  taken  part  in  the  discussions  will 
be  kind  enough  to  remit  to  the  secretarj'  a  resume  of  their  dis- 
course. 

A7'ticle  7-  All  communications  to  the  Congress  will  be  trans- 
mitted to  the  secretary-general.  The  Committee  of  Organi- 
zation, which  resumes  its  functions,  immediately  after  the  end  of 
the  Congress,  to  proceed  to  the  publication  of  the  Transactions, 
will  be  privileged  to  decide  upon  the  partial  or  total  insertion 
of  these  communications. 

Article  8.  Students  of  medicine  will  be  able  to  obtain  cards 
of  admission  upon  presentation  of  their  proper  credentials,  but 
will  not  be  allowed  to  participate  in  the  discussions. 

Article  9.  An  exposition  of  gynecological  and  obstetrical 
instruments  will  be  exhibited  in  the  local  of  the  Congress. 

P.S. — The  sessions  of  the  Congress  will  take  place  in  the 
University  halls  placed  at  our  disposition  by  the  Department  of 
Public  Instruction.  Sessions  will  continue  from  9  to  11:30  a.m. 
and  from  3  to  6  p.m.  Morning  sessions  will  be  devoted  to  origi- 
nal communications;  those  of  the  afternoon  to  the  ofhcial  pro- 
gramme. If  necessary  the  committee  will  decide  uj)on  the 
forming  of  sections.  The  date  and  location  of  the  next  Congress 
will  be  decided  by  vote  after  the  termination  of  the  last  session 
of  the  [)resent  one  of  1896. 

The  General  Secretaries  are :  Dr.  Betrix,  for  gynecology ; 
Dr.  Cordes,  for  obstetrics.     Treasurer  of  the   committee,  Dr. 

BOURCART. 

The  Secretary-General  for  North  America,  through  whom  all 
correspondence  and  business  will  be  directed,  is  Dr.  Fernand 
Henrotin,  353  La  Salle  avenue,  Chicago,  111. 
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THE  SURGICAL  TREATMENT  OF  HEMORRHOIDS  BY  EXCISION 
AND  CLOSURE  WITH  THE  BURIED  ANIMAL   SUTURE. 


BY 

HENRY  O.  MA.RCY,  A.M.,  3I.D.,  LL.D., 
Boston,  Mass. 


In  the  evolution  of  modern  surgerj  it  is  an  interesting  study 
to  observe  the  gradual  and  almost  complete  elimination  of 
methods  in  surgical  procedure  which,  at  not  a  remote  period, 
were  considered  indispensable  and  final. 

Thus  we  note  the  relegation  of  the  cauterj,  accompanied  by 
the  condemnation  of  the  barbarous  methods  under  the  sway 
of  which,  at  an  earlier  period,  every  variety  of  wounds  were 
treated. 

The  use  of  the  ligature  for  the  constriction  of  structures,  to 
cause  their  necrosis  and  elimination  by  suppuration,  has  been 
abandoned  as  equally  unsurgical  and  unscientific.  The  last 
stronghold  in  which  these  methods  have  found  refuge  is  their 
fundamental  entrenchment  in  the  rear  of  the  column ;  and  it 
is  almost  only  in  the  treatment  of  hemorrhoids  that  any  of  the 
surgeons  of  the  present  are  found  still  clinging  to  these  pro- 
cedures of  the  fathers. 
51 
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It  is  in  the  conscientious  belief  that  other  and  better  measures 
should  be  substituted,  here  as  elsewhere,  for  the  cure  of  one 
of  the  most  common  and  troublesome  of  the  diseases  usually 
classed  as  belonging  to  minor  surgery,  that  I  offer  this  contri- 
bution. 

The  causation  of  the  ectasic  condition  of  the  hemorrhoidal 
veins  is  an  interesting  study,  especially  so  since  in  no  other  part 
of  the  body  do  we  find  similar  conditions  or  results. 

It  is  important  to  remember  that  the  arteries  in  the  lower 
portion  of  the  rectum  descend  vertically  in  parallel  lines  toward 
the  anal  aperture  in  the  connective  tissue  between  the  mucous 
membrane  and  the  muscles.  The  subdivision  is  by  short  branch- 
ing vessels,  and  the  blood  is  received  through  the  capillaries  into 
an  extraordinary  network  of  veins  which  empty  through  the 
inferior  mesenteric  into  the  portal  system.  These  veins  are 
entirely  without  valves.  The  absence  of  valves  has  been  ad- 
duced as  evidence  that  in  the  earlier  period  of  the  develop- 
mental series  man  did  not  maintain  the  upright  posture,  and 
many  authors,  from  Morgagni  and  Boerhaave  to  the  present, 
have  found  in  this  evidence  why  quadrupeds  are  not  subject  to 
hemorrhoidal  diseases.  It  seems,  however,  a  just  criticism  that 
the  weight  of  the  venous  column  alone  acts  only  in  a  very  sub- 
ordinate degree  as  predisposing  cause,  although  manifestly  an 
important  factor  after  the  blood  current  becomes  greatly  re- 
tarded in  the  oftentimes  enormously  dilated  hemorrhoidal  veins. 
"Were  the  cause  to  be  found  in  this  peculiar  disposition  of  the 
portal  circulation,  the  upright  position  of  man  would  make  this 
condition  the  rule  rather  than  the  exception,  and  it  would  be 
indeed  extraordinary  to  find  the  varicosities  limited  to  the 
hemorrhoidal  plexus  and  lying  ahuost  entirely  external  to  the 
sphincter  muscle.  Oftentimes,  however,  after  the  pathological 
condition  has  become  well  established,  the  current  through  the 
ectasic  vessel  is  so  greatly  retarded  by  the  weight  of  the  blood 
column  in  the  erect  position  that  most  invalids  learn  to  seek 
relief  from  change  of  posture. 

In  the  relation  to  the  surrounding  pelvic  organs  the  hemor- 
rhoidal vessels  occupy  a  dependent  position,  and  their  only 
support  is  derived  from  a  loose  network  of  connective  tissue. 
It  is  apparent  that  the  anatomy  of  these  thin-walled  vessels, 
their  relation  to  the  surrounding  parts,  and  tlieir  physiological 
function  furnish,  as  it  were,  a   predisposing  cause  of  disease. 
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To  this  very  probably  may  be  added  individual  structural  weak- 
ness, as  is  often  exhibited  in  persons  with  thin-walled  veins  of 
the  lower  extrenaities. 

It  has  long  been  recognized  that  the  varicosities  of  the  hem- 
orrhoidal  vessels,  which  are  wanting  in  the  lower  animals,  are 
comparatively  rare  in  the  savage  races,  and  become  in  a  'con- 
siderable ratio  a  more  and  more  constant  factor  in  the  sedentary 
occupations  pertaining  to  modern  civilization.  A  great  variety 
of  pelvic  diseases  in  the  female,  and  the  genito-urinary  diseases 
in  the  male,  complicated  with  constipation,  are  in  a  large  mea- 
sure active  causes. 

The  rectum  may  be  viewed  as  a  convenient  cesspool  for  the 
more  or  less  constant  reception  of  the  waste  and  worn-out  debris 
of  the  alimentary  canal,  which  is  ever  poured  into  it  in  a  semi- 
fluid state.  The  curves  of  the  lower  bowel,  from  the  sigmoid 
flexure  downward,  are  an  evident  design,  in  part  at  least,  to 
vary  the  support  of  the  weight  of  the  column,  and  are  admirably 
adapted  to  deflect  and  equalize  the  pressure.  To  still  further 
aid,  that  portion  grasped  by  the  sphincter  ani  is  firmly  held  in 
the  levator  loop,  and  by  it  is  carried  upward  and  forward,  thus 
taking  the  weight  of  the  mass  in  a  large  measure  off  from  the 
anal  outlet. 

When  the  rectal  contents  remain  sufficiently  soft  to  produce 
everywhere  equable  pressure,  the  circulation  is  comparatively 
little  disturbed  and  defecation  is  accomplished  with  very  little 
muscular  effort.  Let  retention  of  the  contents,  with  absorption 
of  the  fluid  portion,  go  on  until  the  moulding  process  becomes  one 
of  difficulty,  and  the  reverse  is  true.  The  overloaded  rectum  pro- 
duces pressure  upon  the  venous  return  current,  reflexive  nervous 
irritation  supervenes,  a  hyperesthetic  state  follows  with  increased 
tension  of  the  sphincter  ani ;  jyari  passu  a  cellular  infiltration 
goes  on  in  the  loose  connective  tissue  of  the  parts,  as  the  result 
of  the  venous  congestion,  and  the  irritated  nerves  continually 
repeat  the  telegraphic  messages  of  pain  and  suffering. 

Although  the  pathological  conditions  above  described  produce 
by  far  the  larger  part  of  suffering  ascribed  to  so-called  -'piles," 
we  must  not  forget  that  there  are  other  diseased  conditions 
which  may  be  confounded  with  the  above  symptoms.  Small 
fleshy  masses  about  the  verge  of  the  anus,  sometimes  called  con- 
dylomata, without  reference  to  cause,  are  of  easy  distinction. 
These  have  nothing  whatever  to  do  with  the  hemorrhoidal  veins* 
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and  are  changes  in  the  cellular  structure  of  the  skin  and  sub- 
jacent  parts  or  mucous  membrane,  and  may  be  the  result  of 
friction  or  erosion  arising  from  a  variety  of  causes. 

The  so-called  villous  tumor  of  the  rectum  is  of  sufficient 
frequency  to  be  held  in  consideration.  It  is  not  unlike  the 
villous  growths  of  the  bladder  and  otlier  mucous  surfaces.  Its 
extraordinary  vascularity  commonly  reveals  its  presence  because 
of  hemorrhage,  and,  unless  differentiated,  it  will  be  diagnosticated 
as  a  bleeding  pile.  The  soft,  mucous  polyp  of  the  rectum  is  an 
adenoid  structure  of  close  relationship  to  the  villous  growth  and 
is  sufficiently  often  the  cause  of  suffering  to  be  kept  in  mind. 

The  dilatation  of  the  hemorrhoidal  plexus  is  usually  under- 
estimated as  ordinarily  examined.  When  the  sphincter  has 
been  dilated  under  ether  it  will  often  be  found  that  a  rosette  of 
vessels  extrudes  the  size  of  a  small  tomato. 

Laceration  of  the  perineum  in  the  female  is  very  commonly 
accompanied  by  such  enlargement  of  the  vessels,  caused  by  the 
rectocele  and  defective  function  of  the  jielvic  organs.  When 
the  laceration  of  the  parts  has  included  the  sphincter  the  ectasia 
vessels  are  wanting,  although  the  mucous  membrane  of  the 
lower  part  of  the  rectum  under  these  conditions  is  often  seen  as 
a  soft,  projecting,  reddish  tumor.  From  this  may  be  drawn  the 
inference  that  the  sphincter  constriction,  with  the  changes  inci- 
dent upon  the  retention  of  the  rectal  contents,  acts  as  the  cause 
of  the  dilated  vessels,  rather  than  the  superincumbent  weight  of 
the  portal  column  of  blood. 

When  the  venous  plexus  of  vessels  has  become  pronouncedly 
varicosed  they  have  as  a  covering  the  lax  submucous  tissue  of 
the  rectum  close  to  the  anus,  and,  when  put  on  tension,  are 
protruded  as  a  ring  of  transverse  rugte  round  the  anal  aperture. 
Certain  of  the  rugte  are  developed  into  roundish  protuberances 
and  sometimes  into  tumors  of  considerable  size. 

Upon  the  introduction  of  the  ligature  for  the  arrest  of  arterial 
hemorrhage  by  Ambrose  Pare  there  arose  a  wide  application  of 
this  important  surgical  innovation.  Nothing  seemed  more  natu- 
ral  than  that  it  should  tind  one  of  its  most  valuable  uses  in  the 
treatment  for  the  cure  of  hemorrhoids. 

From  the  above  description  of  the  causes  and  jmthology  of 
hemorrhoidal  tumors  it  might  not  seem  difficult  to  determine 
when  these  oonditions  become  amenable  to  surgical  treatment. 

Perhaps  a  more  accurate  definition  might  be  given  as  follows  : 
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When  the  blood  equilibrium  in  the  hemorrhoidal  vessels  has 
become  so  changed  that  the  vessels  themselves  are  ectasic,  and 
the  blood  current  so  impeded  that,  in  part  at  least,  stasis  has  oc- 
curred, the  surrounding  connective  tissue  become  edematous, 
the  nutrition  thus  impaired  causes  nerve  irritation,  difficult 
defecation,  with  more  or  less  marked  resulting  disturbance  of 
nerve  reflexes.  Such  conditions,  as  a  rule,  do  not  tend  to  spon- 
taneous recovery,  and  the  patient  is  doomed  to  a  greater  or  less 
degree  of  invalidism. 

The    presenting   masses   are   readily  exposed,  and   few  pro- 
cedures are  easier  than  their  ligation.     In  this  we  find  abundant 
reason   why  the  practice  of   ligation  has   continued  until  the 
present.     The  criticism  of  tliis  method  that  it  is  unsurgical  is 
found  in  that,  while  it  includes  in  a  blind  way  a  considerable 
portion  of  the  dilated  vessels,  it  also  compresses  and  destroys 
tissues   important   for   preservation — -to    wit,  namely,   the  sur- 
rounding integuments,  mucous  membrane,  nerves,  etc.     It  also 
leaves  of  necessity  a  very  considerable  portion  of  the  hemor- 
rhoidal plexus  of  veins,  which  too  commonly  reappear  after  ope- 
ration, reproducing  pathological  conditions  with  their  attendant 
suffering  not  unlike  the  primary  affection.     These  are  grave 
criticisms,  to  which  may  be  added  that  which  has  caused  the 
abandonment  of  the  ligature,  similarly  applied,  in  every  other 
part  of  the  body — namely,  the  necrosis  of  the  portion  included, 
attended  by  a  necessary  local,  infective,  and  suppurative  pro- 
cess.    At  the  best  this  is  followed  by  a  comparatively  slow  and 
painful  convalescence,  and  all  are  aware  that  resultant  septic 
conditions  may  pertain  dangerous  to  the  life  of  the  individual. 
This  operation  has  been  variously  modified  in  order  to  avoid 
these  objections.     In  the  attempt  to  maintain  an  aseptic  condi- 
tion of  the  lower  bowel,  constant  disinfection  by  the  use  of  iodo- 
form, submucous  ligatures,  etc.,  has  been  employed. 

The  only  other  method  which  the  recent  work  presented  to 
the  profession  under  the  assuming  title  of  the  "  American  Sys- 
tem of  Surgery  "  has  deemed  worthy  of  serious  discussion,  is 
the  destruction  of  the  hemorrhoidal  masses  by  means  of  the 
clamp  and  cautery.  This  is  advocated  as  an  advantage  over  the 
ligature  from  the  fact  that  the  destruction  of  the  tissue  included 
by  the  clamp  is  immediate  and  complete,  that  it  controls  hemor- 
rhage equally  as  the  ligature,  and  that  septic  processes  are  less 
likely  to  supervene. 
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The  objections  to  the  cautery  are  well  founded — namely,  that 
the  resulting  processes  of  repair,  as  after  the  use  of  the  ligature, 
must  be  secondary  and  cicatricial.  The  period  of  convalescence 
is  painful,  and  the  suffering  immediately  following  the  operation 
is  of  the  same  exquisite  type  as  is  experienced  from  burns  in 
any  part  of  the  body.  As  by  the  ligature,  tissues  are  necessa- 
rily destroyed  which  should  be  preserved,  and  considerable  por- 
tions of  the  hemorrhoidal  plexus,  invariably  more  or  less  dis- 
eased, are  not  removed. 

For  a  number  of  years  I  was  an  enthusiastic  advocate  of  the 
clamp  and  cautery,  since  it  gives  a  primary  wound  which  is 
aseptic,  while  by  the  time  the  slough  is  ready  for  separation  the 
subjacent  tissues  are  in  a  measure  protected  by  the  proliferating, 
granulating  tissue.  My  results  were  more  satisfactory  than  by 
the  use  of  the  ligature,  although  secondary  hemorrhages  have 
been  reported  and  troublesome  cicatricial  contraction  has  been 
occasionally  observed. 

It  is  worthy  of  our  consideration  to  review  briefly  the  advan- 
tages of  the  once  common  practice,  and  still  occasionally  used, 
resulting  from  the  injection  of  certain  medicaments  into  the 
parts.  Carbolic  acid  was  the  most  often  used,  since  it  is  in 
itself  an  antiseptic,  it  coagulates  rapidly  the  blood  and  albu- 
minoids, so  that  there  is  little  danger  of  poisoning  from  its  ab- 
sorption. Variously  combined  with  morphine,  cocaine,  etc.,  the 
injection  is  accompanied  with  little  suffering.  By  the  use  of 
weak  solutions,  oven  after  many  repetitions  of  tlie  injections, 
the  hemorrhoidal  vessels  remain  comparatively  little  changed, 
and,  if  strong  carbolic  acid  is  used,  necrosis  supervenes  which 
unfortunately  is  limited  with  great  difhculty  to  the  pathological 
structures,  owing  to  the  dissemination  of  the  acid  into  the  loose 
connective  tissue. 

My  friend  Dr.  H.  D.  Didama,  of  Syracuse,  X.  Y.,  ingeniously 
modified  this  operation  with  manifest  advantage  b}'  first  includ- 
ing the  parts  to  be  operated  upon  with  a  provisional  ligature. 

It  is  now  quite  ten  years  since  the  method  of  Mr.  Walter 
"Whitehead,  of  Manchester,  England,  for  the  surgical  treatment 
of  hemorrhoids,  was  brought  to  my  attention.  It  seemed  to  me 
to  possess  very  marked  advantages  over  any  jirocednre  hither- 
to recommended,  and  I  adopted  it  with  most  satisfactory  re- 
sults. From  that  time  to  the  present  it  has  been  more  severely 
criticised  than   most  other  procedures,  and  often  inaccurately 
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described.  I  presume  to  recall  the  most  important  factors  of  this 
operation : 

"  The  bowel  having  been  well  emptied  on  the  previous  day, 
the  rectum  cleansed,  and  the  sphincter  dilated,  it  is  easy  to  ob- 
serve the  line  of  demarcation  between  the  skin  and  mucous 
membrane.  Upon  this  line  the  section  is  made  until  the  hemor- 
rhoidal veins  are  freed  from  their  connective-tissue  attachment. 
These  are  divided  into  segments,  each  segment  seized  by  ring 
compression  forceps,  and  the  dissection  continued  upward  in 
the  cellular  plane  to  the  highest  limit  of  the  hemorrhoidal 
growths.  Opposite  to  this  the  mucous  membrane  is  divided 
transversely,  leaving  the  hemorrhoids  simply  attached  by  a  loose 
cellular  tissue,  and  the  vessels  proceeding  from  above  and  sup- 
plying the  mass  below."  .  .  .  "The  hemorrhoids  are  then 
twisted  and  removed,  the  divided  surface  of  the  mucous  mem- 
brane is  drawn  down  and  attached  by  several  fine  silk  sutures  to 
the  denuded  border  at  the  verge  of  the  anus."  ..."  A  contin- 
gency that  will  at  once  suggest  itself  to  the  minds  of  those  who 
read  this  description  is  the  risk  of  stricture  likely  to  follow  the 
cicatrix  resulting  from  this  plan  of  operation.  I  may  mention 
that,  however,  wherever  it  is  feasible,  with  strict  regard  to 
removing  every  evidence  of  any  hemorrhoidal  growth,  I  invari- 
ably leave  longitudinal  strips  of  mucous  membrane  continuous 
with  the  skin;  but  in  severe  cases,  requiring  the  removal  of 
the  entire  circumference,  I  have  no  fear  of  the  bowel  being  in- 
conveniently contracted  when  mucous  membrane  alone  is  sacri- 
ficed, and  believe  that  undue  contractions  only  take  place  when 
annular  cicatrix  is  formed  at  the  expense  of  integument.  I 
have  taken  great  pains  to  ascertain  that  this  fear  is  groundless, 
and  I  have  watched  most  of  my  cases  for  a  sufficient  length  of 
time  to  relieve  my  mind  from  any  further  anxiety  on  this 
point ;  at  the  same  time  I  fully  realize  that  the  progress  of  such 
contractions  is  slow." ' 

In  a  further  contribution'  Mr.  Whitehead  emphasizes  the 
advantages  of  the  operation  described  in  his  previous  contribu- 
tion, and  the  criticisms  which  followed  its  discussion  were  for 
the  most  part  favorable. 

Dr.  Kelsey,'  of  New  York,  criticised  Mr.  Whitehead's  method 

*  "  The  Surgical  Treatment  of  Hemorrhoids,"  British  Medical  Journal,  Feb- 
ruary 4th,  1883. 

*  British  Medical  Journal,  February  26th,  1887. 

*  New  York  Medical  Journal,  December  8th,  1888. 
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"  as  a  naturally  difficult,  tedious,  and  bloody  operation,"  and 
that  no  essential  change  had  been  made  in  the  guiding  prinei- 
ple.  At  that  time  Dr.  Kelsey  appeared  never  to  have  per- 
formed the  Whitehead  operation  and  expressed  a  distinct  pre- 
ference for  the  clamp  and  cautery.  I  have  recently  been 
informed  that  he  has  discarded  the  cautery  and  at  present  be- 
lieves in  the  use  of  the  ligature. 

Mr.  Whitehead '  made  emphatic  answer  to  Dr.  Kelsey's 
paper.  To  the  charge  that  his  operation  is  difficult,  Mr.  White- 
head replies  "  that  young  surgeons  have  repeatedly  assured  him 
that  they  do  not  find  the  operation  difficult,  and  that  he  is  satis- 
tied  that  it  is  an  operation  which  can  easily  be  performed  by 
any  surgeon  possessing  average  skill  and  intelligence  "  ;  that  it 
is  tedious,  he  declares  "  that  in  an  average  case  it  can  be  com- 
pleted in  ten  minutes"  ;  that  it  is  bloody,  he  states  "that  it  is 
never  excessive ;  hemorrhage  such  as  I  meet  with  may  well 
take  a  subordinate  position  to  other  and  more  important  con- 
siderations involved  in  the  operation."'' 

Mr.  Whitehead's  experience  at  this  date  included  three  hun- 
dred cases  of  operation — certainly  sufficiently  ample  from  which 
to  make  deductions,  and  which  entitle  his  opinions  as  worthy 
of  the  highest  consideration  and  respect. 

It  is  more  than  fifteen  years  since  I  operated  upon  two  cases 
of  prolapsed  rectum  by  first,  before  resection,  entirely  encircling 
the  prolapsed  parts  with  a  row  of  continuous,  double,  tendon 
sutures.  From  the  good  result  obtained  in  these  I  was  led  to 
apply  the  same  method  in  suturing  the  ring  of  dilated  hem- 
orrhoidal vessels  before  resection.  Since,  this  method  has  en- 
tirely superseded  all  others  in  my  practice,  and  it  has  been 
demonstrated  by  operating  in  the  presence  of  many  surgeons, 
always  with  distinct  approval.  My  first  publication  upon  the 
subject  is  found  in  the  Journal  of  the  American  Medical  Asso- 
ciation, July  21st,  1888.' 

Although  I  am  distinctly  indebted  to  Mr.  Whitehead  for  his 
most  valuable  paper,  I  cannot  but  think  my  method  of  suturing 
and  closure  is  worthy  of  consideration  and  adoption.  For  this 
reason  I  may  be  pardoned,  for  the  guidance  of  those  less  experi- 
enced, in  presenting  the  same  somewhat  in  detail. 

'  New  York  Medical  Journal,  February  23d,  1889. 

*  "  The  Cure  of  Hemorrhoids  by  Excision  and  the  Closure  with  the  Buried 
Animal  Suture,"  Annals  of  Surgery,  November,  1889 
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It  is  important  that  the  alimentary  canal  receive  attention 
for  a  day  or  two  prior  to  the  operation  ;  that  the  lower  bowel  be 
carefully  emptied  by  a  cathartic  the  day  previous  and  the  morn- 
ing of  the  operation ;  that  the  rectum  be  cleansed  by  a  large 
enema,  the  diet  for  a  few  days  having  been  restricted  chiefly 
to  fluids.  The  patient,  having  been  etherized,  is  retained  in  the 
lithotomy  position  by  means  of  the  Clover  crutch,  and  the  parts 
are  protected  by  the  inflated  rubber  irrigation  pad.  It  is  of  the 
first  importance  slowly  and  carefully  to  paralyze  the  sphincter 
by  a  thorough  dilatation  of  it.  The  lower  segment  of  the  rec- 
tum is  then  carefully  cleansed  by  irrigating  with  a  solution  of 
bichloride  of  mercury  (1 :  2000),  followed  by  sterilized  water. 
A  loose  wool  pad  of  fist  size,  into  which  iodoform  has  been 
freely  incorporated,  is  now  introduced  into  the  rectum,  leaving 
a  string  for  its  withdrawal.  Under  a  good  light  it  is  easy  to 
follow  the  line  of  demarcation  between  the  skin  and  mucous 
membrane.  It  will  be  found  usually  that  the  hemorrhoidal 
tumor  is  of  much  larger  dimension  than  was  previously  sup- 
posed, and  that  it  lies  easily  everted  upon  the  external  border  of 
the  sphincter  muscle. 

With  a  pair  of  sharp-pointed,  curved  scissors  or  knife,  the 
parts  being  steadied  by  two  fingers  in  the  rectum,  it  is  easy  to 
follow  the  line  of  demarcation  and  divide,  from  behind  forward, 
upon  either  side,  to  the  anterior  median  line.  It  will  generally 
be  found  that  the  loose  connective  tissue  is  easily  separated, 
with  very  little  bleeding,  until  the  external  border  of  the 
sphincter  is  clearly  brought  into  view.  This  is  usually  the  up- 
per border  of  the  hemorrhoidal  plexus,  and,  if  it  extends  higher, 
the  dilated  vessels  are  easily  traced  to  their  bases,  generally  by 
pressure  of  the  scissors  or  some  blunt  instrument.  The  base  is 
encircled  with  a  double  line  of  continuous  tendon  sutures,  so 
taken  as  not  to  penetrate  through  the  mucous  membrane.  The 
vessels  are  now  divided  at  the  base,  and  so  much  of  the  mucous 
membrane  as  is  not  diseased  dissected  free  before  division. 
Lastly  the  mucous  membrane  is  divided  transversely,  and  the 
entire  ring  of  hemorrhoidal  vessels  is  thus  removed.  It  will 
now  be  observed  that  the  external  fibres  of  the  sphincter  are 
uncovered,  lying  at  the  base  of  two  shallow  circular  flaps. 
These  are  approximated  by  a  single  continuous  tendon  suture, 
the  stitches  taken  just  within  the  divided  edges,  parallel  to  the 
flaps,  each   succeeding   stitch    entering   directly   opposite   the 
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emergence  of  the  previous  stitch.  Tension  upon  this  coaptates 
the  parts  without  puckering,  covers  the  sphincter,  and  leaves 
only  a  comparatively  slight  wound  of  unclosed  structures.  A 
second  row  of  suturing,  taken  just  within  these  divided  edges, 
in  the  same  waj,  by  tension  upon  the  suture,  completely  ap- 
proximates the  skin  and  mucous  membrane  and  buries  it  en- 
tirely from  vision.  The  line  of  union  is  covered  with  a  seal  of 
iodoform-collodion,  reinforced  with  a  few  fibres  of  cotton,  and 
the  operation  is  complete. 

It  may  be  done  much  more  rapidly  than  this  description 
would  seem  to  imply,  ten  minutes  being  often  ample  for  the 
operation.  It  is  comparatively  bloodless,  because  the  vessels 
are  occluded  before  division.  It  is  important  that  the  sphincter 
be  completely  paralyzed,  since  this  muscle  should  be  for  some 
days  without  functional  activity  in  order  to  lessen  pain  and  pro- 
mote rapid  union.  The  wool  tampon  had  better  be  removed 
about  the  third  day.  It  is  well  to  adjust  a  small  pledget  of 
cotton  or  gauze  as  an  anchor  to  the  distal  end  of  the  string, 
since  occasionally  the  w^ool  pad  may  be  drawn  up  the  bowel. 

The  advantages  of  this  method  of  operation  are  apparent. 
By  the  dissection  as  practised  by  Mr.  Whitehead,  only  the  dis- 
eased structures  are  removed  and  the  remaining  parts  are  left  in 
an  undevitalized,  clean  condition.  This  is  in  accord  with  the 
rules  of  surgery  wliich  apply  almost  without  exception  to  other 
parts  of  the  body,  and  it  seems  an  anomaly  that  this  portion  of 
the  body  should  be  beyond  the  pale  of  modern  surgical  pro- 
cedure. Although  all  surgeons  are  well  aware  that  wounds  of 
the  anal  outlet  are  liable  to  infection,  yet  the  experience  is 
abundant  to  demonstrate  that  the  majority  of  such  wounds  can 
be  made  and  maintained  aseptic,  undergoing,  as  elsewhere,  pri- 
mary union. 

When  primary  union  is  secured  the  recovery  is,  as  elsewhere, 
rapid  and  the  suffering  is  minimized.  Tiie  lower  bowel  is  in. 
a  large  measure  protected  by  the  iodoform  wool.  The  wound 
having  been  made  and  maintained  aseptic  during  the  dissection 
and  closure  of  the  parts,  the  protection  from  the  collodion  seal 
is  ample  for  a  short  period.  This  must  be  kept  under  obser- 
vation much  more  closely  than  when  used  for  the  protection  of 
wounds  through  cutaneous  surfaces.  It  is  surprising  to  note 
the  rapid  cell  proliferation  which  ensues  in  an  aseptic  wound  at 
rest,  thereby  protecting  the  injured  tissues.     Two  or  three  days 
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place  such  a  wound  almost  beyond  danger.  To  this  end,  as 
also  to  prevent  suffering,  it  is  of  the  first  importance  to  paralyze 
completely  the  sphincter  ani  with  the  minimum  of  injury. 

As  might  be  inferred,  the  results  obtained,  when  the  opera- 
tion has  been  thus  properly  executed,  are  not  alone  excellent, 
but  are  much  superior  to  those  following  the  use  of  the  clamp 
and  cautery  or  the  ligature.  Primary  union  ahv^ays  minimizes 
cicatricial  structures.  Even  when  suppuration  ensues  after  a 
clean  dissection,  the  tissues  are  on  this  account  so  much  the  less 
devitalized  that  they  are  better  able  to  resist  the  invasion  of 
bacteria,  and  the  vessels  have  been  occluded  by  the  sutures  so 
that  hemorrhage  does  not  occur. 

It  is  six  years  since  my  last  publication  upon  this  subject,  and 
my  own  large  experience  during  this  period  more  than  justifies 
all  that  I  then  wrote  in  favor  of  this  modification  of  the  opera- 
tion presented  to  the  profession  by  Mr.  Whitehead. 

I  consider  it  so  simple  and  effectual  that  I  am  in  the  frequent 
habit  of  adding  this  operation  to  the  list  of  the  operations  for 
the  restoration  of  the  pelvic  structures  in  woman,  where  hemor- 
rhoids are  such  a  frequent  complication — e.g.,  curetting,  repair 
of  the  cervix,  colporrhaphy,  perineal  reconstruction,  all  at  a 
single  sitting. 

Cases  vary  in  severity,  and  in  like  manner  do  the  conditions  of 
ease  and  rapidity  of  repair  and  restoration  of  function.  The 
nervous  reflexes,  which  enter  so  often  as  a  prominent  factor 
into  the  suffering  caused  by  hemorrhoids,  are  often  slow  to  dis- 
appear as  after  other  operations.  "Remove  the  cause  of  the 
irritation  and  trust  that  the  irritation  will  disappear  "  is  an  old 
maxim  accredited  to  Dr.  Watson,  the  author  of  the  "  Practice 
of  Medicine  "  so  familiar  to  our  earlier  days,  given  by  him  as 
advice  in  a  celebrated  consultation  to  Sir  Benjamin  Brodie. 

This  paper  has  been  written  because  of  a  review  recently 
published '  of  the  Whitehead  operation  by  my  friend  Dr.  E. 
Andrews,  of  Chicago.  It  is  very  evident  that  Dr.  Andrews  has 
been  prompted  to  do  this  because  of  the  wretched  results  which 
he  has  had  under  observation,  the  outcome  of  work  performed 
by  ignorant  pretenders  styled  by  him  "certain  persons  calling 
themselves  orificial  surgeons."  It  is,  however,  but  charitable 
to  believe  that,  in  his  zeal  to  protest  against  such  infamous 
imposition,  the  good  doctor  has  failed  to  discriminate  between 
'  Fort  Wayne  Medical  Magazine,  July,  1895. 
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these  practices  and  the  skilful  performance  of  a  well-advised 
surgical  operation.  Indeed,  I  greatly  fear  that  he  has  never 
investigated  the  subject  in  a  true  judicial  spirit,  and  it  is  very 
probable  that  he  has  never  attempted  the  dissection  and  ex- 
cision of  the  greatly  enlarged  and  deformed  hemorrhoidal 
plexus  of  vessels.  Certainly  he  misinterprets  Mr.  Whitehead 
and  greatly  exaggerates  the  extent  of  the  operation  in  his  ac- 
companying illustrations.  Done  as  depicted,  what  he  calls  "a 
thorough  Whitehead"  would  result  "in  great  and  irreparable 
mischief." 

The  object  of  surgery  is  to  save  and  not  to  destroy  j  to  remove 
pathological,  not  healthy  structures  ;  and  this  is  the  very  end  and 
purpose  of  the  dissection  method,  in  marked  contrast  with  the 
operations  still  so  generally  advocated,  where,  indiscriminately, 
the  presenting  masses  are  destroyed  by  ligature  or  cautery. 
In  tlie  earlier  part  of  this  paper  I  have  emphasized  the  active 
part  which  the  sphincter  takes  in  producing  the  ectasic  condition 
of  the  vessels,  and  given  quotations  from  Mr.  Whitehead's  pub- 
lished articles  to  show  the  proper  limit  of  the  advised  dissection. 
It  is  easy  to  determine  the  upper  limit  of  the  parts  to  be 
removed. 

After  the  complete  dilatation  of  the  sphincter  the  ectasic 
plexus  of  vessels  lies  really  external  and  presents  as  a  rosette  of 
greater  or  less  size,  with  the  line  of  the  skin  marking  the  outer 
border  of  the  tumor.  Onl}'  the  redundant  mucous  membrane  is 
removed,  which  has  become  as  truly  pathological  as  the  vessels 
themselves. 

"The  important  tactile  organs  connected  witli  the  special 
rectal  sense  "are  properly  ?iei'^;'  removed.  The  mucous  mem- 
brane is  never  to  be  pulled  down  hy  force,  nor  in  any  instance 
should  there  be  the  slightest  reason  why,  from  tension,  the 
stitches  taken  by  my  method  should  give  way. 

The  last  objection  made  by  Dr.  Andrews  is  the  danger  from 
septic  infection,  which,  he  admits,  "in  Whitehead's  method  is 
not  very  great,  but  is  something." 

The  great  advances  made  in  modern  snrger}'  are  in  large  part 
the  ability  to  secure  primary  union  in  coaptated  aseptic  struc- 
tures. These  methods  have  caused  the  condemnation  and  aban- 
donment of  CDiistrictinir  by  the  liijature  vitalized  structures  for 
the  purpose  of  necrosis,  and  the  use  of  the  cautery,  where  follows 
of   necessity  the^  slow   healing   of   an   open  wound.     It  would 
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indeed  be  strange  if  the  anal  structures  were  the  only  excep- 
tion. 

Dr.  Andrews  is  to  be  commended  for  his  extensive  research 
after  disasters.  Statistics  have  their  value,  often  very  great 
value,  but  it  may  be  remarked  that  they  serve  an  especially  use- 
ful purpose  to  bolster  up  a  preconceived  premise. 

Let  us  briefly  analyze  Dr.  Andrews'  table.  Gathered  from 
correspondence,  he  finds  two  hundred  and  one  cases  where  ill 
results  have  followed  the  so-called  Whitehead  operation.  The 
methods  employed  under  this  designation  are  not  described; 
even  the  names  of  the  operators  are  not  given.  The  number 
of  operations  is  omitted;  no  percentages  are  possible,  and  any 
analysis  must  be  very  unsatisfactory. 

Dr.  Andrews,  however,  states  that,  if  the  Whitehead  operation 
is  thoroughly  performed,  the  whole  tactile  mechanism  is  swept 
away  and  nearly  all  tactile  special  sense  is  removed.  Thus, 
according  to  Dr.  Andrews'  definition,  these  bad  operations  have 
been  very  imperfectly  performed,  since  in  less  than  four  per 
cent  of  his  defective  cases  has  this  result  been  observed. 

Another  ill  effect  which  it  is  claimed  must  result  from  this 
dissection  is  the  loss  of  the  reflex  mechanism  and  consequent 
incontinence  of  feces.  This  is  by  far  the  most  serious  charge, 
and  the  number  of  cases  reported  is  twenty-seven.  But  is  it  not 
far  more  likely  that  this  has  resulted  from  some  injury  to  the 
sphincter?  Certainly  it  is  not  properly  involved  in  a'correct 
dissection  of  the  parts,  and  has  never  occurred  in  my  experience. 
ISTine  cases  of  stricture  are  reported,  a  result  which  ought  to 
follow  as  the  rule  if  thoroughly  done  as  described— acco^rding 
to  Dr.  Andrews'  reverse  order  of  reading,  ninety-tive  per  cent  of 
failures  because  stricture  did  not  supervene.  According  to  his 
own  conclusions  sixty  per  cent  of  the  entire  list  is  of  little  value 
because  without  accurate  description.  Most  of  the  operators 
quoted  as  opposing  the  dissection  method  have  never  performed 
the  operation. 

AVhat  we  really  need  is  the  evidence  which  alone  can  come 
from  honest,  judicial,  capable  surgeons  who  have  carefully  dis- 
sected and  removed  only  the  pathological  structures  with  aseptic 
primary  closure.  These  witnesses,  giving  an  analysis  of  their 
experience,  would  furnish  evidence  of  a  crucial  character. 

It  is  now  futile  for  those  who  have  never  operated  to  condemn 
this  method  as  unsurgical  and  unscientific,  unless,  indeed,  they 
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can  exhibit  bad  results  of  cases  operated  upon  bj  men  of  acknowl- 
edged ability  and  in  strict  adherence  to  the  detailed  description 
of  the  method. 

My  own  experience  in  this  operation  extends  over  a  period  of 
twelve  years  of  practice,  with  a  large  list  of  cases  and  of  every 
variety.  A  statistical  table  at  this  writing  is  impossible,  but  I 
am  assured  that  the  operation,  as  I  have  performed  it,  is  so  ex- 
ceptionally satisfactory  in  results  that  I  heartily  commend  it  to 
the  favorable  consideration  of  all  surgeons.  I  have  never  seen  a 
case  where  the  patient  seemed  to  approach  the  danger  line.  The 
subsequent  suffering  is  very  much  less  tiian  by  other  methods, 
the  recovery  more  rapid,  and  the  results  far  more  satisfactory. 
I  commend  to  Dr.  Andrews,  as  a  surgeon  of  national  repute, 
that  he  give  this  method  a  fair  trial,  with  the  assurance  that  at 
8ome  subsequent  period  we  shall  have  a  reversal  of  his  present 
verdict  upon  an  operation  of  great  importance  to  an  army  of 
daily  sufferers. 

180  Commonwealth  avenue. 


SHOULD  INTRAUTERINE  INJECTIONS   OF  GLYCERIN  BE 
USED  FOR  THE  INDUCTION   OF  LABOR?* 


B.  M.   HYPES,  M.D., 
St.  Louis,  Mo. 


It  is  now  three  years  since  Dr.  C.  Pelzer,  of  Cologne,  first 
called  the  attention  of  the  medical  profession  to  the  intrauterine 
injection  of  glycerin  for  the  induction  of  labor  and  the  stimu- 
lation of  uterine  contractions. 

In  an  article  published  in  the  Centralhlatt  fur  Gynakologie  * 
he  gave  the  history  of  five  cases  successfully  treated  by  this 
method  and  recommended  it  to  the  profession.  As  all  previous 
plans  of  treatment  had  been  more  or  less  objectionable  and  in- 
efficient, the  use  of  the  intrauterine  injection  of  glycerin  was, 
as  he  has  recently  expressed  it,  "hailed  with  delight  by  many 
experienced  obstetricians."  Clinicians  in  different  parts  of  the 
world  began  to  apply  his  method  as  suitable  subjects  presented. 

♦  Read  before  the  American  Association  of  Obstetricians  and  QynecologiBts, 
September,  1895. 
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In  short  order  reports  appeared  in  the  journals  giving  the 
statistics  of  cases  treated,  and  landing  intranterine  injections 
of  glycerin  as  a  "  simple,  safe,  and  eihcient  means  for  the  in- 
duction of  labor  and  the  stimulating  of  uterine  contractions," 
Notable  among  these  authors  were  Dr.  J.  Clifton  Edgar,  of  New 
York  City,  who  reported  two  cases,*  and  Dr.  Alexander  Russell 
Simpson,  of  Edinburgh,  who  reported  six  cases,'  without  any 
failures  or  serious  complications.  That  the  profession  was 
favorably  impressed  by  those  reports  goes  without  saying ;  and 
the  means  advised  was  applied  by  different  physicians  in  widely 
separated  localities.  Fortunately,  in  this  manner,  by  practical 
tests,  the  merits  or  demerits  of  new  remedies  and  methods  are 
brought  out ;  and  before  long  the  intelligence  and  judgment  of 
the  profession  adopt  them  if  of  proved  value,  or  discard  them 
entirely  if  found  inefficient  and  dangerous. 

"  Pelzer's  method  "  has  now  been  before  the  profession  long 
enough,  and  sufficient  cases  (between  thirty  and  forty)  with 
results  have  been  reported,  for  an  intelligent  judgment  to  be 
passed  as  to  its  value.  Before  discussing  the  evidence  pre- 
sented permit  me  to  read  the  notes  of  a  case  coming  under  my 
observation. 

Through  the  kindness  of  Dr.  H.  Marks,  Superintendent  of 
the  St.  Louis  City  Hospital,  I  saw  a  patient  for  whom  Pelzer's 
treatment  was  deemed  appropriate.  I  regret  that,  in  accordance 
with  the  importance  of  the  case,  a  more  accurate  and  elaborate 
clinical  history  was  not  kept.  However,  I  will  give  it  as  it  has 
been  furnished  me,  and  hope  that  most  of  the  salient  points  will 
be  brought  out  for  your  consideration. 

Mrs.  M.  W.,  aged  23  years,  married,  servant.  United  States. 
Family  history  nil.  Previous  history :  typhoid  fever  some 
years  ago,  and  an  undefined  eruption  on  body  two  years  ago,  her 
only  illnesses ;  recovery  from  both  apparently  perfect.  Eighteen 
months  ago  was  delivered  by  forceps  of  a  dead  fetus  after  a 
labor  lasting  three  days.  Recovery  good.  Last  menstruation 
January  8th,  1894-.  Enjoyed  good  health  until  about  the  middle 
of  September,  1894,  when,  being  then  pregnant,  she  was  struck 
in  the  abdomen.  Felt  life  for  one  week  after  injury,  but  none 
since.  Has  vomited  frequently  during  past  three  weeks  and 
suffered  more  or  less  pain  in  stomach  and  back.  Has  observed 
no  headache  or  swelling  of  the  body.     Entered  hospital  October 
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8th,  at  6  P.M.,  suffering  with  labor  pains,  which  began  at  8  a.m. 
of  the  same  day. 

Present  condition. — Pulse  88  with  occasional  intermission ; 
temperature  normal;  tongue  moist  and  slightly  coated ;  bowels 
open ;  bladder  evacuated  normally ;  urine  light  yellow  with  a 
specific  gravity  of  1007,  presents  a  mere  trace  of  albumin  but 
no  casts  or  blood  corpuscles. 

Physical  examination  reveals  no  abnormality  of  organs.  Gen- 
eral appearance  healthy;  no  edema.  Obstetrical  examination 
indicates  pregnancy  at  eighth  month  ;  neck  of  uterus  not  oblite- 
rated ;  OS  uteri  closed ;  vertex  presentation ;  fetal  heart  sound 
doubtful — said  to  be  heard  by  some  of  the  examining  physicians, 
by  others  not ;  no  fetal  movements  observable. 

Diagnosis. — Pregnancy  eighth  month,  with  false  labor  pains. 

Treatment. — As  patient  was  in  good  condition  mentally  and 
physically,  and  as  there  was  a  doubt  about  the  fetus  being  dead, 
she  was  put  on  opiates,  hoping  that  the  pains  would  disappear 
and  that  the  child,  if  alive,  might  be  saved.  Uremic  poisoning 
being  suspected,  daily  examinations,  chemical  and  microscopical, 
of  urine  were  made,  but  revealed  no  abnormality  save  a  trace  of 
albumin  and  a  somewhat  diminished  quantity.  There  was  also 
an  entire  absence  of  fever. 

On  October  11th,  the  patient  showing  signs  of  exhaustion  and 
the  pains  returning  as  soon  as  the  effects  of  the  opiates  wore  off, 
upon  consultation  it  was  deemed  best  to  induce  labor  and  empty 
the  uterus.  Accordingly,  at  7  p.m.,  after  thorough  antisepsis 
of  genitals,  instruments,  and  glycerin,  Pelzer's  treatment  was 
instituted,  two  and  a  half  ounces  of  glycerin  (some,  possibly 
two  to  four  teaspoonfuls,  was  lost  in  the  operation)  being  injected 
near  the  fundus  of  the  uterus  through  a  No.  10  English  gum 
catheter,  which  was  plugged  and  allowed  to  remain.  Labor 
pains,  which  already  existed,  soon  became  stronger  and  continued 
all  night.  Vaginal  examination  on  the  morning  of  the  12th 
revealed  but  little  progress  in  th«  labor;  the  os  uteri  was  open 
merely  enough  to  admit  one  finger,  and  the  fetal  head  presented 
low  in  the  womb.  The  patient  having  passed  no  urine  through 
the  night,  the  bladder  was  catheterized  and  one  ounce  of  bloody 
urine  drawn ;  examination  of  same  revealed  some  all)umin  and 
hemoglobin,  a  few  blood  corpuscles,  but  no  casts.  Pulse  rapid 
and  feeble;  respiration  accelerated  ;  some  nausea  and  vomiting. 
At  8  A.M.,  October  12th,  second  glycerin  injection,  two  ounces. 
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was  given,  and  catheter  left  in  situ.  Labor  progressed  slowly 
throughout  the  day,  although  pains  were  strong,  and  patient  was 
delivered  of  a  dead  fetus  at  6  p.m.  by  forceps.  Instruments 
were  used  on  account  of  exhaustion  of  patient  and  powerless 
labor.  Position  O.  L.  P.  After  delivery  patient  remained  very 
weak  and  exhausted;  was  semi-comatose  through  the  night; 
vomited  dark  material.  Heroic  stimulation  resorted  to — opi- 
ates, strychnia,  ether,  and  hypodermatic  injections  of  one  pint 
normal  salt  solution,  with  rectal  alimentation. 

October  13th,  morning :  Patient  still  weak  and  stupid  ;  vomits 
often ;  tongue  dry  and  coated  brown ;  pulse  rapid  and  feeble ; 
temperature  102.5°  F, ;  bowels  moved  freely  by  laxative  enema; 
stimulants  and  nourishment  kept  up  through  the  day.  Evening: 
Patient  weak  but  brighter;  temperature  100.6°  F. 

October  14th,  morning:  Patient  much  improved;  vomits 
less ;  takes  nourishment  and  stimulants  by  mouth ;  pulse  96  ; 
temperature  97.6°  F. ;  respiration  20.  Evening:  Pulse  100; 
temperature  97°  F. ;  respiration  24. 

October  15th,  morning :  Rested  well  through  the  night ;  pulse 
104;  respiration  20;  temperature  98.2°  F.;  bowels  acted  freely 
during  day.  Evening:  Pulse  100;  respiration  20 ;  temperature 
98°  F. ;  no  vomiting  to-day.  (No  reference  being  made  to  urine 
during  13th,  14th,  and  15th,  I  take  it  means  no  abnormality 
observed. — Author.) 

October  16th  :  Patient  not  so  well  to-day ;  vomits  dark-colored 
matter;  has  occasional  twitching  of  muscles;  is  delirious  at 
times;  skin  itches  intensely;  urine  scanty  and  higli-colored, 
contains  one  per  cent  albumin,  epithelium,  and  a  few  blood  cor- 
puscles.    Diuretic  cathartics  given. 

October  17th:  Patient  much  worse ;  in  semicomatose  condi- 
tion ;  has  almost  total  suppression  of  urine ;  pulse  rapid,  weak, 
and  compressible ;  breathes  in  gasps,  and  breath  has  urinous 
odor;  no  vomiting;  treatment  continued. 

October  18th:  Patient  has  continually  grown  worse;  pulse 
weaker;  urine  entirely  suppressed  ;  during  afternoon  about  one 
quart  normal  salt  solution  given  hypodermatically  ;  some  im- 
provement in  pulse  followed;  hot  pack  applied.  Patient  died 
in  the  evening. 

Autopsy  seventeen  hours  after  death  ;  rigor  mortis  poorly  de- 
veloped.— Lungs  very  dark-colored  and  contained  large  amount 
of  venous  blood.  Heart  normal ;  no  valvular  lesion  ;  no  peri- 
52 
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cardial  exudate.  Liver  showed  increase  of  fat ;  otherwise  nor- 
mal. Spleen  swollen  and  soft.  Kidneys  swollen,  congested, 
non-adherent  capsule  ;  fatty  change  in  cortical  suhstance.  Ute- 
rus enlarged,  but  contained  no  membranes  or  placenta.  Peri- 
toneum normal ;  many  ecchymoses  on  serous  menjbranes.  Cause 
of  death,  acute  nephritis. 

Here  we  have  the  case  of  a  healthy,  strong,  and  robust  woman, 
working  as  a  servant  up  to  the  very  day  she  entered  the  hos- 
pital, with  no  flaw  in  her  history  save  the  injury  received  three 
weeks  prior  to  labor,  dying  of  acute  nephritis  following  the 
intrauterine  injection  of  glycerin.  The  clinical  history  is  so  at 
variance  with  that  of  those  dying  from  shock,  entrance  of  air 
into  the  veins  and  circulation,  or  from  metritis — the  usual  fatal 
results  of  vaginal  and  uterine  douches — that  I  cannot  for  a 
moment  believe  that  death  resulted  from  any  of  these  causes. 
The  only  reasonable  conclusion  to  my  mind  is  that  the  method 
is  at  fault. 

Up  to  this  time,  unfortunately,  I  had  only  learned  of  the  favor- 
able results  of  Pelzer's  treatment.  Further  investigation  into 
the  literature  of  the  subject  revealed  that  others  had  also  met 
with  disagreeable  effects — none  of  them  so  serious  as  in  this  case, 
but  all  of  them  of  such  a  character  as  either  to  make  the  opera- 
tor more  conservative  in  his  use  of  the  method  or  to  cause  him 
to  abandon  it  altogether. 

Dr.  F.  Pfannenstiel  *  seems  to  have  been  the  first  to  write 
upon  the  danger  of  these  injections,  reporting  two  cases  that 
came  under  his  observation  in  the  Breslau  Gynecological  Clinic, 
in  both  of  which  he  observed  the  most  positive  signs  of  the  poi- 
sonous efifects  of  glycerin  upon  the  blood  and  of  irritation  of 
the  kidneys.  His  first  case  was  one  of  pregnancy  with  nephri- 
tis, in  which  the  patient  suffered  so  seriously  from  edema  and 
functional  disturljance  of  the  heart  and  lungs  as  to  render  an 
immediate  emptying  of  the  uterus  necessary.  Pelzer's  method 
was  used,  but  the  woman  died  eight  hours  after  the  injection, 
without  labor  pains  Ijeing  induced.  This  case  should  not  weigh 
against  the  treatment,  as  the  patient  was  probably  hopeless. 
However,  at  the  post-mortem  examination  it  was  observed  that 
the  kidneys  and  bladder  were  irritated  by  the  glycerin  and  that 
the  bladder  contained  bloody  urine. 

In  his  second  case — pregnancy  with  contracted  pelvis,  normal 
urine,  and  health  good — the  injection  of  one  hundred  cubic  cen- 
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timetres  of  concentrated  glycerin  prodaced  immediately  severe 
labor  pains,  followed  in  one  hour  by  obtunded  sensibility,  cyan- 
osis, fever  102°  F,,  and  slowing  of  the  pulse.  Urine  drawn  off 
one  hour  after  the  injection  was  of  a  blood-red  color.  This 
persisted  for  twenty-four  hours.  Examination  of  urine  revealed 
large  quantities  of  albumin,  some  hyaline  casts,  no  red  blood 
corpuscles.  Spectrum  analysis  showed  methemoglobin  and 
hemoglobin.  Premature  labor  was  induced  by  colpeurynter. 
Child  born  alive.     Puerperium  without  complications. 

About  the  same  time  Dr.  Mueller '  reported,  from  Yon  Winck- 
el's  clinic,  the  case  of  a  pregnant  woman  with  a  contracted 
pelvis  and  a  very  large  goitre,  where  he  injected  one  hundred 
cubic  centimetres  of  glycerin  into  the  womb  to  induce  prema- 
ture labor.  Ten  minutes  after  the  injection  there  was  vomiting, 
the  bowels  acted,  and  a  rigor  of  one  hour's  duration  occurred, 
with  severe  dyspnea.  The  temperature  mounted  to  104.9°  F. 
and  the  pulse  to  156.  Both  dropped  on  second  day.  During 
labor  and  for  a  few  days  afterward  the  urine  was  of  a  dark  red- 
dish-brown color,  produced  by  the  presence  of  methemoglobin 
and  hematoporphyrin.  Mueller  adds  that  the  method  acted 
quickly,  but  the  reaction  was  so  trying  that  it  appears  clearly 
indicated  that  less  glycerin  should  be  used. 

In  our  own  country  I  find  a  very  interesting  case  reported  by 
Dr.  Oscar  Embden,"  of  Brooklyn,  N.  Y.,  where,  in  a  pregnant 
woman  suffering  with  nephritis  and  threatened  eclampsia,  he  in- 
jected ninety  cubic  centimetres  of  sterilized  glycerin  into  the 
uterus  to  produce  premature  labor.  Slight  uterine  contractions 
followed  for  three  hours,  when  they  ceased.  Pulse  rate  lower, 
from  78  to  50  per  minute.  Temperature  normal.  Six  and  one- 
half  hours  after  the  injection  the  woman,  being  attacked  with 
eclampsia,  was  delivered  of  a  living  child  by  manual  dilatation. 
Following  the  use  of  the  glycerin  a  large  quantity  of  hemoglo- 
bin appeared  in  the  urine,  gradually  disappearing  twenty-four 
hours  after  delivery.  The  second  day  after  confinement  a  severe 
icterus  set  in  and  the  patient  fell  into  a  comatose  condition  which 
continued  for  six  days.     Subsequent  recovery  gradual. 

Here  are  five  cases,  including  the  one  reported  in  this  paper, 
all  presenting  evil  effects  of  intrauterine  injections  of  glycerin 
for  the  induction  of  labor.  While  different  organs — kidneys, 
liver,  stomach,  bowels,  brain,  nervous  system — seem  to  have, 
been   occasionally   affected,    the    kidneys    suffered    invariably. 
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These  symptoms  can  all  be  accounted  for  by  the  poisonous 
effect  of  glycerin  upon  the  blood,  decomposing,  as  it  does, 
the  red  blood  corpuscles.  Pfannenstiel,  as  quoted  by  Embden, 
says  that  glycerin  is  liable  to  occasion  decomposition  of  the 
blood,  as  Lichsinger,'  Schwan,'  Filehne,'  Lebedefi,"  and  Wie- 
ner "  have  demonstrated;  and  Afanassiew'"  has  shown,  experi- 
menting with  dogs  and  rabbits,  that  the  hemoglobinuria  caused 
by  glycerin  brings  on  a  glomerulo-nephritis,  which  is  followed 
after  the  injection  of  more  glycerin  by  interstitial  nephritis  as 
well  as  interstitial  hepatitis,  each  case  presenting  the  bloody 
urine  with  its  constant  constituents. 

Pfannenstiel  finds  an  explanation  of  the  absence  of  accidents 
in  Pelzer's  cases  in  the  fact  that  Schwan,  Lebedeff,  and  Filehne 
have  shown  that  in  rabbits,  when  the  glycerin  is  brought  under 
the  skin,  hemoglobinuria  always  occurred,  but  that  it  did  not 
occur,  or  in  a  slight  degree  only,  when  it  was  injected  directly 
into  the  veins.  Without  giving  an  explanation  of  this  remark- 
able fact,  Pfannenstiel  deems  it  possible  that  in  Pelzer's  cases 
the  glycerin  was  rapidly  absorbed  by  the  circulatory  system, 
while  in  his  case  it  acted  in  the  decidua  uteri  as  if  it  had  been 
injected  by  the  hypodermatic  method. 

Whatever  may  be  the  explanation  of  the  various  effects  of 
glycerin  injections  in  the  hands  of  different  operators,  the  iden- 
tity of  the  poisonous  symptoms  in  the  five  unfavorable  cases 
presented  in  this  paper  is  incontrovertible.  Should,  however, 
any  further  confirmatory  evidence  of  the  poisonous  effects  of 
glycerin  be  deemed  necessary,  beyond  the  experiments  upon  ani- 
mals already  quoted,  we  have  it  furnished  by  the  surgeons  who, 
a  short  time  ago,  were  injecting  iodoform-glycerin  into  various 
cavities  in  the  body,  but  who  now  have  abandoned  the  practice 
on  account  of  the  poisonous  effects  produced.  Mikulicz,  quoted 
by  Pfannenstiel,  says  glycerin  can  induce  poisoning  when  in- 
jected into  absorbing  tissues  or  cavities,  and  he  has  observed 
hemoglobinuria  accompanied  by  methemoglobin  appear  in 
several  cases  in  twelve  to  twenty-four  hours  after  such  injec- 
tions, disappearing  in  twenty-four  to  forty-eight  hours  without 
reappearing.  In  one  case,  after  curetting  two  periarticular  ab- 
scesses of  the  hip  in  a  4-year-old  boy,  sixty  grammes  of  iodo- 
form-glycerin were  injected,  followed  by  severe  hemoglobinuria 
and  death  in  four  days.  The  autopsy  revealed  acute  parenchy- 
matous nephritis,  edema  of  the  lungs,  and  fatty  degeneration  of 
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the  liver.  This,  as  3'ou  will  observe,  is  almost  the  identical  con- 
dition found  in  the  autopsy  reported  by  me  in  this  paper.  Since 
that  sad  experience  Mikulicz  is  said  no  longer  to  inject  iodo- 
form-glycerin  into  absorbing  cavities. 

That  glycerin  used  in  this  manner  is  poisonous  and  deleteri- 
ous admits  of  no  doubt.  Clinical  observations  by  obstetricians 
and  surgeons,  and  experiments  upon  animals,  justify  this  conclu- 
sion. The  method,  then,  should  be  abandoned  and  relegated  to 
the  past  with  those  of  Kiwisch,  Schweighauser,  Cohen,  James, 
and  others.  ISTo  degree  of  efficiency  can  justify  the  employment 
of  means  fraught  with  such  terrible  danger. 

But  glycerin  injections  do  not  possess  even  the  merit  of  cer- 
tainty, as  many  operators  after  using  them  have  resorted  to 
other  measures  to  effect  delivery. 

Pelzer  even  seems  to  be  losing  some  of  his  enthusiasm.  In  a 
recent  article'^  he  admits  that  his  method  has  not  come  up  to 
expectations  in  all  cases,  and  adds  that  he  would  like  to  see  its 
application  limited,  both  in  selecting  the  cases  and  in  the  amount 
of  glycerin  used.  Further  on  in  the  same  article  he  says  that 
the  method  should  not  be  applied  to  women  suffering  with 
eclampsia  or  placenta  previa.  I  would  like  to  add  that  it  should 
not  be  employed  at  all,  but  least  of  all  in  cases  with  kidney  com- 
plications. In  the  light  of  experience  it  is  inapplicable  in  con- 
stitutional or  organic  diseases  of  pregnant  women  ;  and,  cer- 
tainly, more  effective  and  less  dangerous  means  can  be  resorted 
to  in  pelvic  contractions  where  an  elective  operation  is  per- 
missible. But  in  objecting  to  any  plan  of  treatment  we  may 
expect  to  be  asked.  What  can  you  recommend  that  is  better? 
We  answer  cheerfully  that  we  think  several  methods  are  prefer- 
able, but  the  one  par  excellence  to  be  selected  is  the  elective 
accouchement,  or  the  "accouchement  force,"  as  it  is  frequently 
termed.  But  I  will  not  take  up  your  time  discussing  this 
method,  as  it  has  been  recently  so  ably  placed  before  the  pro- 
fession in  a  paper  by  Dr.  L.  M.  Michaelis."  This  treatment 
alone  takes  into  consideration  the  welfare  of  the  child  as  well  as 
that  of  the  mother,  and  is  incomparable  in  its  results  as  a  life- 
Bavinor  measure  for  both. 

Glycerin  injections  sometimes  produce  very  violent  uterine 
contractions  and  hence  must  be  followed  by  a  great  fetal  mor- 
tality. In  fact,  Pelzer  himself  says  that  large  doses,  such  as 
one  hundred  cubic  centimetres,  are  apt  to  destroy  the  life  of  the 
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child  in  this  maimer,  and  that  he  believes  such  a  result  happened 
in  one  of  his  cases.  In  examining  the  thirty-three  cases  re- 
ported I  find  that  thirteen  children  were  born  dead  or  survived 
but  a  few  minutes,  which  certainly  is  a  large  mortality  for  an 
ideal  operation. 

To  sura  up  the  argument :  Intrauterine  injections  are  often 
inefficient,  especially  so  in  doses  under  fifty  cubic  centimetres. 
They  are  liable  to  be  followed  by  all  the  ill  effects — shock,  air 
embolism,  thrombosis,  metritis,  and  sepsis — of  other  intraute- 
rine douches  which  have  been  used  and  abandoned  during  the 
present  century.  They  may  and  sometimes  do  produce  glyce- 
rin poisoning — i.e.,  decomposition  of  the  blood  corpuscles — 
resulting  in  diseases  of  various  organs,  but  more  especially  in 
nephritis  with  hemoglobinuria. 

The  method  takes  no  consideration  of  the  life  of  the  child  and 
hence  results  in  great  fetal  mortality. 

Its  use  should  be  abandoned  or  the  dosage  reduced,  especially 
in  subjects  with  prior  existing  kidney  affections. 

2005  Victor  street. 
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KRAUROSIS    VULV^j. 

A   CONTRIBUTION   TO   ITS  PATHOLOGY   AND   THERAPEUTICS.' 


BY 

H.   W.  LONGYEAR,  M.D., 
Detroit,  Mich. 


The  pathological  condition  known  under  the  name  of  kraurosis 
vulvae  is  one  whose  etiology  has  not  been  discovered,  whose 
pathology  is  but  imperfectly  understood,  and  whose  therapeu- 
tics, in  consequence  of  this  ignorance,  is  still  experimental  and 
of  doubtful  value.  The  disease  as  a  scientific  entity  has  not  yet 
been  accorded  a  permanent  position  in  the  medical  literature  of 
the  day,  as  but  few  of  the  text  books  make  any  mention  of  it ; 
information  on  the  subject  being  almost  entirely  in  the  shape  of 
articles  which  have  appeared  from  time  to  time  in  the  periodi- 
cals. 

One  would  judge  from  this  that  the  affection  is  a  rare  one, 
and,  comparatively  speaking,  it  probably  is ;  but  I  believe  its  oc- 
currence is  much  more  frequent  than  this  fact  would  indicate, 
and  that  many  observers  when  treating  the  affection  have  failed 
to  note  the  true  nature  of  the  disease,  treating  it  often  without 
proper  examination— which  is  a  too  common  fault  with  the  busy 
general  practitioner— and  diagnosing  and  treating  these  cases 
for  other  affections,  such  as  vaginismus,  pruritus,  vaginitis,  etc. 

The  appellation  of  "kraurosis  vulvae"  (meaning  shrinking  of 
tlie  vulva)  was  given  it  by  Breisky,  of  Prague,  in  1885,  who  then 
reported  a  number  of  cases ;  but  the  disease  was  recognized,  at 
least  as  regards  some  of  its  peculiar  pathological  characteristics, 
some  time  before  this  date,  as  it  was  described  by  Dr.  Eobert  F. 
Weir,  of  New  York,  in  1875,  as  an  ichthyosis  of  the  vulva,  and 
also  by  Mr.  Lawson  Tait,  who  described  it  in  1877  under  the 
name  of  "  serpiginous  vascular  degeneration  of  the  nymphs  " 
and  writes  of  it  in  his  recent  work  on  diseases  of  women.  A 
scholarly  paper,  and  very  exhaustive  resume  of  the  subject,  was 
read  by  Dr.  C.  A.  L.  Reed  at  the  last  meeting  of  the  American 

'  R3ad  before  the  Americaa  Associatioa  of  Obatetriciaas  and  Gynecologists 
September,  1895. 
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Association  of  Obstetricians  and  Gynecologists,  in  which  he 
gives  us  still  another  name  for  the  disease,  calling  it  "  progres- 
sive cutaneous  atrophy  of  the  vulva."  These  names  all  have  the 
disadvantage  of  attempting  and  yet  not  describing  the  full 
pathology  of  the  affection.  The  latter  appellation  would  indi- 
cate that  the  disease  is  situated  only  in  the  cutaneous  portion  of 
the  vulva,  while,  according  to  my  own  observation,  a  degenera- 
tive process  occurs  in  the  cellular  tissue  underlying  the  cuticle, 
and  evidently  preceding  and  leading  up  to  the  surface  mani- 
festation, and  which,  in  my  opinion,  is  of  greater  pathological 
importance  than  the  later  affection  of  the  skin.  The  name 
"ichthyosis  of  the  vulva"  simply  describes  the  appearance  of 
the  disease  at  the  stage  in  which  the  cuticle  is  cracked  and 
abraded.  Tait's  term  of  "serpiginous  vascular  degeneration" 
refers,  like  the  others,  to  one  part  onl}'^  of  the  general  pro- 
cess, in  which  a  sort  of  strangulation  of  the  blood  supply  occurs. 
I  use  Breisky's  name  because  it  is  short  and  expressive  only  of 
the  general  appearance  of  the  diseased  parts,  without  attempting 
to  describe  what  is  evidently  a  complicated  pathological  condi- 
tion. 

In  regard  to  the  etiology  of  the  disease  a  number  of  opinions 
have  been  expressed  by  observers  from  time  to  time,  but  clini- 
cal evidence  has  not  substantiated  them,  so  that  it  still  remains 
an  open  question,  a  field  for  original  research.  From  the  evi- 
dence of  clinical  observations,  which  have  been  confined,  how- 
ever, to  but  three  cases,  I  am  very  strongly  inclined  to  the  opin- 
ion that  the  cause  does  not  lie  in  any  local  or  constitutional  affec- 
tion outside  of  the  nervous  system,  and  that  the  morbid  process 
is  due  to  some  defective  nerve  action,  probably  of  a  refiex  origin. 
All  of  the  cases  seen  by  me  have  been  in  women  who  have 
passed  their  fortieth  year,  and  in  each  case  the  symptoms  uf  tiie 
disease  were  manifested  coincidently  with  those  experienced  by 
the  patient  due  to  the  menopause.  In  the  first  case  in  which 
I  recognized  the  disease  the  woman  was  still  menstruating, 
although  irregularly,  and  the  symptoms  of  the  kraurosis  had 
troubled  her  for  about  a  year,  the  local  appearance  of  the  dis- 
ease indicating  that  it  was  in  an  early  stage  of  development.  In 
my  second  case  the  symptoms  of  the  disease  had  been  manifest 
for  six  or  seven  years,  the  patient's  ovaries  had  been  removed 
two  years  before  I  saw  her  and  before  the  menstrual  function 
had  entirely  ceased,  and  the  kraurosis  was  found  to  be  in  the 
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advanced  stage  of  atropliy.  In  the  third  case,  the  history  of 
which  I  will  shortly  narrate,  the  symptoms  of  the  disease  began 
with  the  cessation  of  the  menstrual  function,  and  when  examined 
by  me  four  years  later  the  kraurosis  had  attained  what  might  be 
called,  for  comparison,  the  middle  stage.  In  all  three  cases  con- 
stant backache,  with  no  evident  cause,  was  present,  and  in  the 
last  two  this  symptom  was  not  only  marked  but  required  con- 
stant treatment  for  its  alleviation.  In  my  second  case,  in  which 
the  disease  had  progressed  for  six  or  seven  years,  the  symptoms 
of  spinal  irritation  had  been  so  severe  at  one  time  as  to  require 
the  application  of  the  actual  cautery.  These  facts,  in  the  opin- 
ion of  the  author,  all  point  toward  a  central  nerve  lesion  as  a 
probable  etiological  factor  in  the  disease. 

The  clinical  features  of  the  disease  are  characteristic,  and  once 
recognized  will  never  be  mistaken  for  any  other  pathological 
condition.  On  inspection  the  hair  around  the  vulva  will  be 
found  to  be  thin  and  dry,  and  late  in  the  disease  almost  entirely 
absent;  the  vulva  will  appear  small  and  infantile,  the  labia 
minora  small  and  shrunken  and  late  in  the  disease  smoothed  off 
to  almost  an  even  surface  with  the  labia  majora ;  the  color  of 
the  integument  will  be  pale  and  bloodless  and  devoid  of  pigmen- 
tation, while  the  muco-cutaneous  surface  will  be  studded  with 
a  number  of  irregularly-shaped,  reddish-brown  spots,  which  on 
close  inspection  will  be  seen  to  be  slightly  depressed  below  the 
surface  on  which  they  lie ;  the  parts  are  usually  dry,  and  some- 
times the  mucous  surface  is  cracked  and  abraded,  and  occasion- 
ally a  slight,  brown,  purulent  discharge  is  seen.  On  separating 
the  lips  of  the  vulva  the  brown  spots  are  seen  to  terminate 
abruptly  with  the  margin  of  the  introitus  vaginae,  being  confined 
entirely  to  the  vestibule.  These  spots  disappear  later  in  the  dis- 
ease, when  the  surface  of  the  mucous  membrane  becomes  white 
and  skin-like  in  appearance.  On  attempting  to  retract  the  peri- 
neum it  will  be  found  impossible  to  do  so  ;  and  not  only  will  the 
natural  elasticity  of  the  parts  be  wanting,  but  that  portion  of  the 
canal  outside  of  the  vaginal  inlet  will  feel  as  if  held  tightly  to- 
gether by  a  strong  band  situated  beneath  the  cutaneous  surface 
— like  a  puckering-string around  the  mouth  of  a  bag.  While  the 
brown  spots  are  present  the  sensitiveness  of  the  parts  on  which 
they  are  situated  will  be  very  marked,  the  slightest  touch  caus- 
ing pain.  This,  coupled  with  the  tenseness  of  the  vulvar  orifice, 
renders  the  act  of  coition  always  painful  and  often  impossible. 
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In  referring  to  the  pathology  of  the  disease  those  who  have 
written  on  the  subject  speak  of  it  as  being  a  disease  in  which  the 
cutaneous  structure  alone  is  affected.  Tait  says:  ""'  It  is,  in  fact, 
a  progressive  atrophy  of  the  mucous  membrane,  the  last  textures 
affected  being  the  blood  vessels  and  veins ;  for,  when  the  pro- 
cess has  been  completed,  the  pain  ceases,  the  redness  disappears, 
and  nothing  remains  but  a  vestibnlum  vaginae,  so  narrow  that 
incredulity  may  be  excused  when  the  patient  states  that  she 
has  borne  children."  Breisky  says:  "The  skin  and  mucous 
membrane  in  the  region  of  the  labia  majora  and  minora,  of  the 
perineum,  and  of  the  entrance  shrink  up,  grow  dry,  and  acquire 
a  whitish  appearance  and  are  covered  with  a  thick  layer  of 
epidermis.  The  number  of  sebaceous  glands  is  diminished,  the 
papillary  body  becomes  cicatricial,  the  connective  tissue  sclerotic. 
Thereby  the  skin  becomes  tightly  stretched,  so  that  it  tears  ex- 
tremely easily,  so  that  even  the  pressure  of  the  finger  in  exam- 
ining makes  deep  rents." 

I  wish  to  add  to  the  pathological  points  of  the  disease  the  fact 
of  the  presence  of  the  previously  mentioned  band  of  fibrous  tissue, 
which  is  entirely  separate  from  the  skin  and  mucous  membrane, 
and  has  been  found  in  the  place  of,  and  as  an  evident  result  of  the 
degeneration  of,  the  subcutaneous  and  submucous  cellular  tissue. 
I  believe  that  the  pathological  changes  that  take  place  to  consti- 
tute this  disease  begin  with  this  fibrous  tissue  formation,  and 
that  the  changes  following  in  the  skin  and  mucous  n)enibrane 
are  to  a  considerable  extent  a  result  of  this  constantly  increasing 
condition  of  fibrous  degeneration  underlying  these  structures. 
This  new  formation,  by  replacing  the  loose  cellular  tissue 
through  which  the  nutrient  vessels  of  the  skin  and  mucous 
membrane  pass,  acting  by  gradual  and  continual  contraction,  as 
is  peculiar  to  the  elements  of  fibrous  tissue,  results  not  only  in 
the  firm  and  unyielding  constriction  of  the  vulva,  but,  in  my 
opinion,  also  in  the  strangulation  of  the  blood  vessels  which  pass 
t'>  and  from  the  overlying  skin  and  .mucous  meinbrane.  This 
action  would  account  for  the  spots  of  ecchymosis  observed  in 
these  structures  in  the  earlier  stages  of  the  disease,  and  the 
condition  of  atrophy  of  the  later  stage  in  which  the  active 
functional  life  is  entirely  obliterated.  The  presence  of  this  new 
formation  of  fibrous  tissue  is  of  interest  from  a  surgical  stand- 
point, as  it  is  evident  that  this  band  of  constriction  must  be 
removed  by  any  operation  that  is  made  for    the  relief  of  the 
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stenosis  of  the  vnlva.  The  removal  of  the  degenerated  mucous 
membrane  containing  the  brown  s^jots,  as  is  usually  recom- 
mended, will  relieve  the  symptom  of  acute  sensitiveness  of  the 
parts,  but  will  have  no  effect  on  the  stenosis.  Patients  who  are 
said  to  recover  spontaneously  from  the  disease  recover  only  so 
far  as  the  sensitiveness  of  the  parts  is  concerned,  as  the  con- 
striction of  the  vulva,  due  to  this  band  of  fibrous  tissue,  will 
exist  as  a  permanent  condition. 

The  case  on  which  these  notes  on   pathology  were  demon- 
strated was  one  occurring  in  ray  clinic  at  Harper  Hospital  and 
on  which  I   performed  an   operation,  the  method   of  which   as 
applied  to  this  disease,  so  far  as  I  am  aware,  is  original  with  me. 
The  operation  is  made  in  a  manner  analogous  to  Whitehead's 
operation  for  hemorrhoids,  all  of   the   diseased   mucous  mem- 
brane containing  the  spots  being  removed  en  masse,  and  healthy 
mucous  membrane  from  above  the  vaginal  inlet  dissected  loose 
from  its  basic  attachments  and  slipped  down  and  sewed  to  the 
skin  in  its  place.     As  a  result  of  the  experience  with  my  case  I 
should  also  recommend  the  entire  removal  of  this  fibrous  tissue 
which  will  be  found  underlying  the  diseased  mucous  membrane. 
The  history  of  the  case  is  as  follows:  Mrs.  S.,in  appearance 
thin,  poorly  nourished,  anemic ;  age  54,  married  ten  years,  never 
pregnant;  began  menstruating  at  16  and  continued  regular  and 
normal  until,  after  some  irregularity,  it  ceased  four  years  ago. 
"With  the  cessation  of  the  menstrual  function  she  began  to  expe- 
rience the  symptoms  which  have  been  steadily  increasing  in 
intensity  since  then,  and  which  at  last  brought  her  to  my  out- 
door clinic  for  relief.     She  complained  especially  of  a  constant 
dull  pain  in  the  lumbar  region  and  across  the  hips  and  at  the  top 
of  the  head.     The  pain  in  the  hips  often  caused  her  to  walk  lame, 
and  she  called  it  rheumatism,  and  it  was  more  especially  for  this 
trouble  that  she  sought  relief.     No  point  of  swelling  or  tender- 
ness at  the  seat  of  pain  could  be  discovered.     In  addition  to 
these  pains  she  also  complained  of  a  constant  feeling  of  soreness 
of  the  vulva,  and  said  this  had  been  increasing  so  much  that 
intercourse  had  become  impossible  and  she  had  in  consequence 
separated  from  her  husband.     Had  some  leucorrhea,  which  was 
often  of  a  dull-pink  color.     Defecation  and  micturition  normal. 
Inspection  revealed  the  characteristic  signs  of  kraurosis  vulvae 
in  the  active  or  middle  stage,  the  hair  being  sparse  and  dry  in 
appearance,  the  nymphae  shrunken  to  about  half  the  normal  size 
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and  nearly  devoid  of  the  usual  pigmentation,  the  vulvar  orifice  so 
small  as  to  admit  the  passage  of  two  fingers  with  great  difiiculty, 
and  the  tissues  around  it  tense  and  undilatable,  and  the  reddish- 
brown  spots  on  the  mucous  membrane  well  marked  and  dis- 
tributed generally  on  the  surface  from  the  nymphse  to  the  intro- 
itus  vaginae.  The  surface  over  which  the  spots  were  distributed, 
which  comprised  the  vestibule,  was  exquisitely  sensitive  to 
touch,  much  pain  evidently  resulting  from  a  very  careful  han- 
dling of  the  parts.  The  patient  was  sent  to  the  hospital,  and 
on  December  10th,  1894,  at  my  college  clinic  I  performed  the 
operation  of  complete  removal  of  the  mucous  membrane  of  the 
vestibule  in  the  following  manner:  An  incision  with  scissors  was 
first  made  along  the  lateral  and  posterior  margins  of  the  vulvar 
orifice,  dividing  the  diseased  mucous  membrane  from  the  skin  ; 
then  seizing  the  margin  of  mucous  membrane  with  dressing  for- 
ceps, all  of  the  portion  above  the  incision  was  dissected  loose 
from  underlying  tissues  up  to  the  vaginal  inlet  and  cut  away. 
The  anterior  surface  was  then  denuded  in  the  same  manner, 
dissecting  carefully  around  the  urethral  orifice.  After  removing 
all  of  the  diseased  mucous  membrane  in  this  way,  the  margin  of 
healthy  tissue  above  was  grasped,  pulled  down,  and  dissected 
loose  from  the  underlying  parts,  around  the  whole  circumference 
of  the  vagina,  for  a  sufficient  distance  upward  to  allow  of  its 
being  easily  brought  down  to  the  skin  margin,  where  it  was  made 
fast,  Hrst  with  both  interrupted  and  running  sutures  of  catgut, 
and  then  with  five  deep  interrupted  sutures  of  silkworm  gut. 
While  dissecting  the  raucous  membrane  from  the  posterior 
portion  of  the  vestibule  the  fibrous  tissue  before  mentioned  was 
laid  bare,  and  it  was  remarked  that  its  surface  appeared  perfect)}' 
white  and  bloodless.  A  section  of  the  lower  portion  was  dis- 
sected up  and  cut  away  ;  but  it  seemed  so  extensive,  and  not  at 
the  time  realizing  its  true  import,  I  decided  to  leave  the  upper 
part  of  the  band  and  remove  it  at  a  subsequent  operation,  if  it 
should  be  found  necessary  to  do  so.  The  wound  healed  imme- 
diately, with  the  exception  of  a  small  section  on  the  left  side 
which  pulled  away  from  the  sutures  and  healed  afterward  quite 
tediously  by  granulation.  The  result  proved  entirely  successful 
in  relieving  the  patient  of  the  extreme  sensitiveness  of  the  parts, 
but  the  contracted  vulvar  orifice  was  only  slightly  imj)roved,  its 
greatest  constriction  being  within  the  vulva  where  the  fibrous 
band  had  been  left  intact.     The  second  operation  will  be  per- 
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formed  as  soon  as  the  patient  can  be  prevailed  upon  to  re-enter 
the  hospital,  but  thus  far  she  feels  so  much  better  than  previous 
to  the  operation  that  it  has  been  impossible  to  induce  her  to  do 
so.  The  pain  in  the  back,  hips,  and  head  is  very  much  better, 
but  not  entirely  gone. 

Whether  this  improvement  is  due  to  the  operation  or  to 
subsequent  medicinal  treatment  is  a  question.  This  treatment 
consisted  in  the  administration  of  general  tonics  and  the  extract 
of  thyroid.  The  latter  remedy  seemed  to  act  beneficially,  but 
could  not  be  pushed  to  any  extent,  owing  to  the  fact  that  the 
patient  refused  to  persevere  in  it  because  it  caused  a  feeling  of 
dizziness,  even  when  used  in  dosesof  one  grain  three  times  a  day. 

The  woman  returned  to  her  husband  in  a  neiffhborino:  town 
about  four  months  ago,  promising  to  return  in  a  few  weeks,  but 
thus  far  she  has  not  put  in  an  appearance. 

698  Woodward  avende. 
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All  specialists  are  more  or  less  justly  open  to  the  criticism 
which  the  general  profession  sometimes  makes  concerning  them 
— viz.,  that  they  are  liable  to  ascribe  most  of  the  ills  of  humanity 
to  derangements  which  they  may  find  in  the  realm  of  their  spe- 
cial practice.  In  other  words,  the  specialist's  horizon  is  very  apt 
to  be  narrow,  largely  because  in  too  many  cases  he  has  not  had 
that  broadening  experience  which  comes  from  a  few  years  of 
general  practice,  wherein  the  physician  learns  much  of  the  mu- 
tual relations  of  different  parts  of  the  human  organism  in  health 
and  disease.  It  is  feared  that  the  same  criticism  has  not  unjustly 
been  made  against  those  members  of  our  own  specialty  who  find 
all  the  ills  which  woman's  flesh  is  heir  to  resident  in  her  geni- 
talia. Nearly  all  women  who  suffer  from  chronic  inflammatory 
disease  of  the  pelvic  organs  also  have  neurasthenia  to  a  greater 

'  Read  before  the  Americaa  Association  of  Obstetricians  and  Gynecologists , 
September,  1895. 
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or  lesser  degree.     This  also  accoinpanies  new  growths  of  the 
pelvis  in  some  cases. 

What  is  neurasthenia  ?  It  is  an  exhaustion  of  the  nervous 
system,  especially  the  sympathetic  nervous  system,  due  to  mal- 
nutrition. Systemic  poisoning  from  pus,  the  nerve-depressing 
influence  of  constant  pain,  or  the  continuous  drain  of  blood  or 
muco-purulent  discharges,  together  with  other  depressing  in- 
fluences, produce  this  malnutrition  in  cases  of  pelvic  disease. 

The  symptoms  are  usually  nearly  the  same  in  all  cases.  The 
woman  is  tired,  constantly  tired,  especially  in  the  morning  and 
early  part  of  the  day.  Her  sleep  is  not  restful.  She  may  sleep 
well  during  the  early  hours  and  lie  awake  the  rest  of  the  night. 
Her  sleep  may  be  in  snatches,  or  it  may  be  disturbed  by  hideous 
and  exhausting  dreams.  There  is  almost  constantly  a  tired  feel- 
ing in  her  head,  and  her  eyes  are  weak  and  irritable.  She  espe- 
cially complains  of  a  dull,  indescribable  sensation  which  may  be 
vertical,  but  usually  is  located  in  the  lower  occipital  and  upper 
cervical  regions,  l^euralgia,  particularly  of  the  intercostal  and 
lumbo-abdominal  types,  is  generally  present.  Backache  in  the 
lumbo-sacral  region  is  one  of  the  most  persistent  of  all  the 
symptoms.  Despondency  is  the  ruling  condition.  Timidity 
is  a  prominent  symptom,  and  the  apprehension  of  something 
awful  impending  makes  life  miserable.  Usually  there  is  a  poor 
appetite  and  nervous  dyspepsia.  The  more  rest  the  patient 
takes,  the  less  her  nervous  force  is  exhausted,  the  better  is  her 
digestion.  Flatulence  and  constipation,  it  is  needless  to  say, 
are  found  among  the  symptoms. 

The  least  excitement  brings  on  an  attack  of  cardiac  palpita- 
tion, and  at  times  this  comes  without  excitement.  Often  when 
the  woman  lies  down  she  feels  a  sense  of  suffocation.  It  is  not 
asthma  ;  it  seems  to  come  in  much  the  same  way  as  the  globus 
hystericus.  These  various  symptoms  lead  the  patient  to  be 
apprehensive  of  some  severe  organic  trouble  of  the  heart  or 
lungs.  At  times  the  urine  is  scanty  and  thick;  at  other  times 
it  is  abundant  and  as  clear  as  water. 

There  are  certain  vasomotor  disturbances,  such  as  blushing 
and  flushings  of  the  face,  red  spots  coming  unilaterally,  followed 
perhaps  by  extreme  pallor  and  a  cold  sensation  in  the  skin. 
Profuse  perspirations  occur  as  the  result  of  excitement,  exer- 
tion, or  sleeplessness.  The  hands  and  feet  are  seldom  warm  ; 
they  are  usually  cold  and  clammy. 
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When  none  of  the  vital  organs  are  structurally  diseased  in 
cases  manifesting  the  above  symptoms,  we  may  safely  ascribe 
these  to  the  fact  that  the  sympathetic  nervous  system  which 
presides  over  vital  phenomena  becomes  absolutely  unable  to 
furnish  enough  force  to  carry  on  the  processes  of  nutrition  up 
to  the  normal,  and,  being  itself  half-starved  and  weak,  manifests 
its  condition  iu  those  perturbations  which  have  been  described. 
Much  has  been  written  concerning  those  cases  of  disease  of 
the  pelvic  organs  which  have  been  either  unimproved  or  else 
made  worse  by  operation.  We  must  admit  that  many  cases 
have  continued,  after  operation,  to  have  pain,  hemorrhage,  and 
exhausting  discharges  which  have  prevented  recovery.  But 
there  are  others  in  whom  operation  fails  to  give  the  expected 
relief,  even  though  no  cause  for  their  continued  invahdism  seems 
to  exist. 

Even  those  who  have  pain,  hemorrhage,  leucorrhea,  and  their 
old  tired  and  miserable  feelings  remaining,  may.  in  a  goodly 
proportion  of  cases,  be  cured  if  after  opemtion  the  shattered 
condition  of  their  nervous  systems  be  appreciated  and  proper 
treatment  addressed  to  its  relief.  When  we  have  removed  dis- 
eased structures  from  the  woman's  pelvis  or  abdomen,  or  have 
closed  lacerations  and  restored  her  uterus  to  its  normal  position, 
our  duty  to  h^tis^ot  all  done.  Shall  we  send  her  home  as  soon 
as  she  can  arise  from  her  bed,  and  call  her  cured  because  we 
have  performed  an  operation  ?  When  a  fire  is  extinguished  do 
we  expect  as  the  result  of  the  act  a  restoration  of  the  wrecked 
structure  ?  Should  we  expect  that  a  woman  who  has  suffered 
for  years,  it  may  be,  and  whose  nervous  system  is  exhausted, 
whose  red  blood  cells  are  few  and  of  poor  quality,  and  whose 
white  cells  are  numerous  and  of  those  forms  which  show  a  de- 
praved state  of  nutrition,  will  be  restored  to  health  simply  be- 
cause we  remove  the  cause  which  has  ruined  her  health  ?  After 
we  have  removed  the  primary  cause  of  her  shattered  health, 
should  we  not  do  something,  if  something  we  can  do,  to  restore 
her  exhausted  nervous  system,  to  set  again  in  normal  motion  the 
machinery  of  nutrition  and  assimilation  ? 

We  have  all  seen  those  women  who  have  been  operated  upon, 
who  come  to  us  to  inquire  whether  Dr.  Smith  or  Dr.  Brown 
really  did  do  the  operation  which  he  said  would  cure  her.  She 
is  no  better,  has  as  much  pain  as  ever,  is  pale,  anemic,  and  tired. 
You  will  find  that  the  woman  probably  was  operated  upon;  the 
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operator  took  his  fee ;  the  woman  went  home  in  two  or  three 
weeks,  never  having  had  so  much  as  a  mild  tonic  prescribed 
after  her  operation.  I  have  taken  such  under  my  care  and  in 
six  weeks  have  sent  them  home  on  the  high-road  to  recovery, 
and  have  had  the  satisfaction  to  know  of  their  subsequent  entire 
restoration  to  health. 

Tonics  benefit  these  women  but  slightly  till  nutrition  begins 
again,  when  they  are  assimilated  and  aid  greatly  in  completing 
the  cure. 

The  treatment  which  above  all  others  promises  most  for  these 
neurasthenics  is  the  Weir  Mitchell  rest  treatment.  It  should  be 
carried  out  quite  rigidly,  because  when  laxly  done  it  is  liable  to 
fail.  The  rationale  of  the  plan  is  based  on  sound  physiological 
principles.  The  patient  is  placed  in  bed  away  from  cares  and 
worries.  In  order  to  avoid  fatigue  she  is  denied  all  visitors 
except  one  or  two  intimate  and  congenial  ones  for  short  periods. 
The  diet  is  simple  and  nutritious.  The  secretions  and  excretions 
are  regulated.  Faradic  electricity  is  sometimes  given  to  exercise 
the  muscles.  Next  to  enforced  rest,  massage  is  most  important, 
as  it  counteracts  the  ill  effects  of  the  former.  It  presses  out  of 
the  cells  the  results  of  tissue  waste ;  it  squeezes  on  through  the 
capillaries,  veins,  and  lymphatics  vital  streams  which  would  be 
over-sluggish  without  it.  It  is  exercise  without  the  use  of  voli- 
tion or  nerve  force  to  produce  it.  The  appetite  increases ;  di- 
gestive power  is  augmented ;  the  blood  cells  become  normal  in 
number  and  condition  ;  the  patient  loses  one  by  one  the  symp- 
toms of  which  she  has  complained ;  sleep  becomes  more  nor- 
mal and  restful;  nutrition  of  the  tissues  increases;  nerve  force 
is  stored  up — in  fact,  in  from  three  to  six  weeks  the  patient  feels 
well  enough  to  begin  to  sit  up.  It  is  necessary,  in  order  to 
obtain  the  full  benefit  of  the  treatment,  to  be  careful  in  not 
getting  about  too  soon ;  careful  in  avoiding  the  assumption  of 
household  duties  ;  careful  for  weeks  in  everything  which  per- 
tains to  work,  worry,  or  excitement. 

The  above  is  a  faithful  picture  of  the  majority  of  these  cases. 
Occasionally  there  is  one  upon  whom  this  treatment  has  no  good 
or  permanent  effect.  In  all  women  who  show  much  nerve  ex- 
haustion and  anemia  before  operation  I  begin  the  massage  as 
soon  as  they  are  able  to  bear  it,  usually  during  the  first  week 
after  operation. 

There  is  another  class  of  women  in  whom  neurasthenia  simu- 
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lates  pelvic  disease.  It  occurs  in  those  of  the  nervous  tempera- 
ment. It  is  a  frequent  ailment  among  our  American  women. 
It  is  seen  alike  among  the  rich  and  the  poor,  the  fleshy  and 
rotund  as  well  as  the  thin  and  spare  of  form.  Those  of  neuro- 
pathic tendencies,  placed  in  the  proper  environment,  with  worry, 
over-work,  over-excitement,  over-anxiety,  errors  in  diet  and  rest, 
too  frequent  childbearing,  or  excessive  sexual  indulgences,  break 
down  under  the  strain  and  nervous  exhaustion  is  the  common 
form  of  manifestation. 

The  symptoms  described  as  accompanying  pelvic  disease  are 
here  present  without  the  pelvic  disease,  hut  we  frequently  have 
its  counterfeits.  Painful  menstruation  comes  to  her  who  may 
never  have  had  pain  when  she  was  well  and  strong.  Leucorrhea 
may  be  a  prominent  symptom.  Pain  in  the  back,  radiating 
through  the  pelvis  into  the  groin  and  down  the  thigh,  with  or 
without  frequent  and  painful  micturition,  seems  certainly  to 
point  to  some  serious  disease  in  the  pelvis.  There  is  generally 
a  decline  in  sexual  appetite,  and  the  marital  relations  may  become 
positively  repugnant.  In  others  there  is  an  irritability  of  the 
sexual  apparatus,  followed  by  over-indulgence  which  only  leads 
to  greater  exhaustion. 

These  women  come  to  us  expecting  us  to  pronounce  the  ver- 
dict that  the  uterus,  tubes,  or  ovaries  in  some  way  are  the  direct 
cause  of  their  ills.  On  examination  the  pelvic  organs  are  usu- 
ally found  to  be  tender.  The  pain  resulting  from'  their  exami- 
nation and  the  muscular  tension  may  lead  us  to  think  that  we 
feel  enlarged  and  diseased  structures.  They  should  always  be 
examined  under  an  anesthetic  before  a  diagnosis  is  made.  If 
there  is  no  pelvic  disease  the  patient  may  safely  be  put  into  that 
class  which  Dr.  Goodell  so  aptly  describes  in  his  chapter  on 
"  JSTerve  Tire  and  Womb  Ills." 

Correcting  as  far  as  possible  the  habits  of  the  patient  which 
led  to  the  nerve  tire,  general  tonic  treatment  and  good  environ- 
ment, and  above  all  else  the  Mitchell  rest  treatment,  bid  fair 
to  do  as  much  for  these  women  as  human  skill  has  thus  far  de- 
vised. Many  of  them  can  be  nearly  or  quite  cured,  and  others 
only  partially  relieved.  Eemoval  of  tubes  and  ovaries  which 
are  simply  tender  and  not  diseased  always  adds  to  their  suffering. 

Neurasthenia  is  often  sneered  at  as  "that  fashionable  Ameri- 
can disease."     Call  it  neurasthenia,  nervous  prostration,  or  what 
you  will,  the  condition  nevertheless  exists.     As  it  accompanies 
53 
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pelvic  disease,  and  as  it  simulates  pelvic  disease,  it  is  a  mon- 
strous stumbling  block  at  times  to  tlie  brilliant  results  which  our 
operations  seem  to  promise. 
64  Richmond  avenue. 

SOME  OF  THE   ADVANTAGES   OF,   AND   INDICATIONS   FOR, 

VAGINAL  HYSTERO-SALPINGO-OOPHORECTOMY   IN 

SUPPURATIVE  PELVIC   DISEASE.' 


BY 

X.  O.  WERDER.  M.D., 
Pittsburg,  Pa. 


The  operative  results  in  suppurative  disease  of  the  pelvis,  in 
the  hands  of  the  abdominal  surgeon,  form  one  of  the  proudest 
chapters  in  modern  surgery.  The  mortality  of  these  operations 
has  been  so  steadily  reduced  and  has  reached  such  a  low  point 
that  it  would  seem  that  perfection  had  almost  been  reached,  were 
it  not  for  the  fact  that  recovery  from  the  operation  is  not  always 
synonymous  with  complete  restoration  to  health.  In  other 
words,  in  many  cases  the  symptoms  complained  of  prior  to  the 
operation  persist  subsequently  to  a  greater  or  less  degree,  or 
post-operative  complications  and  sequelae  mar  the  benefits  actu- 
ally obtained  by  the  surgical  treatment.  Schauta,  who  made  a 
careful  study  of  his  cases  subsequent  to  operation,  finds  that 
about  eighty  per  cent  of  them  were  completely  relieved  of  their 
symptoms  ;  Chrobak  obtained  only  fifty  per  cent  of  cures,  while 
Landau  estimates  that  sixty  to  seventy  per  cent  of  his  cases  were 
permanently  benefited.  While  time  w^ill  no  doubt  add  to  this 
list  of  cures  a  number  of  cases  suffering  from  vasomotor  dis- 
turbances (which  are  a  direct  physiological  result  of  the  ablation 
of  the  appendages,  and  which  in  the  course  of  a  few  years  will 
subside,  restoring  the  patient  to  perfect  health),  there  unques- 
tionably remain  many  in  whom  the  benefits  of  operation  are 
marred  by  complications  and  sequelte  which  persist  to  a  greater 
or  less  degree  to  torment  these  poor  patients.  Every  operator 
counts  among  his  many  successes  a  few  such  sad  failures.  While 
a  more  careful  teclmique  and  a  more  thorougli  operation  have 
unquestionably  lessened  the  number  of  these  cases  very  mate- 

'  Read  before  the  AmericaD  Association  of  ObstetriciaDS  and  Qynecologlsta, 
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rially,  thej  Lave  not  entirely  eliminated  them.  The  study  of 
the  causes  of  these  failures  is  a  deeply  interesting  topic  to  every 
operator.  Unfortunately  the  problem  is  still  unsolved,  though 
many  of  the  causes  leading  to  failure  are  quite  well  understood 
and  avoided.  I  will  allude  to  only  two  of  these,  and  will  classify 
them,  for  the  sake  of  convenience,  into  operative  and  inherent. 

By  the  operative  I  understand  those  complications  and 
sequelae  directly  attributable  to  the  method  of  treatment — for 
example,  hernia,  intestinal  and  omental  adhesions  to  the  abdom- 
inal cicatrix,  abdominal  sinuses  and  fistulas  due  to  extraneous 
infection  at  the  time  of  operation,  etc. 

Inherent  refers  to  those  complications  and  sequelae  which  re- 
sult from  conditions  existing  in  the  patient  at  the  time  of  opera- 
tion, but  which  the  operator  failed  to  remove.  They  therefore 
continue  to  act  as  a  source  of  disturbance  and  irritation  to  the 
patient.  Unquestionably  the  most  prominent  among  these  are 
foci  of  infection  left  behind  in  adhesions,  ligatured  pedicles, 
silk  infected  by  contact  with  septic  pas,  and,  last  but  not  least,  a 
septic  uterus.  To  be  a  little  more  specific,  let  us  recall  the  fact 
that  we  are  frequently  dealing  with  very  septic  pus,  containing 
virulent  pathogenic  micro-organisms  such  as  streptococci,  staphy- 
lococci, bacilli  coli  communes,  tubercle  bacilli,  and  many  other 
varieties,  which,  in  spite  of  our  most  painstaking  asepsis,  flush- 
ing, sponging,  and  careful  drainage,  will  produce  local  infection 
in  the  abdominal  wound,  ligatures,  or  sutures,  and  will  result  in 
inflammation,  suppuration,  and  adhesions.  Even  if  we  succeed 
in  destroying  the  most  apparent  of  these  septic  agents  by  a 
careful  removal  of  the  diseased  appendages,  we  do  not  always 
remove  the  source  of  infection.  We  leave  in  the  pedicles,  in  the 
sutures,  and  in  the  lymphatic  systefm  surrounding  the  uterus 
micro-organisms  which  continue  to  give  rise  to  new  disturbances. 
How  else  will  you  explain  those  cases  which  have  gone  home 
apparently  well,  but  return  to  you  weeks  or  months  later  with 
the  old  or  similar  complaints,  and  which  on  examination  present 
distinctly  a  mass  or  exudate  around  the  ligatured  pedicle  on  one 
or  both  sides  of  the  pelvis  ? 

It  was  this  fact,  probably  more  than  any  other,  which  induced 
Pean  and  his  followers  to  regard  the  uterus  as  the  main  source 
of  infection  and  to  practise  uterine  castration.  Segond  went  so 
far  as  to  say  that  it  was  better  for  the  patient  to  have  her  uterus 
extirpated  and  her  diseased  adnexa  left  than  vice  versa.     It  is 
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undoiibtedlj  true  that  the  uterus  is  usually  the  organ  tirst  in- 
vaded by  infection,  and  that  from  there  it  extends  to  the 
peritoneum  through  the  tubal  orifices  and  lymphatics.  That 
the  uterus  succeeds  in  throwing  off  these  pathogenic  micro- 
organisms at  times,  or  that  they  may  lose  their  virulence  in  the 
course  of  time  and  that  the  atrophic  changes  following  abla- 
tion of  the  appendages  may  to  some  extent  inhibit  their  growth, 
can  be  admitted,  but  that  this  is  the  rule  we  have  strong 
reason  to  doubt.  On  the  contrary,  there  is  convincing  proof 
that  they  establish  a  more  or  less  permanent  habitat,  not  onh'  in 
the  mucosa,  but  also  in  the  muscles  and  in  the  connective  tissue 
surrounding  the  uterus.  To  remove  the  adnexa  without  the 
uterus,  then,  means  to  leave  an  organ  without  function  and  with- 
out use,  but  containing  elements  capable  of  inciting  disturbance 
and  disease.  Hysterectomy  with  salpingo-odphorectomy  in  sup- 
purative disease  of  the  pelvis  not  only  allows  us  to  remove  the 
nidus  of  infection  moi'e  completely,  thus  being  nearer  an  ideal 
operation,  but  it  gives  the  patient  the  very  best  chance  for  com- 
plete recovery  without  adding  any  increased  risk  to  the  operation, 
for  the  mortality,  in  the  hands  of  such  men  as  Pean,  Richelot, 
Landan,  Leopold,  and  in  our  own  country  Krug,  Baldy,  Polk, 
Boldt,  Sutton,  and  others,  compares  very  favorably  with  that  of 
salpingo  oophorectomy  alone.  Hystero-salpingo  oophorectomy 
is  unquestionably  the  operation  of  the  future — whether  vaginal 
or  abdominal  still  remains  suh  judice. 

The  vaginal  method,  practised  almost  exclusively  by  the 
French  and  many  German  surgeons,  has  many  features  to  rec- 
ommend it.  It  precludes  the  iiossibility  of  ventral  hernia,  and 
intestinal  and  omLiutal  adhesions  to  the  line  of  incision.  It  is 
generally  admitted  to  be  followed  by  less  shock,  because  of  the 
minimum  exposure  of  the  ])eritoncum  during  the  operation  and 
absence  of  manipulation  of  the  abdominal  viscera.  In  suppura- 
tive disease  of  the  pelvis  the  intestines  are  frequently  agglu- 
tinated into  a  mass,  forming  a  protecting  roof  above  the  infected 
pelvis  and  a  natural  and  efficient  barrier  against  infection  of  the 
peritoneal  cavity.  In  the  vaginal  njethod  this  is  left  undis- 
turbed. This  operation  is  thus  made  practically  extraperitoneal, 
while  in  the  abdominal  method  this  barrier  (which  has  such  an 
important  role)  has  to  be  broken  through  before  the  actual  scat 
of  disease  can  be  reached,  thus  exposing  the  softened  intestinee, 
which  are  often   friable,  to  risk  of  injury  during  the  necessary 
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manipulations,  and  exposing  the  peritoneal  cavity  to  the  danger 
of  contamination  from  septic  pns  set  free  by  the  rupture  of. 
abscess  cavities.  Drainage  per  vaginam  is  the  best  possible. 
Removing  tlie  uterus  is  like  knocking  the  bottom  ont  of  a  basin, 
so  far  as  drainage  is  concerned.  Convalescence  is  more  rapid 
and  recovery  more  complete.  My  experience  has  been  that  the 
patients  are  able  to  leave  their  beds  in  from  a  week  to  ten  days. 
This  operation  leaves  no  sutures  and  ligatures,  and  does  away 
with  the  danger  of  mural  abscesses,  sinuses,  and  fistulse. 

The  objection  to  vaginal  hystero-salpingo-oophorectomy  most 
frequently  raised — that  the  operator  has  to  work  in  the  dark — 
can  come  only  from  those  who  have  not  had  an  opportunity  of 
seeing  the  operation  properly  done,  for  in  the  majority  of  cases 
the  judicious  use  of  retractors  and  the  close  observance  of  a 
good  technique  give  the  operator  just  as  good  a  view  of  the  field 
of  operation  as  he  has  in  the  abdominal  method  even  when 
employing  the  Trendelenburg  position.  Intestinal  adhesions 
can  usually  be  separated  with  equal  ease. 

That  a  very  narrow  vagina,  partly  obstructed  by  a  number  of 
clamps,  may  present  very  great  difficulties  in  the  enucleation  of 
firmly  adherent  adnexa  cannot  be  denied,  but  with  patience  and 
the  experience  previously  gained  in  abdominal  operations  in 
such  cases  (and  this  is  invaluable  in  the  vaginal  method)  failures 
should  be  rare.  In  only  two  of  the  cases  reported  in  this  paper 
were  fragments  of  the  ovaries  left,  because  they  were  so  friable 
and  soft  that  they  had  to  be  removed  in  shreds.  In  the  abdomi- 
nal operation  the  same  might  occur  in  similar  cases.  In  excep- 
tional cases  an  incision  through  the  pelvic  floor,  as  practised  by 
Diihrssen,  will  give  abundant  room  for  the  necessary  manipu- 
lations. That  injuries  to  the  rectum,  bladder,  and  ureters  are 
common  in  vaginal  hysterectomies  is  a  theoretical  conclusion  not 
borne  out  by  facts.  On  the  contrary,  the  ureters  at  least  have 
been  damaged  during  abdominal  hysterectomies  more  frequently 
than  in  the  vaginal  method.  In  my  own  experience  there  have 
been  no  such  injuries  to  these  organs. 

[ndications  for  Vaginal  Hystero-Salpingo-Odphorector)iy. — 
This  operation  is  indicated  in  all  cases  of  bilateral  disease  of  the 
adnexa  which  require  the  removal  of  both  ovaries  and  tubes,  but 
whenever  there  is  the  slightest  possibility  of  conservative  treat- 
ment the  uterus  should  under  no  circumstances  be  sacrificed. 
Since  December  of  last  year,  at  which  time  I  began  doing  vagi- 
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na]  hysterectomies  for  suppurative  and  inflammatory  diseases  of 
the  appendages,  I  have  followed  this  rule  with  very  few  excep- 
tions. Among  forty  cases  of  this  character  I  performed  celi- 
otomy fifteen  times  with  the  ablation  of  one  or  both  adnexa, 
and  vagiual  hystero-salpingo-oophorectomy  twenty-five  times — 
eighteen  times  for  pnriform  disease.  Among  the  latter  there 
have  been  no  deaths.  In  only  one  case  I  decided  against 
vaginal  hysterectomy  because  of  the  difliiculty  I  expected  to 
encounter  by  this  method.  It  was  unmistakably  a  case  of 
serious  lesion  of  both  adnexa,  in  which  the  symptoms  pointed 
to  partial  intestinal  obstruction  and  in  which  laxatives  gave 
rise  to  violent  colicky  pains  and  visible  peristaltic  contractions. 
I  performed  celiotomy  in  order  to  be  better  able  to  deal  with 
intestinal  adhesions,  which  seemed  to  extend  as  high  up  as 
the  umbilicus.  On  section  the  intestines  were  found  matted 
together  and  adherent  to  the  anterior  abdominal  wall.  A  sepa- 
ration of  this  intestinal  mass  seemed  an  almost  impossible  task, 
but  with  great  difficulty  the  pelvis  was  finally  reached  and  the 
diseased  adnexa  removed  with  the  uterus.  The  pathological 
condition  was  a  tuberculosis,  primarily  of  the  appendages,  but 
involving  the  uterus,  omentum,  portions  of  the  intestines  and 
peritoneum.  The  patient  made  a  good  recovery  and  is  now, 
more  than  six  months  after  the  operation,  a  picture  of  health. 

In  addition  to  this  general  indication  there  are  some  special 
conditions  in  which  vagiual  hysterectomy  seems  to  me  to  pos- 
sess some  superior  advantages'  over  celiotomy.  In  cases  in 
which  the  pelvis  contains  active  pathogenic  micro-organisms 
the  disease  foci  can  be  removed  with  less  danger  of  infecting 
the  peritoneum  and  with  less  fear  of  post-operative  complica- 
tions. There  is,  unfortunately,  no  bacteriological  guide  to  these 
caf-es,  but  I  believe  that  clinicallv  such  cases  can  be  recognized 
with  some  degree  of  certaiiity.  They  are  those  cases  that  have 
had  rectnt  and  frequent  severe  attacks  of  pelvic  peritonitis. 
Another  class  of  cases,  in  which,  in  my  opinion,  uterine  castra- 
tion ef-)itcialiy,  with  simple  evacuation  uf  the  pus  cavities,  is 
iLdicattd,  are  patients  even  now  met  with  in  general  hospitals, 
villi  general  hectic  symptoms,  greatly  exhausted,  eeptic,  bed- 
ridden, and  emaciated  to  skeletons.  My  experience  has  demon- 
strated to  my  own  full  satisfaction  that  cases  in  such  a  pitiable 
condition  rarely  stirvive  the  shock  of  an  abdominal  section.  I 
believe  that  if  we  incise  Douglas'  pouch  and  freely  open  all  pus 
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sacs,  or,  wheu  this  cannot  be  done  in  this  manner,  remove  the 
uterus  and  simply  open  and  drain  the  abscess  cavities,  we  will 
frequently  have  the  gratification  of  having  saved  a  human  life. 
Vaginal  hysterectomy  is  the  operation  par  excellence  in  cases  in 
which  abdominal  section  has  been  followed  by  long- persisting 
sinuses  and  fistulse  caused  by  incomplete  operations,  septic  liga- 
tures, etc.,  and  in  which  a  secondary  operation  is  indicated  to 
bring  about  a  cure.  Celiotomy  in  such  conditions  is  not  only 
extremely  difiicult  at  times  on  account  of  the  numerous  and  firm 
intestinal  adhesions,  but  also  dangerous  on  account  of  the  diflB- 
culty  of  doing  an  aseptic  operation.  Vaginal  hysterectomy  re- 
moves the  septic  foci  and  provides  abundant  drainage  without 
disturbing  the  adherent  abdominal  viscera  and  infecting  the 
peritoneal  cavity.  No.  6  on  my  list  was  such  a  case.  About 
a  year  previously  a  celiotomy  was  done  and  a  pus  tube  enucle- 
ated. The  adhesions  about  the  other  tube  and  ovary  were 
broken  up,  but  its  removal  was  not  permitted.  The  patient 
never  fully  recovered  from  the  operation.  Attacks  of  perito- 
nitis, with  numerous  fistulous  openings  through  the  abdominal 
wound,  kept  her  confined  to  her  bed  almost  continuously  during 
the  whole  year  and  reduced  her  very  much.  She  finally  con- 
sented to  a  radical  operation,  which  was  performed  per  vagi- 
nam.  The  operation  proved  to  be  very  diflScult,  the  fundus 
of  the  uterus  being  cemented  in  masses  of  adhesions,  but  the 
patient  made  a  good  recovery  and  has  enjoyed  good  health 
since.  In  another  case  (No.  4  of  my  list)  the  abdomen  had 
been  opened  twice,  by  two  different  surgeons,  for  the  purpose 
of  removing  diseased  appendages,  but  both  times  unsuccessfully 
on  account  of  their  inability  to  separate  the  very  firm  adhesions. 
The  last  attempt  was  followed  by  extensive  suppuration  of  the 
abdominal  wound,  confining  the  patient  to  bed  for  over  six 
weeks.  Since  the  last  operation  the  patient  was  a  confirmed 
invalid.  The  pelvis  was  filled  with  large  masses  on  both  sides 
of  the  uterus.  Though  the  patient  had  a  very  small  vagina,  hys- 
tero  salpingo-oophorectomy  was  successfully  performed.  From 
this  operation  the  patient  made  a  good  recovery. 

The  technique  adopted  in  these  cases  has  been  the  multiple 
clamp  method  of  Jacobs.  In  only  two  cases  I  employed  a  com- 
bination of  Pratt's  method  with  the  clamp  method.  The  cervix 
was  freed  from  its  vaginal  attachments  ;  the  tissues,  including 
the   uterine  artery,  dissected  away*from  the  uterus,  until  the 
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None. 
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None. 

Three. 

None. 
None. 
Six. 

One. 
None. 
One. 


One. 


None. 
None. 


Diagnosis. 


Septic    endometritis,     bilateral 
pyosalpinx. 


Bilateral  pyosalpinx. 
Bilateral  pyosalpinx. 


Abscess  of  left  ovary  and  tube. 


Endometritis,  pyosalpinx 

Degeneration  of  left  tube  and 
ovary. 

Bilateral  pyosal  pinx 


Perineal  tear  (complete),  metri- 
tis, oophoritis. 


Metritis,  salpingitis. 


Operation. 


Vaginal  hystero-salpingo-oopho- 
rectomy. 


Vaginal  hy  stero-salpingo-oopho- 

rectomy. 
Vaginal  hystero-salpingo-oopho- 

recroniy. 


Vaginal  hystero-salpingo  oopho- 
rectomy. 


Vaginal  hystero-salpingo-oOpbo- 

rectomy. 
Vaginal  hystero-salpingo-oopho- 

rectomy. 

Vaginal  hystero-salpingo-oSpho- 

rectomy. 
Vaeinal  hystero-salpingo-oopho- 

rectomy. 


Vaginal  hystero-salpingo  o6pho- 

rectomy. 

Uterus    enlarged     and     retro-  Vaginal  hystero-salplngo-o6pho- 
flexed  ;  pyosalpinx.  rectomy. 

Endometritis,  pyosalpinx jVaKinalliystero-salpingo-oopbo- 

\     rectomy. 

Bilateral  pyosalpinx  Vaginal  liystero-salpingo-oopho- 

rectomy. 


Endometritis,  salpingitis . 


Retroversion,  endometritis,  sal- 
pingitis. 

Retroflexion,    endometritis,    bi- 
lateral pyosalpinx. 


Retroflexion  with  adhesions,  en 
dometritis,  bilateral  pyosal 
pinx. 


Vaginal  hy.stero-salpingo-oopbo- 
rectomy. 

Vaginal  hystero-salpingo  oopho- 
rectomy. 

Vaginal  hystero-salpingo-oopho- 
rectomy. 


Vaginal  byHtero-salpingo-ofipbo- 
reotomy. 


Endometritis,  bilateral  pyosal- Vaginal  bystero-salpingo-oi'pho- 

pinx.  rectomy. 

Rectocele,    cystocele,  lacerated  Vaginal  hystero-salpingo-oopbo- 

cervli,   bilateral    pyosalpinx,'    rectomy. 

small  cyst  of  left  ovary. 


Note.— Since  the  above  was  written  /our  other  pus  cases  have  been  operated  upon  bj 
the  same  method,  and  have  all  made  a  good  recovery,  makiug  in  all  twenty-two  casea. 
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Date. 


December, 

1894. 


December 

3Stb,  1894. 
January  8d, 

1895. 


March  15th, 
1895. 


April,  1895. 

March  19th, 
1895. 

March  30tb, 

1895. 
April  6th, 

1895. 


April  13th. 
1895. 

May  16th, 

1895. 
May  26th, 

1895. 
May,  1895. 


July,  1895. 


July  9th, 
1895. 

September 
9th,  1895. 


September 
12th,  1895. 


September 
14th.  1895. 

September 
14th,  1895. 


Pathological  condition. 


Abscess  at  right  corner  of  ute- 
rus ;  one  ounce  pus.  Tubes 
friable  and  contained  pus. 
Ovaries  friable. 

Tubes  contained  pus 

Uterus  large  and  soft.  Tubes 
contained  pus. 


Cyst  of  right  ovary.  Abscess 
of  left  ovary  and  tube.  In- 
testines adherent  to  uterus 
and  to  each  other.  Two  ab- 
dominal sections  had  been 
done  by  other  siu"geons,  but 
nothing  could  be  removed 
and  wound  closed. 

Uterus  enlarged,  adherent. 
Tubes  contained  pus. 

Vagina  very  small.  Uterus 
bound  firmly  to  bladder  and 
fixed  in  a  mass  of  adhesions 

Pus  tubes 


Uterus  enlarged.  Small  in- 
terstitial fibroids.  Tubes 
contained  blood  and  pus. 
Ovaries  diseased. 

Friable  uterus.  Adherent  pus 
tubes. 

Friable  uterus.    Pus  tubes  .. 


Pus  tubes. 


CTerus.— Adherent  to  intes- 
tines ;  small  fibroid  at 
fundus.  Adnexa.— Pus 
both  tubes— three  ounces  in 
left. 

Uterus  very  friable.  Tubes 
thickened  and  contained 
pus.    Ovaries  degenerated. 

Left  tube  contained  pus 
Right  ovary  and  tube  firmly 
adherent. 

Pus  tubes.  Very  firm  adhe- 
sions.   Mass  behind  uterus 


Pus  tubes.  Very  firm  adhe 
sioQS  about  internal  os,  at 
which  point  uterus  was  as 
hard  as  cartilage. 

Pus  tubes 


Adhesions.    Pus  tubes, 
of  left  ovary. 


Cyst 


Result. 


Recovery. 


Recovery. 
Recovery. 


Recovery. 


Recovery — 
Recovery. 

Recovery . . . 
Recovery  .. 

Recovery... 

Recovery. 
Recovery ... 
Recovery . . . 


Recovery 

Recovery  — 
Doing  well.i 


Doing  well.' 


Doing  well.i 
Doing  well.i 


Remarks. 


Pus  was  discharged  freely 
through  vagina  from  uterus 
and  tubes.  No  symptoms  of 
infection  of  peritoneal  cavity. 


Uterus  perforated  during  prelim- 
inary curetting.  Pus  poured 
from  vagina  as  each  tube  was 
removed. 

During  operation  cyst  fluid  and 
pus  flowed  freely  through 
vagina.  Field  thoroughly 
washed  and  operation  pro- 
ceeded with.  Wall  of  intes- 
tines forming  roof  to  pelvis 
not  disturbed. 

Profuse  bleeding.  Uterus  turned 
out  backward. 


Pus  poured  from  vagina  as  ad- 
nexa were  removed. 

Quite  bloody,  but  bleeding  points 
secured.  In  sponging  a  piece 
of  gauze  was  lost  in  cavity, 
but  gave  rise  to  no  bad  results. 

Friable  uterus  caused  trouble  in 
its  removal.  Adherent  tubes 
a  little  hard  to  get  at. 


Removed  by  morcellement. 
Removed  by  morcellement. 


Removed  by  morcellement. 

Uterus  removed  by  morcelle- 
ment. 

Cervix  amputated,  uterus  split 
to  fundus  and  morcellated. 
Pus  escaped  as  left  tube  was 
being  removed.  Mass  three- 
quarters  by  one  and  one-half 
inches  removed  from  behind 
uterus.  Clump  of  adherent 
intestines  formed  wall  be- 
tween pelvic  and  abdominal 
cavities. 

Adhesions  so  Arm  as  to  require 
use  of  scissors  in  separating 
uterus  from  rectum. 

Pus  escaped  as  right  tube  was 
being  removed. 

Bladder  firmly  adherent,  requir- 
ing use  of  scissors.  Behind 
uterus  inflamed  and  adherent 
intestines  formed  a  cavity 
that  felt  like  that  left  by  can- 
cerous degeneration. 


'  Has  since  fully  recovered. 
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peritoneal  cavity  was  opened  in  front  and  behind  the  uterus. 
The  cervix  and  the  lower  portion  of  the  uterus,  thus  bared  of 
surrounding  tissue,  was  then  amputated.  The  fundus  was  split 
into  halves,  which  were  trimmed  until  a  mere  strip  of  ute- 
rine tissue  was  left  alongside  of  the  broad  ligaments,  enough 
being  left,  however,  to  afford  a  secure  hold  for  a  volsella  for- 
ceps with  which  to  make  firm  traction  on  the  adnexa.  After 
freeing  these  from  their  adhesions  a  clamp  was  applied  to  the 
remaining  broad  ligament  external  to  the  adnexa,  and  the  latter 
cut  away.  In  both  cases  the  result  was  all  that  could  be  de- 
sired. The  advantages  of  this  method  are  that  it  leaves  only  two 
clamps  in  the  vagina  after  the  operation  is  completed,  that  the 
vagina  remains  unobstructed  for  the  necessary  manipulations, 
and  that  it  does  not  interfere  with  the  drainage  of  the  pelvic 
cavity.  In  a  third  case  in  which  I  attempted  this  method  the 
uterus  was  so  extremely  soft  and  friable  that  in  stripping  back 
the  tissues  from  the  uterus  the  latter  was  perforated  in  numerous 
places,  so  that  the  multiple  clamp  method  had  to  be  resorted  to. 
My  experience  with  this  operation  has,  therefore,  not  been  suf- 
ficient to  warrant  an  opinion,  but  if  hemorrhage  can  be  avoided 
with  the  same  certainty  as  by  the  clamps  it  is  undoubtedly  much 
superior  to  the  multiple  clamp  method. 

In  conclusion,  let  me  say  that  probably  in  no  other  operation 
is  it  so  indispensable  to  be  provided  with  a  good  instrumenta- 
rium.  It  is  particularly  important  to  have  a  number  of  good, 
reliable  clamps  and  volsella  forceps.  In  this  clats  of  cases  yon 
are  not  dealing,  as  a  rule,  with  a  freely  movable  uterus  which 
by  a  little  traction  can  be  brought  before  the  vulva,  as  in  the 
cases  requiring  hysterectomy  for  malignant  disease;  on  the  con- 
trary, the  uterus  is  frequently  embedded  in  a  mass  of  adhesions, 
from  which  it  can  be  removed  only  by  a  tedious  and  often  diffi- 
cult process  of  morcellation.  Without  special  and  carefully  made 
instruments  the  operator  would  not  only  have  liis  patience  and 
coolness  put  to  a  very  severe  test,  but  would  find  the  operation 
an  almost  impossible  task. 
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OPERATIONS   FOR  RETRODISPLACEMENT   OF   THE  UTERUS.' 


JOHN  B.   SHOBER,  A.M.,  M.D., 

Surgeon  to  the  Howard  Hospital  and  Assistant  Surgeon  to  the  Gynecean  Hospital, 

Philadelphia,  Pa. 


Hart  and  Barbour  classify  the  various  operations  wLich 
have  been  devised  for  retrodisplacement  of  the  uterus  under  the 
following  heads : 

{a)  Operation  through  the  vagina,  causing  tension  upon  the 
cervix  by  cicatrization. 

(b)  Operation  upon  the  round  ligaments  to  shorten  them. 

{g)  Operations  to  obtain  peritoneal  adhesions  by  tacking  the 
fundus  to  the  anterior  abdominal  wall  until  it  becomes  fixed 
there. 

Under  the  first  head  we  have  : 

1.  Rabinau's  operation.  He  amputates  the  anterior  cervical 
lip  high  up,  and  claims  that  the  resulting  cicatrization  causes 
the  uterus  gradually  to  become  anteflexed.  He  reports  six 
cases,  but  they  were  not  observed  long  enough  to  pronounce  on 
the  ultimate  results. 

2.  Mackinrodt,  of  Berlin,  advocates  sewing  the  fundus  to  the 
vagina  through  a  longitudinal  incision  in  the  anterior  fornix. 
The  objection  to  this  method  is  that  it  would  result  in  a  fixed 
anteflexion  of  an  aggravated  type,  and  is,  therefore,  illogical 
and  unsurgical. 

3.  James  B.  Hunter  has  suggested  sewing  the  cervix  to  the 
posterior  fornix,  thus  keeping  the  fundus  in  anteversion.  This 
is,  of  course,  applicable  only  in  a  freely  movable  and  retroverted 
uterus  without  adhesions.  It  is  evident  that  it  would  increase 
retroflexion  and  produce  retroflexion  in  an  adherent  retroverted 
uterus. 

4.  The  operation  which  is  more  to  be  condemned  than  any 
of  the  above — namely,  that  of  Schiicking— is  the  one  which 
suggested  to  the  writer  the  operation  about  to  be  described. 
It   has,   however,   already   been    suggested    and   practised   by 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  ol  Phila- 
delphia. 
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Dr.  Fritz  Baum,  of  Kansas  City,  who  reports  eight  cases  success- 
fully operated  upon.'  Schiicking  passes  a  curved,  guarded  needle 
into  the  uterine  cavity.  The  point  is  then  extended  so  as  to  go 
tlirough  the  anterior  wall  of  the  uterus  (presumably  at  a  point 
below  the  fundus),  the  utero-vesical  peritoneum,  and  the  ante- 
rior fornix  of  the  vagina.  A  thread  is  carried  through  and  tied. 
At  the  end  of  ten  or  twelve  days  the  thread  is  removed,  suffi- 
cient irritation  having  been  excited  by  it  to  cause  adhesions  in 
the  utero-vesical  pouch.  He  reports  eleven  cases  in  which  per- 
manent anteflexions  were  produced. 

This  method  has  no  advantage  over  that  of  Mackinrodt,  is 
open  to  the  same  objection,  and  presents  an  additional  danger 
which  is  even  a  probability — that  of  piercing  the  bladder.  All 
these  operations  result  in  what  their  advocates  claim  for  them, 
namely,  a  permanent  anteflexion.  Anteflexion  is  a  malposition 
often  producing  symptoms  quite  as  annoying  as  uncomplicated 
retrodisplacements.  This  is,  therefore,  the  serious  objection  to 
these  operations. 

Under  the  second  heading  are  to  be  considered  the  operations 
which  depend  upon  the  sliortening  of  the  round  ligaments. 
Tliese  are  two  : 

I.  The  Alexander- Adams  operation.  This  is  only  applicable 
in  C1S3S  of  freely  movable  retroverted  or  retroflexed  uteri 
without  adhesions.  The  round  ligaments  are  dissected  up  in 
each  inguinal  canal.  They  are  then  drawn  upon  until  the  fundus 
uteri  is  in  normal  position,  and  are  stitched  securely  in  the  canal 
again. ^  Munde  considers  this  the  most  successful,  the  most  logi- 
cal, and  the  least  dangerous  operation.  He  reports  sixty-five 
cases  with  marked  success  as  to  immediate  and  permanent  re- 
sults, succeeding  in  keeping  the  uterus  in  position  for  years  after 
the  operation.  Pregnancy  with  normal  delivery  followed  in 
twelve  cases,  the  uterus  subsequently  retaining  the  position 
in  which  it  had  been  placed.  In  one  case  he  examined  the  pa- 
tient in  her  fifth  confinement  following  the  operation,  and  found 
the  uterus  in  its  normal  position. 

On  the  other  hand,  he  mentions  the  following  objections  to 
the  operation  :  "  That  it  is  an  uncertain  one,  for  one  never  knows 
when  one  will  find  thick,  strong,  easily  tractable  ligaments,  or 
ligaments  which  are  thin,  adherent,  readily  broken  and  can  then 

'  Journal  of  the  American  Medical  Association,  August  11th,  1894. 
'^  Keating  and  Coe,  Clinical  Gynecology,  1895. 
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no  longer  be  recovered.  This  may  be  at  times  the  fault  of  the 
operator,  but  also  at  times  of  the  anatomical  structures  them- 
selves, and  no  man  can  tell  before  he  has  opened  the  inguinal 
canal  and  found  the  ligaments  whether  thej  will  be  thick  or 
thin,  weak  or  stroncj,  easily  sliding  in  their  sheaths  or  adherent 
along  their  whole  track.  Besides,  the  operator  has  to  keep  his 
wits  about  him,  or  he  will  easily  miss  the  pubic  attachment  of 
the  ligament  and  then  pronounce  the  operation  a  fraud.  But  I 
can  safely  say  that  a  failure  to  find  the  ligaments  is  always  the 
fault  of  the  operator;  the  other  accidents  he  is  not  responsible 
for." 

These  objections  are  well  founded  on  the  experience  of  many 
operators,  and  on  account  of  them  the  operation  has  not  gained 
that  popularity  which  was  expected  for  it.  It  frequently  re- 
quires prolonged  and  careful  dissection  and  is  therefore  tedi- 
oas.  It  is  not  free  from  danger,  as  deaths  have  been  reported 
from  it. 

2.  Wylie's  method.  This  was  designed  to  meet  the  difficulty 
of  adhesions.  It  consists  of  opening  the  abdomen,  breaking  up 
adhesions,  shortening  the  round  ligaments  by  doubling  them 
upon  themselves,  sewing  the  doubled  surfaces  together  and  to 
the  peritoneal  covering  of  the  uterus.  The  method  is  also  ap- 
plicable to  cases  where  celiotomy  has  to  be  performed  for  other 
causes.  Polk,  Dudley,  and  Mann  have  practised  this  method, 
and  all  speak  highly  of  it.  Its  chief  objection  is  the  necessity 
for  celiotomy. 

Under  the  third  heading  we  have  those  operations  which  are 
designed  to  bring  about  adhesions  between  the  fundus  uteri  and 
the  anterior  abdominal  wall.  Various  methods  have  been  tried. 
The  great  objection  to  them  all  is  the  necessity  for  celiotomy,  and 
in  the  writer's  opinion  they  are  not  justifiable  unless  it  is  necessary 
to  open  the  abdomen  for  other  purposes,  such  as  breaking  up 
adhesions  or  the  removal  of  diseased  appendages.  It  will  sutfice 
to  mention  the  following  :  After  removing  the  uterine  appen- 
dao-es.  fixino-  one  or  both  pedicles  into  the  abdominal  incision  ; 
stitching  the  round  ligaments  to  the  abdominal  wall ;  and  Leo- 
pold's method,  which  is  decidedly  the  best,  of  carrying  two  or 
three  of  the  sutures  used  to  close  the  abdominal  incision  also 
through  the  upper  anterior  aspect  of  the  fundus. 

Another  method  of  supporting  the  retrodisplaced  uterus  after 
celiotomy  may  be  mentioned   here.     A  glass  drainage  tube  is 


846  shober:  operations  for 

passed  into  the  pouch  of  Douglas.  It  acts  as  a  support  to  the 
uterus,  and  the  resulting  adhesions  are  relied  upon  to  keep  the 
uterus  in  place.  Polk  records  four  cases  in  which  he  did  this, 
and  Koltz  used  the  tube  in  addition  to  fixing  the  pedicle  of  the 
uterine  appendages  in  the  abdominal  incision.  This  method  can 
be  looked  upon  only  as  crude  and  unsurgical. 

Leopold's  operation  is  the  one  which  commends  itself  most 
strongly  when  celiotomy  must  be  performed.  Muude  urges 
two  objections  to  it :  first,  the  danger  always  inseparable  from 
abdominal  section ;  and,  second,  that  an  organ  of  the  body 
which  is  naturally  movable  is  thereby  immovably  attached  to 
the  anterior  abdominal  wall.  It  has  been  claimed  that  it  re- 
sults in  painful  pregnancy  and  abortion.  The  first  objection 
will  always  hold.  A  few  modifications  in  the  technique  of  the 
operation  suffice  to  overcome  the  second.  Leopold  scarifies  the 
fundus,  in  order  thereby  to  obtain  strong  adhesion  between  it 
and  the  abdominal  wall ;  and,  furthermore,  the  sutures  which 
fix  the  uterus  pass  entirely  through  the  skin,  fasciae,  muscle,  and 
peritoneum.  Both  of  these  procedures  are  objectionable.  It  is 
not  desirable  to  obtain  firm  adhesion  of  the  fundus  to  the  ante- 
rior abdominal  wall,  because  the  uterus  would  be  elevated  out 
of  its  normal  position  and  fixed  there.  Under  such  conditions 
abortions  following  pregnancy  are  not  to  be  wondered  at.  The 
following  method  of  performing  this  operation  is  now  employed 
by  most  operators  and  meets  the  objections  : 

Avoiding  any  traumatism  to  the  fundus  except  that  caused 
by  the  needles,  one  or  two  sutures  are  passed  through  part  of 
the  rectus  muscle  and  peritoneum  on  one  side,  then  into  the  poste- 
rior aspect  of  the  fundus,  taking  care  that  the  needle  emerges 
on  the  fundus  at  least  a  quarter  of  an  inch  from  its  point  of 
entrance.  The  needle  is  then  brought  out  through  the  perito- 
neum and  part  of  rectus  muscle  on  the  other  side.  This  is 
done  as  low  down  and  as  near  the  lower  angle  of  the  incision  as 
possible.  Care  is  taken  not  to  include  the  fascia  of  the  rectus  in 
these  stitches.  The  result  of  catching  the  uterus  on  the  poste- 
rior aspect  of  the  fundus  is  to  throw  it  well  forward  into  a  com- 
paratively normal  position.  The  advantage  of  not  scarifying 
the  fundus,  and  of  including  only  peritoneum  and  a  few  fibres 
of  muscle  in  the  fixation  sutures,  is  that  in  time  the  uterus  sinks 
by  the  stretching  of  both  the  uterine  and  parietal  peritoneum, 
thus  forming  a  ribbon-like  adhesion  which  suspends  the  uterus. 
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The  uterus  is  then  not  only  slightly  tilted  forward,  but  has  sunk 
into  its  normal  position. 

Within  tbe  past  year  the  writer  has  assisted  Dr.  Penrose  in 
two  operations  in  each  of  which  the  above  condition  was  found. 
The  first  case  was  one  which  required  hysterectomy  for  tuber- 
cular disease  one  year  after  the  ventrofixation.  The  ribbon-like 
adhesion  was  about  two  inches  in  length,  and  broader  at  its 
points  of  attachment  to  the  fundus  and  abdominal  wall  than 
at  the  middle  where  the  stitches  were  found  encysted.  The 
uterus  lay  in  a  normal  position.  There  were  no  other  adhe- 
sions. In  the  second  case  the  patient  required  oophorectomy 
for  cystic  disease  six  months  after  the  fixation  operation.  The 
band  was  about  one  inch  in  length  and  as  thick  as  a  lead  pencil. 
There  were  no  other  adhesions. 

Passing  thus  hastily  in  review  these  various  operations,  we 
note  that  they  may  be  broadly  classified  under  two  heads  : 

1.  Those  operations  in  which  celiotomy  is  necessary,  and 

2.  Those  in  which  celiotomy  is  not  necessary.  When  celiot- 
omy is  necessary  the  modified  Leopold  operation  is  our  choice. 
When  celiotomy  is  not  necessary  the  Alexander- Adams  opera- 
tion is  most  to  be  commended. 

All  will  agree  that  an  operation  for  the  restoration  of  a  retro- 
displaced  uterus  which  is  free  from  the  objections  of  the  ope- 
rations mentioned  above  and  which  shares  their  advantages 
is  greatly  to  be  desired.  Theoretically  the  operation  about 
to  be  described  should  meet  these  requirements.  It  is  appli- 
cable njt  only  to  cases  of  non-adherent  retrod isplaced  uteri  or 
when  the  adhesions  are  so  frail  that  they  can  be  broken  by  gen- 
tle vaginal  massage,  but  also  in  cases  where  it  may  be  found 
necessary  to  open  the  posterior  fornix  to  facilitate  the  freeing 
of  adhesions.  It  is  indicated,  therefore,  whenever  the  opera- 
tions of  Rabinau,  Mackinrodt,  Hunter,  and  Alexander  are  jus- 
tifiable, and  in  many  cases  where  Leopold's  operation  would 
otherwise  be  indicated.  It  is  as  follows:  A  one  inch  or  a 
one-half  inch  incision  is  first  made  in  the  abdominal  wall  about 
one  and  a  half  inches  above  the  symphysis  pubis.  It  is  immate- 
rial whether  this  incision  be  perpendicular  or  horizontal.  Care 
should  be  taken  not  to  carry  the  incision  deeper  than  just  through 
the  superficial  fascia.  The  incision  is  then  packed  with  anti- 
septic gauze  and  the  patient  placed  in  the  dorsal  position.     The 


84S  shober:  oferations  for  retrodisflacement  of  uterus. 

next  step  is  to  fully  dilate  the  cervix  and  tlioroughlv  curette  the 
uterus,  paying  special  attention  to  the  fundus. 

The  cavity  of  the  uterus  should  then  be  carefully  disinfected 
with  a  1 :  4000  or  1 :  2000  solution  of  bichloride  of  mercury  and 
subsequently  douched  with  distilled  water.  The  patient  is  then 
placed  in  the  Trendelenburg  position,  and,  the  legs  being  held 
apart  by  an  assistant,  the  operator  introduces  a  long  canula  into 
the  uterus  until  the  fundus  is  reached.  With  this  instrument 
the  fundus  is  pressed  against  the  abdominal  wall  immediately 
opposite  the  abdominal  incision.  Through  the  canula  a  long 
needle,  eyed  at  the  point,  is  then  passed  and  made  to  pierce  the 
fundus,  parietal  peritoneum,  rectus  muscle,  and  deep  fascia. 
The  needle  is  then  threaded  with  strong  catgut  or  kangaroo 
tendon  and  the  suture  drawn  through  to  the  mouth  of  the 
canula.  The  needle,  now  armed,  is  again  carried  through  the 
same  structures  as  before,  taking  care  to  pierce  them  at  a  point 
about  a  quarter  of  an  inch  away  from  its  first  path.  The  suture 
is  now  drawn  out  of  the  eye  of  the  needle,  which  with  the 
canula  is  laid  aside.  The  two  ends  are  now  tied,  a  small  nick 
first  being  made  in  the  deep  fascia  in  order  to  bury  the  knot, 
and  the  superficial  fascial  incision  closed.  By  burying  the  suture 
below  the  deep  fascia  we  are  more  apt  to  obtain  the  ribbon-like 
adhesion  referred  to  in  the  modified  Leopold  operation.  If 
thorough  asepsis  of  the  uterus  is  obtained,  no  trouble  should 
arise  from  the  exposed  poition  of  the  suture  in  the  uterine 
cavity.  The  vagina  should  be  packed  with  sterile  gauze,  which 
should  be  removed  in  twenty  four  hours,  and  bichloride  vaginal 
douches  given  twice  daily  for  three  or  four  days. 

It  may  be  objected  that  there  is  grave  danger  of  wounding 
intestine.  But  it  must  be  remembered  that  the  operation  is  de- 
signed only  for  cases  where  there  are  no  adhesions  and  for  those 
cases  where  they  have  been  broken  up  by  massage  ;  that  the  pa- 
tient is  placed  in  the  Trendelenburg  position,  which  favors  the 
falling  away  of  the  intestines  from  the  uterus;  that  under  deep 
anesthesia  and  through  the  superficial  incision  the  fundus  of  the 
uterus  should  be  easily  felt  impinging  on  the  abdominal  wall. 

The  great  advantage  claimed  for  this  o])eration  is  that,  without 
celiotomy,  it  accomplishes  the  same  results  as  the  modified  Leo- 
pold operation — namely,  the  formation  of  a  ribbon -like  adhesion 
or  suspensory  ligament  which  will  allow  the  uterus  to  find  its 
normal  anatomical  position. 
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The  Trendelenburg  position  is  not  necessary  if  the  operator 
prefers  to  open  through  the  posterior  fornix.  The  finger  can 
then  be  used  to  break  up  adhesions  and  also  to  keep  the  intes- 
tines out  of  the  way  while  introducing  the  suture.  There  can 
be  no  objection  to  employing  two  sutures,  if  deemed  expedient. 

Dr.  Baum  '  calls  the  operation  gastro-hysterorrhaphy.  The 
name  is  misleading  and  does  not  describe  the  method.  The 
writer  suggests  for  it  intrauterine  ventrofixation. 

Baum's  technique  is  practically  the  same  as  that  described, 
except  that  he  uses  a  rather  complicated  instrument  called  a 
uterine  ventrofixator.  "  It  consists  of  a  hollow  tube,  like  a  big 
uterine  sound.  Within  this  there  is  a  piston-like  rod  with  a 
handle  at  the  outside,  and  two  needles  threaded  to  one  thread  at 
the  end  inside."  AVith  this  instrument  he  is  able  to  pierce  the 
fundus  and  with  one  thrust  place  his  suture. 

112  South  17th  street. 
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Prolapsus  of  the  funis  is  a  serious  complication  of  labor, 
chiefly  because  of  the  increased  dangers  to  the  child.  Hecker 
placed  the  infantile  mortality  at  37.6  per  cent,  Scanzoni  and 
Churchill  at  53  per  cent,  and  Charpentier  at  79  per  cent.  The 
writer  studied  the  causes  of  death  in  167  still-births  from  the 
records  of  the  l^ew  York  Bureau  of  Vital  Statistics,  and  found 
that  28  per  cent  were  attributed  to  compression  of  the  umbili- 
cal cord.  We  are  justified  in  concluding,  from  the  very  lowest 
estimate,  that  in  one-quarter  of  the  cases  in  which  this  com- 
plication exists  the  child  is  lost. 

The  nature  of  the  presentation,  the  shape  of  the  pelvis,  and 
the  duration  of  the  labor  are  modifying  prognostic  circum- 
stances. The  early  discovery  of  the  prolapsed  cord  before  the 
rupture  of  the  membranes  offers  a  far  better  prognosis  for  the 
child  than  the  case  in  which  a  considerable  portion  of  the  cord 
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is  f'Ouad  prolapsed  after  the  waters  have  escaped.  The  greatest 
danger  to  the  child  is  offered  by  the  association  of  prolapsus 
with  vertex  presentation.  According  to  Engelmann's  studies 
only  36  per  cent  of  such  children  survive.  Presentations  by 
the  shoulder  or  breech  offer  a  much  better  prognosis — 50  per 
cent  living  children.  In  primiparse  the  infantile  mortality  is 
far  greater  than  in  multiparas. 

The  postural  treatment  for  this  unfortunate  complication  was 
first  suggested  by  Thomas.  The  woman  being  placed  in  the 
genupectoral  position,  the  body  of  the  uterus  tends  to  sink 
lower  than  the  cervix,  and  the  replaced  cord,  owing  to  the  same 
force  of  gravity,  tends  to  slip  down  to  the  fundus  and  out  of 
harm's  way.  The  position,  however,  is  an  arduous  one  for  a 
woman  in  labor,  particularly  if  it  is  to  be  kept  up  for  any  length 
of  time. 

Over  a  year  ago,  while  preparing  the  chapter  on  prolapse  of 
the  cord  for  the  William  F.  Jenks  Prize  Essay,'  it  occurred  to 
me  that  the  same  result  could  be  (obtained  in  a  far  simpler 
manner  and  with  less  discomfort  to  the  patient  and  attendant  by 
raising  the  pelvis  to  a  sufficient  height  with  the  woman  on  her 
back.  At  that  time  I  wrote  :  "  Theoretically  the  Trendelen- 
burg position  ought  to  be  followed  by  the  same  result." 

Since  then  two  opportunities  presented  themselves  for  testing 
the  efficacy  of  the  method.  As  both  children  were  saved  in 
spite  of  the  worst  possible  surroundings  and  absence  of  nearly 
all  conveniences,  I  do  not  apologize  for  giving  the  histories. 
I  merely  trust  that  the  method  may  be  given  a  fair  trial  by 
those  havins:  larger  fields  for  observation. 

Case  I. — Mrs.  R.,  xt  33,  mother  of  six  children.  Previous 
confinements  usually  easy.  Present  labor  has  lasted  several 
hours  under  the  care  of  a  midwife,  who  has  made  the  diagnosis 
of  cross-birth.  On  my  arrival  in  the  dingy  basement  I  found  a 
large,  flabby  woman — probably  weighing  two  hundred  and  fifty 
pounds — in  labor  on  a  cot-bed.  On  external  palpation  the  fetal 
head  was  readily  felt  to  the  right  and  the  breech  to  the  left. 
The  fetal  heart  sounds  were  rapid,  but  audible  to  the  naked  ear. 
On  internal  examination  the  os  was  found  to  be  fully  dilated 
and  the  membranes  protruding  but  unruptured.  The  examin- 
ing lingers  failed  to  reach  any  presenting  parts.  An  external 
version  was  readily  effected  by  placing  each  hand  at  the  opposite 
•  "  Infantile  Mortality  during  Labor,  and  its  Prevention." 
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pole  Of  the  fetus  and  rotating  the  child  so  as  to  get  a  breech 
presentation.     Yagmal   examination   now   revealed   the   mem- 
branes  still  unruptured,  left  foot  presenting  anteriorly,  and,  to 
the  right  about  six  inches  of  pulsating  umbilical  cord.     I  now 
sent  for  Dr  M.  Cisin,  who  gave  chloroform.     An  ordinary  cane 
charr  was  placed  upside  down  at  the  foot  of  the  bed  and  covered 
with  a  pillow  and  sheet.     With  considerable  difficulty  the  verv 
heavy  woman  was  dragged  up  the  incline  on  her  back,  so  that 
the  pelvis  was  several  feet  higher  than  her  head.     I  now  intro- 
duced my  entire  hand  into  the  vagina,  pushed  the  cord  very 
easily  into  the  uterine  cavity,    ruptured   the  membranes,    and 
placed  a  new  sponge  against  the  late  seat  of  the  prolapsed  cord 
1  next  seized  the  presenting  foot  and  delivered  it  with  a  good 
portion  of  the  breech.     After  some  difficulty   the  second  foot 
was  brought  down.     As  the  child  was  presenting  with  its  abdo- 
men antenorly-a  threatening  condition  for  the^child-I  seized 
both  feet  and  rotated  the  body  of  the  child  on  its  long  axis,  so 
as  to  get  the  dorsum  anteriorly.     The  chair  was  now  removed 
and  the  patient  dropped  to  the  level  of  the  bed,  so  as  to  facilitate 
further  manipulations.     The  shoulders  and  arms  gave   rise  to 
considerable  difficulty  in  their  delivery,  and  the  right  humerus 
was  fractured  in  the  forcible  efforts  used.     The  head-using  the 
Prague  method-was  readily  extracted.     After  being  born  the 
child  was  found  to  be  cyanotic  and  in  a  condition  of  suspended 
animation,  although  the  pulsations  of  the  cord  were  quite  strong 
Muscje  tonus  being  distinctly  present,  the  cord  was  quickly  cuT 
allowing  a  httle  blood  to  escape  from  the  fetal  end.     A  little 
shakmg  up,  after  clearing  the  throat  of  mucus  with  the  finder 
was  sufficient   to   start  respiration,  and  shortly  afterward  "the 
child  began  to  cry.     The  mother,  in  the  meantime,  was  losing 
considerable  blood  from  a  partially  detached  placenta.     Efforts 
at  expression  failing,  I  was  obliged  to  resort  to  the  manual  re- 
moval  of  the  placenta.     After  an  intrauterine  douche  Rnd  a  dose 
of  ergot  the  mother  was  turned  over  to  the  midwife.     The  babv 
was  found  to  weigh  ten  pounds.     A  plaster-of-Paris  splint  was 
applied  to  the   broken   humerus.     Mother  and   child   made  an 
uneventful  recovery. 

There  is  no  question  in  my  mind  but  that  the  elevation  of  the 
pelvis  in  this  case  was  entirely  successful  in  keeping  the  pro- 
lapsed cord  out  of  harm's  way  until  delivery  was  completed,  and 
was  chiefly  instrumental  in  saving  the  child's  hfe.     At  least  six 
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inches  of  cord  presented  in  advance  of  the  child's  foot.  If  left 
to  Nature  the  cord  would  naturally  have  come  down  more  and 
more  as  the  child's  body  advanced.  Compression  would  have 
taken  place  to  such  an  extent  as  to  have  cost  the  child  its  life. 

Case  II. — Mrs.  F.,  set.  28,  third  confinement.  Previous  labors 
fairly  easy.  The  midwife,  after  being  in  attendance  the  entire 
day,  went  off  for  an  hour.  On  her  return  she  found  the  mem- 
branes ruptured  and  a  large  loop  of  the  umbilical  cord  in  the 
bed.  On  my  arrival,  about  an  hour  later,  I  found  about 
twelve  inches  of  prolapsed  cord  in  bed  and  a  complete  absence  of 
labor  pains;  the  cord  pulsated  one  hundred  and  fifty  times  to 
the  minute.  On  internal  examination  the  os  was  found  fully 
dilated;  the  right  hand  presented,  and  above  this  could  be 
readily  felt  the  face  with  the  chin  posterior.  A  hopeless  ])rogno- 
sis  as  to  the  child  was  given.  Immediate  action  was  indicated 
in  the  interests  of  the  child,  so  that  anesthetics  and  assistants 
were  dispensed  with.  The  foot-piece  of  the  bed  being  about 
eighteen  inches  above  the  plane  of  the  bed  proper,  an  incline 
was  quickly  made  with  a  w^ashboard  and  an  ordinary  piece  of 
board.  These  w^ere  covered  with  a  pillow  and  the  woman 
drawn  up  the  incline  so  that  the  pelvis  was  elevated.  Seizing 
the  cord  with  the  hand,  it  was  pushed  back  into  the  uterine 
cavity.  The  presenting  hand  and  face  were  now  pushed  to  one 
side  and  the  right  foot  drawn  dow'u.  The  cord  again  presented  to 
a  small  extent  and  remained  prolapsed  during  the  remainder  of 
the  manipulations.  The  opposite  foot  was  next  delivered,  then 
the  shoulders,  and  finally  the  head.  The  entire  manipulation 
did  not  exceed  five  minutes  in  duration.  The  child  was  born 
asphyxiated  to  the  first  degree,  but  the  escape  of  a  little  blood 
from  the  divided  fetal  end  was  sufficient  to  resuscitate  it.  Both 
mother  and  child  were  doing  nicely  on  the  following  day. 

The  second  case  was  not  as  perfectly  successful  as  the  first  in 
the  complete  reduction  of  the  cord.  This  I  attribute  to  the  long 
duration  of  the  prolapsus  (probably  an  hour  and  a  half),  the  con- 
siderable length  of  the  cord  prolapsed,  the  absence  of  a  sponge 
to  keep  it  in  the  background,  and  the  absence  of  anesthesia  and 
assistants.  The  fact  that  the  child  was  notwithstanding  born 
alive  is  all  the  more  marvellous.  I  was  very  much  impressed  in 
this  case  with  the  ease  with  which  the  prolapsed  hand  and  face 
were  turned  to  one  side  and  the  podalic  version  performed.  I 
cannot  help  thinking  that  the  elevation  of  the  pelvis  proved  of 
great  value  in  bringing  about  the  happy  result. 
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Since  the  above  was  written  another  case  was  met  and  treated 
in  a  similar  manner.  The  history  in  brief  is  as  follows:  A 
woman  in  her  second  confinement  was  taken  with  a  slow  labor 
on  the  morning  of  November  7th.  The  midwife,  who  was  in 
attendance  all  day,  noted  verv  little  progress.  Toward  evening, 
with  the  OS  dilated  to  the  size  of  a  fifty-cent  piece,  the  mem- 
branes raptured  and  a  loop  of  the  umbilical  cord  presented  in 
advance  of  the  vertex.  An  hour  and  a  half  later,  when  I  arrived, 
I  found  a  highly  hysterical  woman  with  feeble  labor  pains.  An 
examination  revealed  a  somewhat  contracted  pelvis,  a  cervix  not 
fnlly  dilated,  a  vertex  presentation  with  head  movable  above 
the  brim,  and,  in  the  vagina,  about  six  or  eight  inches  of  pul- 
sating umbilical  cord.  Under  chloroform  anesthesia,  given  by 
Dr.  M.  Cisin,  the  patient  was  drawn  up  an  improvised  incline  at 
the  foot  of  the  bed,  so  that  the  pelvis  was  elevated  to  a  height 
of  eighteen  inches,  and  the  legs  and  thighs  kept  extended 
(Walcher's  method).  After  a  little  dithculty  the  cord  was 
pushed  back  into  the  uterine  cavity  and  kept  back  with  the  aid 
of  a  sponge  which  had  previously  been  boiled.  Forceps  was 
applied,  but  the  movable  condition  of  the  head  and  the  some- 
what diminished  conjugate  diameter  decided  me,  in  the  interests 
of  the  child,  to  relinquish  them  and  resort  to  version.  There 
was  no  especial  difficulty  in  pushing  up  the  head  and  getting 
down  a  foot,  but  during  the  maneuvres  the  cord  was  again 
brought  down.  No  effort  was  now  made  to  replace  the  cord,  my 
only  object  being  to  rapidly  complete  delivery.  The  body  to 
the  neck  was  delivered  with  surprising  ease,  but  the  birth  of  the 
head  required  considerable  traction  (Prague  method).  The  child 
was  born  in  the  second  stage  of  asphyxia  and  required  a  half- 
hours  efforts  at  resuscitation  before  it  could  be  safely  left  alone. 
The  case  impressed  me  with  the  following  points:  1.  The  ad- 
vantage of  the  elevated  hip  position  combined  with  extension  of 
the  thighs  in  increasing  somewhat  the  antero-posterior  diameter 
of  the  pelvis.  2.  The  ease  with  which  a  prolapsed  cord  can  be 
replaced  and  kept  back  with  the  aid  of  a  fairly  large  piece  of 
boiled  sponge  pushed  between  the  presenting  part  and  the  pel- 
vic wall  (as  suggested  years  ago  by  Kenshaw).  3.  The  ease 
with  which  the  presenting  head  can  be  pushed  up  and  a  leg 
brought  down.  4.  The  short  time  in  which  a  version  can  be 
done. 
163  Madison  street. 
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THE  VAGINAL   ROUTE  IN   THE   TREATMENT  OF   PELVIC 
INFLAMMATION.' 


E.   E.   MONTGOMERY,  M.D., 
Professor  of  Cliuical  Gynecology,  Jefferson  Medical  College  ;  Gjmecologist  to  Jefferson 
and  St.  Joseph's  Hospitals,  Philadelphia. 


In  presenting  this  paper  I  am  fnltilling  a  promise  made  yonr 
body  a  year  ago.  During  this  time  the  importance  of  the  sub- 
ject has  been  emphasized  by  the  report  of  the  work  of  Jacob  in 
vaginal  hysterectomy  and  the  admirable  paper  by  Henrotin, 
read  in  Baltimore,  on  "  Vaginal  Incision  in  Acute  Pelvic  Inflam- 
mation." The  constantly  decreasing  mortality,  with  improved 
technique  of  operative  procedures  through  the  abdomen,  with 
the  added  facility  for  exploration  by  sight  and  touch,  has  caused 
the  majority  of  pelvic  surgeons  to  liesitate  in  the  choice  of  any 
other  course.  Despite  the  brilliant  results  attained,  however, 
it  cannot  be  denied  that  the  abdominal  procedure  has  its  limita- 
tions and  its  disadvantages.  In  every  inflammatory  process  of 
the  pelvis,  as  suppuration  occurs,  Nature  guards  the  important 
peritoneal  cavity  by  establishing  an  exudative  barrier  which 
not  infrequently  holds  in  restraint  a  large  purulent  collection. 
Abdominal  invasion  means  that  the  provisional  barriers  shall  be 
broken  down,  extensive  adhesions  separated,  and  the  peritoneal 
cavity  more  or  less  soiled  ;  that  subsequent  drainage  must  be 
against  gravity ;  and  that  the  patient  must  subsequently  be  en- 
dangered by  the  formation  of  unfortunate  adhesions. 

Not  infrequently  it  will  be  found  that  a  pyosalpinx  has  rup- 
tured into  the  broad  ligament,  forming  a  large  pus  collection,  or 
a  broad-ligament  abscess  has  occurred  independent  of  or  without 
tubal  disease  where  the  peritoneal  cavity  is  free  from  involve- 
ment. To  evacuate  it  through  the  peritoneum  endangers  in- 
fection of  the  latter;  to  close  the  abdomen  and  incise  through 
the  vagina  demonstrates  the  abdominal  incision  an  unnecessary 
procedure. 

The  vaginal  operation   consists   in   making  an  incision  with 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  i'liila- 
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knife  or  scissors  through  the  posterior  fornix  of  the  vagina,  tear- 
ing the  broad  ligament  with  the  finger  or  bhmt  instrument  until 
the  intlammatory  collection  is  reached,  which  is  punctured  with 
closed  scissors  and  the  blades  separated  as  they  are  withdrawn^ 
thus  permitting  the  introduction  of  the  finger.  The  cavity 
should  be  thoroughly  irrigated  with  hot  sterile  water.  Having 
cleared  the  cavity  of  pus  and  exudation,  we  proceed  to  the 
exploration  of  the  opposite  side  of  the  pelvis.  If  the  inflam- 
matory trouble  is  confined  to  one  side  we  may  content  ourselves 
with  packing  the  cavity  with  sterile  or  preferably  iodoform 
gauze.  It  is  important  that  the  vaginal  incision  shall  be  free,  to 
prevent  the  retention  of  secretion  and  secure  free  drainage. 
Should  it  be  evident  that  both  tubes  are  so  diseased  as  to  render 
their  sacrifice  desirable,  the  uterus  should  also  be  removed,  and 
the  vaginal  route  affords  a  favorable  avenue  for  the  procedure. 

When  the  operation  is  begun  for  the  purpose  of  removing  the 
uterus  and  appendages,  the  incision  encircles  the  cervix,  and 
from  it  an  incision  two  centimetres  in  length  on  each  side  is 
made  parallel  to  the  posterior  surface  of  the  broad  ligament. 
The  tissues  are  pushed  and  dissected  off  anteriorly  and  poste- 
riorly until  the  peritoneum  is  reached  and  opened.  The  dis- 
section can  be  greatly  expedited  by  the  judicious  management 
of  proper  retractors.  As  the  uterus  in  these  cases  is  more  or 
less  fixed,  the  application  of  forceps  to  the  broad  ligaments  over 
the  uterine  arteries,  and  the  amputation  of  the  cervix,  will 
promote  the  ease  of  anterior  or  posterior  eversion  of  the  uterus 
and  expedite  the  operation. 

With  two  fingers  passed  over  or  under  the  uterus,  according 
to  its  eversion  through  the  anterior  or  posterior  fornix,  the 
adhesions  to  tube  and  ovary  or  pus  sac  are  separated  and  the 
masses  turned  down  so  that  a  pair  of  forceps  can  secure  the 
remaining  portion  of  the  ligament.  The  tissues  are  cut,  leaving 
a  stump  next  the  forceps  to  prevent  their  slipping.  The  uterus 
now  hangs  by  the  upper  half  of  one  ligament.  The  uterus  can 
be  pushed  aside,  affording  more  space  for  the  enucleation  of  the 
remaining  tube  and  ovary,  the  ligament  of  which  must  be  treated 
similarly  to  the  first.  The  removal  of  the  uterus  should  be 
followed  by  careful  inspection  for  bleeding  vessels,  thorough 
irrigation  of  the  cavity  with  sterilized  water  or  normal  salt  solu- 
tion. Iodoform  or  sterile  gauze  should  be  carried  over  the 
internal  ends  of  the  forceps  to  protect  the  intestines  from  injury, 
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and  additional  gauze  is  packed  between  and  around  the  instru- 
ments within  the  vagina. 

Tlie  handles  and  external  portions  of  the  instruments  should 
be  wrapped  with  sterile  cotton  and  gauze,  which  should  be 
changed  as  frequently  as  it  becomes  soiled. 

The  forceps  may  be  removed  in  inflammatory  cases  at  the  end 
of  twenty-four  hours.  The  upper  piece  of  gauze  may  remain 
four  or  five  days.  After  its  removal  the  parts  should  go  undis- 
turbed for  three  or  four  hours,  to  permit  the  peritoneal  surfaces 
to  fall  together  and  become  agglutinated  before  resorting  to 
irrigation.  Subsequently  irrigation  sliould  be  practised  twice 
or  oftener  daily  for  two  weeks,  or  until  the  discharge  ceases. 

The  early  incision  of  the  vagina  and  broad  ligament  in  acute 
infiltration  of  the  pelvis  cannot  be  too  highly  commended.  The 
drainage  afforded  through  a  gauze  pack  will  in  many  cases 
enable  us  to  anticipate  the  formation  of  pus  and  avoid  the  con- 
sequent destruction  or  crippling  of  important  organs. 

It  has  been  objected  to  the  vaginal  method  that  it  does  not 
afford  the  same  opportunity  to  investigate  the  condition  and 
complete  the  operation  under  the  eye  as  in  the  abdominal  pro- 
cedure. This  objection  is  valid  if  we  are  contrasting  it  with 
the  Trendelenburg  position;  but  it  should  be  remembered  this 
position  is  not  accepted  by  some  prominent  operators,  and  cer- 
tainly but  little  is  gained  over  the  vaginal  method  in  the  short 
incision  and  dorsal  position  as  advocated  by  Tait.  Without 
doubt  any  inconvenience  is  more  than  compensated  by  the 
increased  advantage. 

The  procedure  has  also  been  opposed  for  the  reason  that  in 
some  cases  we  will  not  be  able  to  remove  all  the  diseased  tissue. 
This  is  equally  true  in  broad  ligament  abscess  by  abdominal 
incision. 

Fortunately  it  is  unnecessary  to  always  remove  all  the  inflam- 
matory tissue.  If  the  pus  pockets  are  opened,  irrigated,  and 
drained,  Nature  will  take  care  of  the  remaining  intlaminatory 
products. 

The  advantages  of  the  vaginal  route  may  be  enumerated  as 
follows : 

1.  It  permits  us  to  explore,  treat,  and  preserve  organs  which 
would  otherwise  be  sacrificed. 

2.  It  promotes  drainage  from  the  most  dependent  jiortion  of 
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the  pelvis,  and  enables  the  large  peritoneum  to  be  protected  by 
plastic  barriers. 

3.  It  enables  us  to  remove  the  uterus  and  appendages  with 
less  danger  and  much  more  subsequent  comfort  than  if  the 
abdominal  incision  had  been  practised. 

4.  The  adhesions  which  Nature  has  provided  to  protect  the 
vital  organs  are  undisturbed,  and  consequently  the  patient  is  less 
likely  to  have  subsequent  obstructive  symptoms. 

5.  The  convalescence  is  shorter  and  the  patient  avoids  such 
annoying  sequelse  as  abdominal  sinus,  painful  cicatrix,  weakened 
ventrum,  and  ventral  hernia. 
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Ovaries  and  Tubes  and  Miscellaneous. — It  has  been  for 
many  years  a  rule  of  mine  that  eifusions  of  serum,  blood,  or 
pus  in  the  pelvic  cavity  should  be  evacuated  where  the  sac 
points  and  can  be  reached  the  most  easily.  Hence,  in  fluid 
accumulations  pointing  into  the  vagina,  unless  it  was  intended 
to  remove  the  whole  sac,  as  in  the  case  of  ovarian  tumors,  it  was 
usually  thought  best  to  ascertain  the  nature  of  the  fluid  con- 
tents in  the  sac  by  aspiration  through  the  vagina,  and,  if  the 
diagnosis  of  fluid  contents  proved  correct,  to  open  the  sac  by 
this  channel,  evacuate  and  drain  it.  In  short,  I  have  always 
felt  that  it  was  a  much  safer  plan  to  open  and  drain  all  pelvic 
accumulations  of  fluid  which  could  be  reached  most  easily 
through  the  vagina  by  that  channel,  rather  than  to  open  the 
abdominal  cavity  from  above  and  take  my  chances  of  being 
able  to  enucleate  and  extirpate  the  whole  sac  or  sew  its  edges 
into  the  abdominal  wound.     Comparatively  speaking,  the  opeu- 

'  Concluded  from  page  681. 
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ing  of  an  intraligamentous  ovarian  cyst  or  effusion  of  blood  or 
pus,  or  even  of  a  pyosalpinx  or  pus-ovary  which  has  become 
iirmly  attached  to  the  bottom  of  Douglas'  pouch  and  is  em- 
bedded in  adhesions,  is  a  very  much  less  serious  operation, 
which  usually  results  in  a  gradual  closure  of  the  sac  and  a  com- 
plete recovery,  than  to  attempt  to  accomplish  the  same  object 
by  an  intraperitoneal  operation  from  above.  For  this  reason  I 
have  opened  and  drained  per  vagi  nam  three  cases  of  cysts  of 
the  broad  ligament,  twenty-five  of  encapsulated  pelvic  hemato- 
cele and  of  hematoma  of  the  broad  ligament,  thirty-nine  of  true 
(extraperitoneal)  or  false  (intraperitoneal)  pelvic  abscess,  and 
two  of  intraligamentous  ovarian  cyst,  with  scarcely  a  fatal  result. 
It  is  an  absolute  condition  for  the  feasibility  of  this  method 
that  the  jluctuating  sac  should  'protrude  into  the  vaginal  canal 
and  be  easily  reached  from  beloio  ;  further,  that ^  unless  it  is 
intraligamentous,  a  firm,  adhesion  should  exist  between  its  walls 
and  those  of  the  bottom  of  Douglas*  pouch,  as  may  be  the  case  in 
pyosalpinx  or  ovarian  abscess. 

Hematoma  of  the  Broad  Ligament,  as  I  have  already  stated, 
is  probably  in  a  majority  of  cases  due  to  the  rupture  of  a 
tubal  pregnancy  which  happens  to  have  taken  place  between 
the  layers  of  the  broad  ligament  instead  of  into  the  free  peri- 
toneal cavity.  This  diagnosis  is,  of  course,  more  or  less  obscure, 
and  can  rarely  be  verified  because  both  the  fetus  and  the  cho- 
rionic evidences  are  not  always  recognizable  even  under  the 
microscope.  Be  this  as  it  may,  whatever  the  origin  of  the  in- 
traligamentous hemorrhage,  when  the  effusion  is  large,  has  per- 
sisted for  several  weeks,  and  there  is  no  evidence  of  its  absorp- 
tion, it  is  better  to  open  the  sac  per  vaginam,  evacuate  it  (which 
can  be  done  witli  the  finger  or  with  a  large  blunt  curette  in 
order  to  break  down  the  old  coagula),  and  then  thoroughly  clean 
it  by  irrigation.  A  rubber  drainage  tube  should  be  then  in- 
serted and  the  vagina  loosely  packed  with  iodoform  gauze.  In 
the  course  of  a  few  weeks  under  irrigation  and  drainage  the 
cavity  will  contract,  and  in  at  least  ninety-nine  cases  out  of  a 
hundred  the  convalescence  will  be  uneventful. 

I  seldom  operate  on  an  intraligamentous  ovarian  cyst  by  vagi- 
nal puncture  and  drainage,  but  at  times  the  general  health  of 
the  patient  does  not  admit  of  a  protracted  and  difficult  intra- 
abdominal operation  ;  besides,  in  small  intraligamentous  ovarian 
cysts  it  is  impossible  to  draw  up  the  layers  of  the  broad  liga- 
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merit  so  as  to  be  able  to  stitch  them  to  the  edges  of  the  abdom- 
inal wound  and    thus  shut  o£E  the   general   peritoneal  cavity. 
The  danger  of  rupture  of  the  posterior   lajer  of   the    broad 
ligament,  and  therefore  the  impossibility  of*  thus  shutting  off 
the  peritoneal  cavity,  is  one  of  the  great  risks  which  we  run  in 
attempting  to  remove  intraligamentous  ovarian  cysts  by  a  me- 
dian abdominal  incision.     In  cases  where,  therefore,  this  risk 
seemed  imminent,  I  have  attempted  to  overcome  it  by  opening 
the  cyst  per  vaginam  ;  and  wliile  I  have  seen  one  death  from 
secondary  rupture  of  a  large  vessel  embedded  in  the  wall  of  the 
cyst,  I  have  succeeded  in  curing  one  case  which  I  really  believe 
would  have  died  from  septicemia  or  peritonitis  if  I  had  attempted 
to  operate  from  above.     It  must  be  left  to  the  judgment  of  the 
operator  to  select  the  method  of  operation  in  "each  individual 
case. 

-     By  true  pelvic  abscess  I  mean  an  accumulation  of  pus  outside 
of  the  peritoneum— that  is,  within  the  pelvic  cellular  tissue.     I 
have  already  said  that  it  is  impossible  always  to  say  whether 
such  an  abscess  was  originally  extraperitoneal  or  not.     It  might 
have  been  a  pyosalpinx,  or  an  abscess  of  the  ovary,  or  accumu- 
lation of  pus  in  Douglas'  pouch,  but  by  adhesions  of  its  sur- 
rounding parts,  notably  the  intestines,  it'has  become  practically 
extraperitoneal.     It  points  into  the  vagina ;  fluctuation  can  be 
felt  there.     It  does  not  extend  close  to  the  anterior  abdominal 
wall,  although  the  brawny,  hard  mass  may  be  felt  by  bimanual 
palpation;    but   evidently    the    nearest    point   of    approach    is 
through  the  vaginal  roof.     Hence,  whether  the  abscess  be  ori- 
ginally extra-  or  intraperitoneal,  when  I  am  sure  that  it  is  se- 
curely fixed  in  the  pelvic  cavity,  is  not  movable,  and  can  best 
be  reached  through  the  vagina,  I  have  always  made  it  a  rule  to 
open  it  through  this  channel,  first  having  sa*tisfied  myself  of  the 
-presence  of  pus  by  careful  aseptic  aspiration.     My  method  has 
been  precisely  the  same  as  in  cases  of  cysts  of  the  broad  liga- 
mentor  pelvic  hematoma— namely,  to  introduce  a  pair  of  sharp- 
pointed,  long-bladed,  straight  scissors  into  the  sac,  open  them 
as  soon  as  they  have  penetrated  into  the  cavity,  and  introduce 
between  their  blades  a  blunt  two-branched  dilator.     The  scis- 
sors are  then  withdrawn  so  as  to  avoid  any  accidental  injury 
from  their  points,   the  dilator   is   opened  widely,  and  the  sac 
washed  out  with  a  hot  Thiersch's  solution.     If  the  contents  are 
very  offensive  a  1  :  10,000  bichloride  solution  is  used  instead. 
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A  white  rubber  drainage  tube,  properly  perforated,  with  a  cross- 
piece  to  prevent  its  slipping  out,  is  inserted  and  the  vagina 
loosely  packed  with  iodoform  gauze.  So  far  as  I  can  recollect, 
only  one  of  the  thirty-nine  cases  of  pelvic  abscess  thus  treated 
died;  all  the  rest  recovered  in  the  course  of  a  few  weeks  under 
proper  irrigation  and  drainage.  Of  course  I  do  not  intend  to 
presume  that  such  abscesses  can  be  permanently  cured  by  this 
method  so  long  as  the  suppurating  cavity  is  allowed  to  remain. 
If,  therefore,  the  purulent  discharge  persists  for  several  weeks, 
curetting  of  the  cavity  with  injection  of  tincture  of  iodine  or 
carbolic  acid  may  be  necessary.  I  think  this  necessity,  however, 
will  rarely  occur.  I  have  found  sinuses  resulting  from  these 
intrapelvic  sacs  which  are  opened  per  vaginam  to  be  much  less 
obstinate  in  closure  than  those  which  remained  after  the  supra- 
pubic opening  of  pelvic  abscesses,  probably  on  account  of  the 
better  drainage  through  the  vagina.  I  can  remember  but  one 
case  where,  after  a  protracted  drainage  of  an  adherent  pyosal- 
pinx  per  vaginam,  some  years  later  the  removal  of  the  sac  was 
called  for  by  its  persistent  refilling  and  discharging. 

Celiotojmy — that  is,  the  opening  of  the  abdominal  cavity 
through  the  median  line — was  performed  three  hundred  and 
fifty-seven  times.  In  one  hundred  and  twenty-eight  cases  the 
indication  was  the  removal  of  an  ovarian  tumor.  I  but  repeat 
the  universally  accepted  practice  among  gynecologists  nowa- 
days when  I  say  that  an  ovarian  tumor,  whether  solid,  fluid,  or 
composed  of  both  elements,  should  be  removed  by  abdominal,  or 
if  small  vaginal,  section  as  soon  as  it  is  detected.  Even  an  ova- 
rian cyst  of  the  size  of  a  heti's  Q^g  had  better  be  removed  in  this 
manner,  as  it  is  sure  to  grow,  rather  tiian  to  allow  the  patients 
to  take  the  chances  of  the  various  accidents  which  may  occur  to 
it  i)eforc  it  produces  decided  deleterious  symj)tom8.  Every  ova- 
rian tumor  from  the  very  inception  of  its  growth  is  liable  to  be- 
come adherent  to  neighboring  organs,  to  undergo  inflammatory 
changes  in  consequence  of  a  twisting  of  its  pedicle,  and  even  to 
experience  a  ru]^ture  and  escape  of  its  contents  into  the  general 
peritoneal  cavity  with  the  result  of  more  or  less  acute  perito- 
nitis. The  more  extensive  the  adhesions,  the  more  friable  the 
walls  and  contents  of  the  cyst,  and  the  larger  the  tumor,  ceteris 
parihfis,  unless  its  contents  be  entirely  fluid,  the  more  difticult 
and  dangerous  will  prol)ably  be  its  removal,  and  any  one  or  all 
of  these  results  may  be  e.xpected  in   the  course  of  time  in  the 
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majority  of  ovarian  tumors.  The  more  fluid  the  contents  of  the 
cjst,  the  smaller  the  opening  through  which  it  can  be  removed 
and  the  more  easy  and  less  dangerous  the  operation.  As  is 
common  in  hospital  practice,  quite  a  number  of  these  cases  of 
ovarian  cyst  did  not  apply  for  admission  until  an  operation  could 
no  longer  be  postponed  ;  they  were  therefore  not  always  in  as 
good  physical  condition  as  could  have  been  desired.     Several 


\; 


\ 
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Fig.  36.— Polycystic  tumor  of  right  uvaiy.  wrifiuiiiK  torty-six  pounds.    Numerous  adhe- 
sions.   Recovery. 

times,  indeed,  the  operation  was  performed  as  a  last  resort, 
and,  proving  exceptionally  diflScult,  the  patients  did  not  long 
survive  it.  In  forty  cases  the  right  ovary  alone  was  the  seat 
of  the  tumor,  in  fifty-four  cases  it  was  the  left  ovary,  and  in 
thirty-four  cases  both  ovaries  had  undergone  degeneration.  In 
thirteen  cases  the  cyst  was  intraligamentous,  one  of  the  most 
unfavorable  positions  for  operation  ;   seven   times  cancer  and 
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three  times ''.papilloma  of  the  ovary  with  general  ascites  were 
the  indication  for  the  operation,  an  explorative  incision  being 
the  means  of  assuring  the  diagnosis. 

Torsion  of  the  Pedicle. — In  twenty-three  cases  the  pedicle  of 
the  cyst  was  found  twisted,  this  twisting  being  the  indication 
f or  ^a  speedy  operation.     It  is  curious  that  the  pedicle  of  an 


Fio.  87.— Torsion  of  pedicle  of  cyst  of  rightjovary.    Cyst  attached  to  left  abdominal  wall. 
Recovery.    (Diagrammatic.) 

ovarian  cyst  may  be  twisted  even  two  or  three  times,  so  as  to 
shut  ofE  almost  completely  the  circulation  of  the  cyst,  and  still 
there  are  no  decided  constitutional  symptoms,  but  very  slight 
temperature,  some  pain,  it  is  true,  and  occasionally  a  chill ;  but 
most  of  these  patients  are  up  and  about,  and  would  not  have  been 
supposed,  judging  from  their  appearance,  to  be  suffering  from 
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an  abdominal  condition  which  miglit  at  any  time  cause  their 
death — [  mean  that  at  any  moment  the  black,  semi-sranerrenous 
ovarian  cyst  might  rupture  and  general  peritonitis  ensue. 
Curious  to  say,  in  none  of  the  cases  which  I  have  observed  did 
this  occur,  and  I  presume  this  immunity  can  be  explained  by 
the  fact  that  the  walls  of  the  ovarian  cyst  became  agglutinated 
to  neighboring  organs  and  were  thus  more  or  less  perfectly 
nourished.  In  some  of  the  cases,  indeed,  nutrition  through  the 
pedicle  was  absolutely  out  of  the  question,  since  it  was  so 
tightly  twisted  as  to  entirely  interfere  with  circulation  ;  in  one 
instance  the  pedicle  was  at  least  six  inches  long  and  as  thin  as  a 
piece  of  twine  and  quite  as  bloodless.  In  these  cases,  of  course, 
nutrition  of  the  cyst  took  place  through  the  adhesions.  With 
one  exception  all  these  twenty-three  cases  recovered.  In  ten 
instances  the  right  ovary  was  at  fault,  in  thirteen  the  left.  The 
direction  of  torsion  was  almost  invariably  from  the  aflFected 
side — that  is,  if  it  was  a  cyst  of  the  right  ovary  the  twist  was 
toward  the  left ;  if  of  the  left  ovary,  toward  the  right.  Thus 
was  accounted  for  the  fact  that  the  ovarian  cyst  in  these  cases 
was  usually  found  on  the  side  of  the  pelvic  or  abdominal  cav- 
ity opposite  to  that  from  which  it  sprang.  The  causes  of  this 
twisting  of  the  pedicle  of  ovarian  cysts  are  not  entirely  clear, 
but  it  is  probable  that  the  normal  peristaltic  movements  of 
the  intestine,  together  with  habitual  or  accidental  changes  in 
the  position  of  the  body,  are  instrumental  in  turning  the  axis 
of  the  pedicle  upon  itself.  Only  comparatively  small  ovarian 
cysts  are  for  obvious  reasons  liable  to  this  accident,  and  I  have 
made  up  my  mind  that  whenever  an  ovarian  cyst  not  larger 
than  a  cocoanut  or  an  adult  head  causes  more  or  less  acute 
pain  with  variable  degrees  of  elevation  of  temperature,  such 
symptoms  are  very  probably  due  to  a  torsion  of  the  pedicle 
and  an  inflammation  of  the  cyst.  The  indication  for  early  re- 
moval of  cysts  with  such  symptoms  is  therefore  sufficiently 
apparent. 

In  the  case  represented  in  the  illustration  the  cyst  was  situ- 
ated high  on  the  left  side  of  the  abdomen  and  was  apparently 
not  connected  with  the  pelvic  organs.  Its  true  nature  was  un- 
certain, and  the  incision  was  therefore  made  directly  over  it 
instead  of  in  the  median  line.  Only  on  opening  the  peritoneal 
cavity  did  I  recognize  that  it  was  an  ovarian  cyst  which  was 
completely  attached  by  fresh  adhesions  to  the  parietal  perito- 
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neum.  Peeling  the  cyst  loose,  I  evacuated  its  contents  and  drew 
it  out  of  the  incision.  Its  long,  thin,  entirely  bloodless  pedicle 
then  appeared,  and,  before  I  could  prevent  it,  broke  a  few  inches 
from  the  right  horn  of  the  uterus,  from  which  side  it  sprang. 
There  was  no  bleeding  whatever  from  it.  The  appendages  ou 
the  other  side  were  adherent  and  removed.  Recovery  un- 
eventful.    (Fig.  37.) 

Dermoid  Cysts  of  the  Ovary  occurred  in  twenty -five  cases, 
ten  being  of  the  right,  ten  of  the  left  ovary,  and  five  of  both 


Fio.  38.— Balls  of  fat  from  dermoid  cyst. 

ovaries.  The  contents  of  dermoid  cysts  of  the  ovaries  are  well 
known  to  be  hair  more  or  less  matted  or  developed,  usually  of  a 
blonde  color,  teeth  more  or  less  well  developed,  and  bone  em 
bedded  in  the  walls  of  the  sac,  together  with  a  peculiar  j)ea-soup 
fluid.  Whether  these  cysts  are  an  embryonic  formation  pro- 
duced by  the  accidental  inclusion  of  the  external  blastodermic 
membrane  with  the  formative  elements  of  the  Wolftian  body 
and  therefore  of  the  ovary,  or  whether  they  are  the  result  of  a 
formative  degeneration  of  the  elements  of  the  ovum,  is  a  qnes- 
tion  still  to  be  decided.     They  certainly  contain  tissues  wliieh 
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pertain  to  the  embrjo,  and  a  natural  supposition  would  be,  and 
has  for  many  years  been,  that  they  were  the  result  of  a  blighted 
conception  or  a  probable  ovarian  pregnancy.  This,  however,  is 
now  well  known  not  to  be  the  case,  since  they  have  been  found 
in  young  children  and  in  virgins  of  different  ages,  entirely  irre- 
spective of  any  approach  of  the  other  sex.  These  tumors  are 
simply  a  freak  of  Nature  and  may  occur  in  other  portions  of 
the  body,  but  the  ovary  in  the  female  and  the  coccygeal  and 


Fig.  39.— Switch  of  hair,  five  and  a  half  feet  long,  from  dermoid  cyst. 


thyroid  regions  in  the  male  are  the  favorite  spots  of  selection. 
According  to  my  experience  dermoid  cysts  of  the  ovary  may 
remain  dormant  for  a  number  of  years,  finally  springing  into 
activity  at  three  chief  periods  of  life:  first,  that  of  puberty; 
second,  that  of  marriage  ;  and,  third,  that  of  childbirth.  Each 
of  these  different  periods  seems  to  exert  a  stimulating  influence 
upon  the  growth  of  these  tumors.  One  of  their  peculiar  fea- 
tures is  that  at  a  very  early  period,  when  the  tumor  is  not  larger 
than  an  egg  or  an  orange,  it  gives  rise  to  pain  and  evidences  of 
55 
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inflammation  which  are  not  common  in  the  ordinary  ovarian 
cysts.  When  I  therefore  find  small  ovarian  tumors  causing 
pain  and  more  or  less  rise  of  temperature,  I  am  inclined,  as  I 
have  already  stated,  to  attribute  these  symptoms  to  a  twisting 
of  the  pedicle,  and,  if  the  tumor  has  a  solid  feel,  am  frequently 
disposed  to  add  to  this  the  diagnosis  of  a  dermoid  tumor.  Der- 
moid cysts  are  usually  supposed  to  be  unilateral,  but  I  have 
seen  in  the  hospital  five  cases  of  double  dermoids  and  several 
more  in  private  practice,  in    one  of  which  there  was  even  preg- 
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Fig.  40.— Solid  tumor  of  ovary,  weighing  one  and  a  half  pounds.    Recovery. 

nancy  in  the  fifth  month,  although  the  ovaries  were  so  degene- 
rated by  the  dermoid  disease  as  to  seem  to  be  entirely  in- 
capable of  the  production  of  ova.  In  two  instances  I  have 
witnessed  very  peculiar  contents  of  dermoid  cysts,  the  one 
being  numerous  small  buttons  of  sebaceous  matter,  each  contain- 
ing a  hair,  and  the  other  that  of  a  development  of  hair  which 
is  almost  unique  in  medical  literature.  The  cyst  was  removed 
from  a  virgin  41  years  of  age,  the  other  ovary  containing  hair, 
teeth,  and  bones,  but  in  a  much  less  marked  degree.  The  tress 
of  hair  which  is  shown  in  the  cut  was  closely  matted  togethei 
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and  surrounded  by  a  small  amount  of  thick  pea-soup  fluid.  On 
dissolving  the  sebaceous  material  in  ether  the  hair  became  clean, 
and,  after  suspension,  now  measures  nearly  seven  feet  in  length. 
All  this  mass  of  hair  sprang  from  one  small  nipple  inside  of 
the  cyst  not  more  than  an  inch  in  diameter.  I  cannot  deter- 
mine whether  all  the  strands  of  hair  extend  to  the  whole  length 
of  the  switch,  because  they  are  so  matted  together  that  it  is 
impossible  to  properly  isolate  it.  It  is  of  a  dark  blonde  color 
and  as  perfect  in  formation  as  the  hair  of  the  female  head,  but 
perhaps  a  trifle  finer. 

I  have  seen  but  two  Solid  Tumors  of  the  Ovary  which  1  was 
able  to  remove  (see  Fig.  40).  Several  others  which  I  diagnosed 
as  such  have  come  under  my  observation  but  did  not  submit  to 
an  operation.  The  one  represented  in  the  cut  was  from  a  young 
single  lady  from  the  South,  in  whom  I  was  for  some  months  in 
doubt  as  to  whether  the  hard,  movable  mass  in  her  abdomen  was 
a  pediculated  fibroid  of  the  uterus  or  a  solid  ovarian  tumor. 
The  pain  finally  induced  me  to  decide  upon  an  abdominal  sec- 
tion, when  I  found  that  the  mass  was  a  solid  tumor  weighing  a 
a  pound  and  a  half  and  springing  from  the  left  ovary,  the  hilus 
of  which  was  still  visible  at  the  base  of  the  tumor.  Finding 
the  other  ovary  slightly  cystic,  I  exsected  the  cystic  portion  and 
closed  the  wound  with  catgut  and  dropped  it  back.  The  patient 
made  an  uneventful  recovery.  Solid  tumors  of  the  ovary  are  so 
rare  that  Spencer  Wells,  I  believe,  records  only  two  instances  in 
over  a  thousand  ovariotomies. 

Of  my  one  hundred  and  twenty-eight  ovariotomies  for  cystic 
disease  eleven  died.  I  do  not  think  that  this  rate  of  mortality 
(about  8.7  per  cent)  is  too  great  under  the  circumstances,  con- 
sidering the  various  disadvantages  which  pertain  to  operating 
on  such  cases  in  a  general  hospital,  to  which  I  have  already 
referred  in  my  introductory  remarks,  and  the  desperate  condi- 
tion of  some  of  the  cases  when  admitted. 

Of  the  seven  cases  of  Carcinoma  and  Sarcoma  of  the  Ovary 
I  am  sorry  to  say  three  died  ;  but  that  can  hardly  be  a  matter 
for  surprise,  since  the  ultimate  result  was  a  foregone  conclusion. 
Of  the  three  cases  of  papilloma  of  the  ovary  also  associated 
with  ascites  two  recovered.  It  must  be  understood  that  papil- 
loma is  not  a  malignant  disease  in  itself,  becoming  so  only  in 
course  of  time.  It  usually  produces  general  ascites  from  the 
irritation  of  the  rapid  growth  of  the  tumor  on  the  neighboring 
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peritoneum,  but  if  removed  early  and  entirely  it  is  quite  as  cur- 
able as  any  other  ovarian  tumor.  When,  however,  the  papillo- 
matous growths  have  already  encroached  upon  the  parietal  or 
visceral  peritoneum  separate  from  the  ovarian  tumor,  and  are 
therefore  not  removable  with  any  degree  of  certainty,  the  pro- 
gnosis as  to  the  return  of  the  growth,  not  in  the  original  site  but 
on  the  peritoneum,  is  not  so  good,  and  subsequent  operations 
usually  fail  to  effect  a  permanent  cure.  The  patient  who  died 
succumbed  to  the  drain  upon  her  general  health  before  the  ope- 
ration. In  one  instance  I  performed  four  abdominal  sections 
on  the  same  patient — two  in  1887,  both  being  exploratory,  since 


0 


Fio.  41. — Papilloma  of  both  appendages.    Recovery. 

it  was  found  impossible  to  remove  the  growth,  which  involved 
both  ovaries,  the  uterus,  bladder,  and  rectum.  For  five  years 
the  patient  remained  in  perfect  health,  and  then  the  original 
papilloma,  which  had  been  quiescent  all  this  time,  broke  down 
and  formed  a  foreign  body  with  tirin  walls  of  adhesion.  A 
fistulous  opening  through  the  old  incision  enabled  me  to  insert 
my  finger  into  the  sac  and  make  the  diagnosis.  I  removed  all 
of  the  papilloma  which  I  could  with  my  fingers  and  packed  the 
cavity  with  iodoform  gauze.  During  convalescence  a  coil  of 
intestine  which  had  become  closely  adherent  to  the  upper  por- 
tion of  the  sac  and  near  the  upper  angle  of  tiie  wound  opened 
and  a  fecal  fistula  was  established,  which  healed  in  course  of 
time   after  another  operation.     The  patient  has  since   drifted 
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out  of  sight.  The  difference  in  diagnosis  between  papilloma 
of  the  ovaries  with  ascites  and  carcinoma  of  the  ovaries  with 
ascites  is  that  in  papilloma  there  is  comparatively  little  general 
cachexia,  although  physically  the  signs  may  be  almost  identical. 
Of  course  it  is  impossible  to  differentiate  between  these  two 
conditions  until  the  abdomen  has  been  opened  ;  and,  indeed,  it 
is  often  difficult  to  decide,  without  a  microscopical  examination, 
whether  the  peculiar  cauliflower  growth  of  the  ovaries  is  malig- 
nant or  papillomatous.  If  not  removed  thoroughly  and  at  an 
early  date,  a  papilloma,  as  already  said,  is  sure  to  become  even- 
tually quite  as  malignant  as  if  it  were  originally  of  the  carcino- 
matous type. 

Intraligamentous  Ovarian  Cysts — that  is,  those  which  de- 
velop between  the  layers  of  the  broad  ligament  instead  of 
growing  away  from  the  attachment  of  the  ovary — are  by  far  the 
most  disagreeable,  difficult,  and  dangerous  pelvic  tumors  which 
I  have  found  it  my  duty  to  operate  upon.  In  the  first  place, 
the  diagnosis  is  often  exceedingly  difficult.  The  pelvic  cavity 
is  occupied  by  a  tense,  more  or  less  solid  tumor  which  pushes 
the  uterus  upward  and  forward  or  to  one  side.  The  vaginal 
vault  is  more  or  less  obliterated  by  the  tumor  growing  down 
into  the  pelvic  cavity,  and  the  abdominal  wall  is  more  or  less 
distended  by  the  growth,  according  to  its  size.  The  uterus  is 
immovable,  and  one  gets  the  idea  that  the  tumor  is  more  or 
less  closely  connected  with  that  organ.  At  the  same  time 
we  have  the  general  cachexia  peculiar  to  ovarian  cysts  in  the 
advanced  stages.  If  the  tumor  is  so  large  as  to  visibly  distend 
the  abdomen  an  abdominal  section  is  indicated,  since  it  can 
scarcely  be  thoroughly  treated  or  removed  bj'  a  vaginal  open- 
ing. If  the  enveloping  layers  of  the  broad  ligament  are  suf- 
ficiently thick  to  permit  of  their  secure  attachment  to  the  ab- 
dominal incision,  all  is  well ;  but  if  they  are  friable  and  easily 
broken  down  it  is  absolutely  impossible  to  separate  the  cavity  of 
the  cyst  from  the  general  abdominal  cavity,  and  we  are  then 
obliged  to  remove  by  enucleation  as  much  of  the  sac  of  the 
tumor  as  we  can,  stitch  such  of  the  broad-ligament  tissue  into 
the  wound  as  still  remains  unbroken,  pack  the  pelvic  cavity  with 
iodoform  gauze,  partially  close  the  abdominal  wound,  and  trust 
that  the  reparative  efforts  of  Nature  will  do  the  rest.  Unfor- 
tunately sloughing  of  the  brittle  and  torn  portions  of  the  broad 
ligament  not  infrequently  results,  and  septicemia  and  general 
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peritoaitis  bring  oa  a  fatal  termination.  I  am  sorrj  to  say  that 
of  the  thirteen  cases  of  intraligamentous  cyst  of  the  ovary  which 
I  find  recorded  in  this  report,  five  died  from  these  very  causes. 
Of  the  two  others  which  were  operated  on  by  vaginal  incision 
and  drainage  one  died,  making  fifteen  cases  with  six  deaths. 
The  percentage  of  recovery  will  thus  be  seen  to  be  about  equal 
for  either  method.  Still,  during  1894  I  operated  by  celiotomy 
on  a  desperate  case  of  suppurating  ovarian  cyst  of  the  right 
broad  ligament,  which  had  not  been  diagnosed  by  the  former 
physicians,  by  enucleating  the  whole  pus  sac,  stitching  the  broad 
ligament  into  the  wound,  and  packing  it  with  iodoform  gauze. 
In  four  weeks  the  woman  was  well.  This  case  was  certainly  a 
triumph  for  the  abdominal  method. 

A  Cyst  of  the  Broad  Ligament  was  operated  upon  by  me  by 
abdominal  section  in  seven  cases.  Such  cysts  indeed  are  not  very 
common.  They  produce  comparatively  no  symptoms,  grow 
very  slowly,  seldom  affect  the  general  health  of  the  patient,  and 
come  under  observation  only  because  their  increasing  size  at- 
tracts attention.  It  is  not  always  easy  to  differentiate  between 
them  and  an  ovarian  cyst.  As  a  rule,  being  situated  between 
the  layers  of  the  broad  ligament,  a  cyst  of  the  parovarium  grows 
more  downward  into  the  pelvic  cavity,  and  only  when  it  has  at- 
tained considerable  size  becomes  apparent  through  the  abdomi- 
nal walls.  This  prominence  of  growth  into  the  pelvic  cavity, 
its  situation  to  one  side  of  the  uterus  entirely — which  organ  it 
has  pushed  upward  and  to  the  other  side — the  immobility  of  the 
cyst,  its  evidently  unilocular  character,  and  finally  the  perfectly 
clear,  limpid  appearance  of  the  fiuid  removed  by  aspiration,  will 
usually  serve  to  make  the  diagnosis  of  broad-ligament  cyst  per- 
fectly clear.  These  cysts  seldom  attain  a  greater  size  than  that 
of  a  uterus  at  six  months  of  pregnancy.  I  have  met  with  one 
case,  however,  in  which  the  cyst  contained  thirty-eight  ])ints 
of  fiuid.  Being  intraligamentous,  these  cysts  have  the  disad- 
vantage of  possessing  no  pedicle,  and  in  removing  them  through 
a  median  abJoniiial  incision  it  is  therefore  necessary  to  first 
sew  the  broad  ligament  to  the  edges  of  the  al)dominal  wound, 
then  to  open  the  cyst  an  1  enucleate  its  sac  entirely  from  its 
bed  in  tlie  pjlvic  cellular  tissue.  If  this  is  not  easily  possible 
it  is  better  not  to  insist  upon  it,  but  to  i)ack  the  cavity  with 
gauze,  as  should  be  dcjiie  after  complete  enucleation  uf  the  cyst, 
and  to  trust  tu  the  gradual  closing  of  the  cavity  by  contraction 
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and  granulation.     Tliis  is   usually  a  matter  of  some  weeks'  or 


Fio.  42.— Double  pyosalplnx;  double  ovarian  abscess,  with  rupture  on  riRht  side  during 
removal.    Recovery. 

even,  months'  duration,  but  such  cases  almost  without  excep- 
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tion  terminate  favorably.  As  I  have  already  said,  I  prefer 
opening  cysts  of  the  broad  ligament  through  the  vagina,  if  they 
point  pre-eminently  in  that  direction,  since  the  risk  is  much 
smaller  and  it  is  hardly  worth  while  to  expose  patients  to  any 
great  danger  from  removing  these  cysts,  because  they  by  no 
means  have  the  deleterious  efiFect  upon  the  general  health  which 
is  so  distinctive  of  ovarian  cysts. 

Hematoma  of  the  Ovaries  was  found  three  times  on  opening 
the  abdomen,  the  exact  diagnosis  of  this  condition  not  having 
been   made  beforehand.     The  operation  was  performed  solely 


Fig.  48.— Ovarian  abscess  ;  rupture  during  removal.    Universal  adhesions.    Recovery. 

for  persistent  pain  in  the  ovarian  region  which  had  failed  to 
yield  to  all  treatment.  Bimanually  no  evidence  of  a  distention 
of  the  ovary  could  be  felt,  which  was  doubtless  due  to  the  fact 
that  the  sac  in  each  instance  was  not  fully  distended,  but  was 
flaccid  and  could  no  more  be  felt  through  than  could  coils  of 
small  intestine.  The  sacs  in  each  instance  were  about  the  size 
of  a  mandarin  orange,  completely  adherent,  but  easily  enucle- 
able.  Rupture  took  place  each  time,  but  recovery  was  unin- 
terrupted, the  pelvic  cavity  being  thoroughly  washed  out  with 
Thiersch's  solution  before  closure.  Id  one  case  I  employed  a. 
glass  drainage  tui)e,  but  found  it  unnecessary  in  the  later  cases. 
All  recovered. 
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Abscess  of  the  Ovary ^  more  or  less  connected  with  inflamma- 
tory disease  of  the  tube,  was  operated  on  by  celiotomy  in  sixteen 
cases,  with  fifteen  recoveries.     (See  page   496.) 

Celiotomy  for  Chronic  Inflammation  of  the  Ovaries  and 
Tubes  together  was  performed  seventy-one  times.  It  must  be 
understood  that  in  these  cases  of  so-called  chronic  salpingo- 
oophoritis  the  tube  is  usually  the  chief  feature  in  the  case,  the 
inflammation  having  been  transmitted  from  the  endometrium 
to  it  and  the  pathological  changes  being  confined  usually  to  it. 
The  ovary  is  only  involved  secondarily  and  may  in  many  cases 
be  practically  perfectly  healthy.  Both  ovary  and  tube  are  liable 
to  become  adherent  to  the  bottom  of  Douglas'  pouch  and  to  be 
curled  up  by  the  contraction  of  these  adhesions  so  as  to  be  en- 
tirely immovable.  The  tube  in  the  milder  cases  is  simply  af- 
fected by  a  catarrhal  inflammation  which  produces  no  hyper- 
trophy of  the  tube  walls,  but  often  closes  the  peritoneal  end  of 
the  tube.  The  contents  of  such  a  catarrhal  tube  are  not  pus  but 
mere  thick,  discolored  mucus.  In  the  older  cases  the  frequent 
repetitions  of  inflammatory  action  in  the  tube  gradually  bring 
about  hypertrophy  of  its  walls  until  the  tube  may  become  as 
thick  as  the  little  or  even  the  index  finger.  It  is  more  or  less 
curled  upon  itself,  twisted  and  tortuous,  with  sacculations  at 
various  points  due  to  the  accumulation  of  muco-pus.  Both  the 
uterine  and  abdominal  ends  of  the  tube  are  usually  closed  by 
adhesions,  chiefly  the  abdominal  end.  The  ovary,  as  I  have 
already  remarked,  may  be  entirely  healthy,  although  it  is  bound 
down  by  adhesions  and  often  covered  by  the  infundibulum  of 
the  tube  which  is  spread  over  and  adherent  to  it.  Conception 
in  such  cases  is  of  course  impossible,  since  even  if  the  uterine 
end  of  the  tube  were  open  the  spermatozoa  could  not  escape 
from  the  abdominal  end,  even  supposing  that  they  succeed  in 
passing  the  various  constrictions  on  the  way.  Besides,  the  adhe- 
sions covering  the  ovary  would  interfere  with  the  escape  of  the 
ova  from  the  Graafian  follicles.  In  operating  on  such  patients 
we  must  therefore  consider  that  practically  they  are  sterile, 
and  that  therefore  the  removal  of  their  diseased  appendages 
does  not  in  any  way  affect  their  prospects  of  maternity.  They 
are  no  more  sterile  after  the  removal  of  the  appendages  so  dis- 
eased than  they  were  before.  It  is,  however,  usually  impossible 
to  determine  by  any  physical  examination,  even  by  the  most  ex- 
perienced hands,  exactly  what  the  pathological  conditions  of  the 
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appendages  are  after  a  series  of  local  inflammatory  attacks.  I 
have  therefore,  after  a  fairly  large  experience,  numbering  in  all 
probability  several  thousand  cases  in  both  hospital  and  private 
practice,  come  to  the  conclusion  that  we  are  not  justified  in  re- 
moving appendages  which  have  undergone  a  certain  amount  of 
inflammatory  action,  even  though  they  may  be  entirely  useless 
for  the  purposes  for  which  they  were  originally  intended,  unless 
the  patient  suffers  so  much  pain  from  their  diseased  condition 
that  she  is  practically  rendered  a  bedridden  invalid  and  prefers 
to  undergo  the  risks  of  the  removal  of  the  diseased  organs  rather 
than  to  continue  to  suffer  the  discomforts  which  tliey  cause.  As 
I  have  already  said,  the  question  of  mutilation  or  of  removing 
organs  which  are  necessary  to  possible  maternity  does  not  come 
under  consideration  in  well-marked  cases  of  this  kind,  since  an 
occluded  tube  and  an  adherent  ovary  are  sufficient  causes  for 
sterility.  I  do  not  expect  or  pretend  to  restore  such  appendages 
to  their  normal  condition  by  any  method  of  treatment ;  it  is  not, 
therefore,  for  this  reason  that  I  am  conservative  as  regards  advis- 
ing their  removal ;  I  simply  do  not  believe  that  organs,  even  if 
they  are  diseased,  which  produce  no  decided  discomfort  to  their 
possessor,  should  be  removed  by  an  operation  which  will  never 
be  entirely  devoid  of  danger,  no  matter  who  perforins  it.  It  is 
only  when  these  organs  become  the  source  of  decided  and  other- 
wise irremediable  distress  that  I  think  we  ought  to  remove 
them.  Let  it  be  well  understood  that  I  am  not  now  speaking  of 
accumulations  of  pus  in  the  tubes  or  ovary,  but  merely  of  tubes 
more  or  less  diseased  by  chronic  inflammatory  processes,  which 
tubes,  if  allowed  to  remain,  will,  however,  in  all  probability 
never  expose  their  possessors  to  any  serious  danger.  The  fore- 
going statements  will  account  for  the  fact  that  I  have  operated 
on  comparatively  so  few  cases  of  chronic  salpingo-oophoritis.  I 
could  have  easily  done  ten  times  as  many  such  operations  had  I 
believed  that  I  was  justified  in  doing  so.  I  may  have  erred  on 
the  side  of  ultra-conservatism,  but  if  I  did  the  error  could  easily 
be  corrected  at  some  later  date,  whereas  I  have  never  known 
ovaries  and  tubes  once  removed  to  be  capable  of  replacement. 
The  operation  is  not  necessarily  a  very  serious  one,  since  only 
one  out  of  seventy-one  died,  slightly  more  than  one  per  cent. 
While  therefore  nearly  all  the  patients  recovered  from  the  ope- 
ration, I  cannot  say  that  all  were  cured  thereby,  for  in  a  certain 
proportion  of  the  cases  the  pains  of  which  the  patients  com- 
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plained  before  and  for  which  the  operation  was  done  continued 
for  a  year  or  more  afterward  in  very  much  the  same  intensity. 
Still,  the  large  majority  of  the  patients  were  eventually  cured 
entirely,  and  I  therefore  do  not  regret  having  performed  the 
operation.  Occasionally  if  the  adhesions  were  very  dense  an 
exudate  would  appear  around  the  pedicle,  which  would  persist 
for  several  weeks  and  retard  convalescence  accordingly. 

In  a  certain  proportion  of  cases,  perhaps  ten  per  cent,  men- 
struation continued  with  more  or  less  regularity  for  a  year  or 
longer  after  the  removal  of  the  diseased  appendages,  although 
I  am]  sure  their  removal  was  complete.  In  one  instance  the 
ovary  was  divided  into  two  parts,  so  as  to  appear  like  two  ovaries. 


Fig.  '44.— Chronic   ioterstitial  salpingitis  with  hypertrophied  walls  (pachysalpingitis). 
<Diagrammatic.) 


If  by  accident  the  pedicle  ligature  was  so  applied  as  to  leave  the 
portion  of  the  ovary  next  to  the  uterus  behind,  the  persistence 
of  menstruation  would  be  easily  explained.  This  malformation 
is,  however,  very  rare.  The  cause  of  the  continuance  of  men- 
struation after  removal  of  the  appendages  is  not  understood.  I 
have  noticed  it  only  when  the  appendages  were  diseased  and 
adherent. 

It  has  been  my  practice  in  all  celiotomies  to  make  as  small  an 
incision  as  I  could  conveniently  work  through,  probably  scarcely 
ever  longer  than  three  inches.  I  have  usually  employed  my  lin- 
gers as  the  agents  for  detaching  the  adherent  appendages,  and 
only  when  intestinal  adhesions  were  present  or  when  the  case 
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was  one  of  exceptional  difficulty,  such  as  splitting  of  the  broad 
ligament  or  severe  hemorrhage,  have  I  found  it  necessary  to 
place  the  patient  in  Trendelenburg's  position  and  expose  the 
field  of  operation  to  the  eye.  As  long  ago  as  1886  I  became 
convinced  that  the  indiscriminate  use  of  drainage  after  abdom- 
inal section  was  a  mistake,  and  that  if  the  operator  was  clean  and 
careful,  avoiding  not  only  the  introduction  of  septic  germs  into 
the  peritoneal  cavity,  but  also  particularly  removing  all  the  dis- 
eased tissue  and  checking  all  hemorrhage  before  closing  the  cav- 
ity, drainage  was  not  only  unnecessary  but  harmful.  This  ap- 
plies particularly  to  the  old  form  of  drainage  by  glass  tubes, 
which  drained  very  little  and  irritated  more  than  they  did  good. 
Whenever  I  have  been  obliged  to  drain  in  late  years  I  have  used 
either  iodoform  or  sterilized  gauze  after  the  principle  of  Miku- 
licz, removing  it  within  twenty-four  or  forty  eight  hours,  as  the 


Fig.  45.— Mund6's  perforating  forceps  for  abdomino  vaginal  drainage. 


case  might  be,  and  then  usually  closing  the  wound  entirely. 
The  use  of  such  gauze  drainage  was  limited  almost  entirely  to 
cases  where  there  was  considerable  parenchymatous  oozing  which 
was  not  checked  completely  when  the  abdominal  wound  was 
closed.  In  a  few  instances,  particularly  abscesses  and  intraliga- 
mentous ovarian  tumors,  I  have  perforated  into  the  vagina  and 
drawn  a  white  rubber  drainage  tube  or  a  thin  strip  of  iodo- 
form gauze  through  the  abdominal  incision,  thus  affording  free 
downward  drainage.  I  think  I  have  saved  some  lives  by  this 
procedure.  The  instrument  shown  in  the  cut  is  one  which  I 
have  devised  for  the  purpose  of  perforating  Douglas'  pouch 
and  the  vaginal  roof  and  drawing  through  a  drainage  tube  for 
such  cases. 

In  concluding  this  portion  of  my  subject  I  will  say  that  I  con- 
fess that  I  consider  it  one  of  the  most  difficult  questions  to  de- 
cide whether  a  given  case  of  diseased  ovaries  and  tubes  warrants 
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the  operation  for  their  removal  or  not.  There  are  so  many  dif- 
ferent opinions  on  this  subject,  and  so  many  undoubtedly  per- 
fectly honorable  and  straightforward  men  advise  and  practise 
this  operation  in  cases  where  I  cannot  make  up  my  mind  to  it, 
that  I  am  afraid  I  will  have  to  leave  the  indication  for  this  ope- 
ration to  the  individual  judgment  of  each  operator.  I  am  aware 
that  I  have  laid  myself  open  to  very  decided  and,  I  regret  to 
say,  from  some  quarters  violent  criticism  for  a  plain  expression 
of  my  opinion  on  this  subject;  but  I  feel  that  I  have  acted  and 
am  acting  for  what  in  my  judgment  is  best  for  my  patients.  If 
other  men  think  differently  and  act  otherwise  the  responsibility 


Fig.  46.— Left  pyosalplnx  adherent  in  Douglas'  pouch.    Ovary  to  right. 

lies  with  them.  Pyosalpinx,  or  a  tube  distended  by  pus,  is  quite 
a  different  thing  from  a  tube  simply  diseased  by  chronic  inflam- 
mation. A  pus-sac,  whether  it  be  of  the  ovary  or  the  tube,  is 
always  a  source  of  imminent  danger  to  the  woman  who  carries 
it,  for  it  may  rupture  internally  at  any  time  and  produce  a  fatal 
peritonitis.  The  indication,  therefore,  for  an  operation  in  cases 
of  pyosalpinx  is  always  imperative.  I  often  see  reports  of  ope- 
rations for  "pyosalpinx"  in  which  the  amount  of  pus  found  in 
the  tube  amounted  only  to  a  few  drops  or  a  teaspoonful  or  so. 
These  are  recorded  as  instances  of  successful  removal  of  a  pyo- 
salpinx. Such  a  tube,  however,  is  not  what  I  call  a  pus-tube  or 
a  pyosalpinx. 
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It  seems  that  I  operated  on  forty  cases  of  true  pyosalpinx,  ac- 
cording to  the  record.  Of  these  five  died.  By  operation  for 
pyosalpinx,  however,  I  do  not  mean  that  in  every  case  the  abdo- 
men was  opened  and  the  pus-tube  enucleated  and  removed. 
Whenever  the  pus-tube  was  movable  or  but  slightly  adherent,  so 
far  as  an  examination  could  determine,  or  whenever  the  accu- 
mulation of  pus  was  present  on  both  sides  (twenty-six  cases),  I 
have  invariably  opened  the  abdomen  and  removed  the  entire 
pus-sac  together  with  the  ovary.  In  a  certain  number  of  cases 
(fourteen),  however,  where  the  distended  tube  was  firmly  adhe- 
rent, was  present  only  on  one  side,  and  bulged  deeply  intc  the 
vagina  so  that  it  could  be  easily  opened  through  that  canal,  I 
have  so  operated  upon  it,  and  have  usually  succeeded,  after  some 
months  of  drainage  and  irrigation,  in  bringing  about  a  closure  of 
the  sac.  This  method  is  of  course  much  less  dangerous  than 
that  by  abdominal  section,  although  I  will  admit  that  it  is  also 
less  certain  of  a  permanent  cure.  As  a  rule,  of  course,  if  the 
whole  of  the  sac  of  an  abscess  can  be  safely  removed,  such  a 
course  is  by  far  preferable. 

Hematosalpinx,  or  a  distention  of  the  tube  by  blood,  I  find 
recorded  twice.  It  is  now  a  well-known  fact  that  an  effusion  of 
blood  into  the  Fallopian  tube  is  in  ninety-nine  out  of  a  hundred 
cases  due  to  the  intramural  rupture  of  an  ectopic  pregnancy,  and 
still  I  suppose  there  are  some  cases  of  blood-tube  where  abso- 
lutely no  history  of  pregnancy  can  be  elicited.  As  we  have 
apoplexy  of  the  ovary,  which  forms  the  hematoma  of  which  I 
have  spoken,  so  we  may  have  a  rupture  of  a  varicose  vein  into 
the  tubal  canal  which  may  distend  it  with  blood.  So  far  as  it 
was  possible  to  ascertain,  the  two  cases  of  hematosalpinx  re- 
ported here  had  nothing  to  do  with  ectopic  pregnancy  ;  but  of 
this  fact  I  cannot  be  perfectly  sure. 

Ectopic  Pregnancy  is  recorded  sixteen  times,  six  of  the  right 
and  ten  of  the  left  side,  M'ith  two  deaths.  In  one  of  the  fatal 
cases,  I  regret  to  say,  I  failed  to  operate,  although  I  made  the 
probable  diagnosis  by  the  history  and  bimanual  palpation.  Tiie 
patient  was  in  good  condition  but  quite  tympanitic,  and  I  pre- 
ferred to  reduce  the  tympanites  before  opening  the  abdomen. 
Unfortunately  a  secondary  hemorrhage  came  on  during  the 
night,  and  before  help  could  reach  her  she  died.  The  post-mor- 
tem showed  the  whole  abdominal  cavity  up  to  the  diaphragm 
permeated  with  dark  clots,  and  a  ruptured  tubal  pregnancy  the 
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sac  of  which  was  adherent  in  Douglas'  pouch.  She  could  easily 
have  been  saved  by  an  operation.  In  the  other  fifteen  cases  I 
made  the  diagnosis,  at  least  presumably,  in  the  majority,  in  sev- 
eral of  them  with  absolute  certainty,  and  verified  it  by  the 
speedily  performed  operation.  In  a  number  the  sac  had  rup- 
tured previously  and  the  effused  blood  was  surrounded  by  adhe- 
sions, but  in  several  others  the  sac  was  unruptured  and  burst 
only  during  its  removal.  One  very  desperate  case  was  trans- 
ferred to  me  from  the  medical  service,  where  she  had  been  for 
four  or  five  weeks,  having  been  admitted  there  with  a  doubtful 
diagnosis.  The  history  as  given  me  pointed  distinctly,  in  my 
opinion,  to  a  ruptured  tubal  pregnancy.    The  abdomen  was  much 


Fig.  47.— Tubal  pregnancy  on  right  side.    Rupture  during  removal.    Recovery.    Fetus 
not  found. 

distended,  complete  dulness  existed  below  the  umbilicus  through- 
out, and  there  was  fairly  distinct  fluctuation.  The  patient's 
temperature  was  104°,  her  pulse  above  130  and  poor,  and  her 
tongue  furred  and  drj^— evidently  a  septic  condition.  An  aspira- 
tion made  by  the  medical  staff  in  the  right  iliac  region  had  re- 
vealed putrid  fluid  blood.  Half  an  hour  after  I  saw  her  I  opened 
the  abdomen  and  was  astounded  at  the  gush  of  foul  bloody  fluid 
from 'the  peritoneal  cavity.  It  poured  forth  in  a  torrent,  so 
much  so  that  the  spectators  suggested  that  I  must  have  opened 
an  aneurism  of  the  abdominal  aorta.  The  intestines  were  uni- 
versally glued  together,  and  in  the  bottom  of  the  pelvic  cavity 
I  found  what  proved  to   be  a   distended    and   adherent   tube 
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which  was  split  in  the  middle.  Peeling  this  loose  I  found 
behind  it  the  retroverted  and  adherent  uterus.  The  adhesions 
were  all  fresh  and  easily  detached.  Tying  off  what  I  could  of 
the  rotten  tube  which  was  on  the  left  side,  I  washed  out  the  ab- 
dominal cavity  with  gallons  of  warm  Thiersch's  solution,  packed 
Douglas'  pouch  loosely  with  iodoform  gauze,  and  closed  the  rest 
of  the  wound.  The  patient's  condition  was  then  such  that  it 
was  scarcely  thought  that  she  would  survive  the  night.  By  dint 
of  several  hundred  stimulating  hypodermics  (camphor  and 
ether,  strychnine  and  whiskey)  she  rallied,  the  temperature  fell 
to  about  100°,  the  pulse  to  1 12,  and  there  appeared  some  slight 


FiQ.  4R.— Tubal  prep^ancy  on  left  side  ;  previous  repeated  intraDiural  hemorrhages. 
Ruptured  just  before  ~eraoval.    Recovery.    Umbilical  cord  in  centre  ;  fetus  not  found. 

hope  for  her  recovery.  Two  days  after  that  the  temperature 
went  up  again,  and,  though  there  was  no  discharge  from  the 
wound,  I  removed  the  gauze,  when  at  least  a  pint  of  very  offen- 
sive fluid  escaped  from  the  abdominal  wound.  Seeing  that 
drainage  could  not  be  effected  in  this  way,  I  perforated  the 
vaginal  vanlt  with  the  instrument  seen  in  the  cut  and  drew  a 
large  perforated  rubber  drainage  tube  through  from  the  vagina. 
By  this  means  the  wound  was  ke])t  fairly  clean  and  in  course  of 
time  granulated  up  completely  and  the  patient  made  a  good  re- 
covery. I  think  tills  was  without  exception  the  most  desperate 
case  of  abdominal  surgery  which  I  have  seen  recover. 

In  one  instance  I  was  misled  by  the  history  of  a  case  which 
was  sent  in  as  one  of  pregnancy  of  the  right  tube,  and  did  not 
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find  ont  my  mistake  until  I  had  opened  the  peritoneal  cavity. 
Then  I  discovered  that  the  tube  was  normal  and  that  the  lateral 
tumor  on  the  right  side  was  due  to  irregular  distention  of  the 
uterus.     I  thought  I  had  an   interstitial  pregnancy  before  me. 
There  being  no  doubt  about  gravidity,  I  drew  the  uterus  out  of 
the  wound  with  volsella,  intending  to  open  the  supposed  ectopic 
sac,  deliver  the  fetus,  and  sew  that  horn  of  the  uterus  into  the 
abdominal  wound.     In  order  to  facilitate  the  delivery  of  the 
uterus  I  inserted  an  aspirator  needle  and  drew  off  some  ounces 
of  amniotic  fluid.     Before  proceeding  I  directed  an  assistant  to 
pass  a  sound  into  tlie  uterus,  in  order  to  see  where  I  should  open 
the  supposed  distended  right  horn.     To  my  surprise  I   found 
that  the  sound  entered  to  the  left  side  and  only  to  the  depth  of 
three  inches.     On  requesting  him  to  reinsert  it  toward  the  right 
it  passed  up  to  the  very  end  of  the  right  horn  to  a  distance  of 
five  inches,  and  at  once  the  diagnosis  was  made  plain — it  was  a 
case  of  pregnancy  in  the  right  horn  of  a  double  uterus.     I  closed 
the  small  wounds  of  the  aspirator  and   volsella  by  catgut,  re- 
turned the   uterus  into  the  abdomen,  and   closed  the  wound. 
The  woman  aborted  the  same  night,  but  made  an  uneventful  re- 
covery.    My  experience  with  the  diagnosis  of  ectopic  pregnancy 
before  operation  very  distinctly  contradicts  the  assertion  which 
Tait  made  some  years  ago,  that  this  diagnosis  can  never  be  made 
until  after  the  abdominal  cavity  is  opened.     I  can  prove  by  the 
records  and  by  my  assistants  that  with  scarcely  an  exception  I 
made  the  probable  diagnosis  with  sufficient  assurance  to  warrant 
me  in  sending  out  the  invitation  cards  to  the  operation  so  printed. 
Celiotomy  for  removal  of  the  ovaries  and  tubes  for  other  than 
decided   disease   of  those    organs — that   is,  for  reflex  hystero- 
epilepsy — was  done  by  me  in  Ave  instances.     These  cases  are 
included  in  the  seventy-one  reported  as  for  chronic  salpingo- 
oophoritis.     It  may  be  considered  strange  that,  with  the  con- 
servative views  which  I  hold  upon  removal  of  the  appendages, 
I  should  have  allowed  myself  to  be  induced  to  remove  clinically 
apparently   normal   appendages    for   the   cure   of    epileptiform 
convulsions  which  were  supposed  to  be  due  to  the  function  of 
ovulation,     I  admit  this  criticism,  but  I  can  say  in  explanation 
that  all  of  the  eases  had  been  under  the  observation  of  several 
prominent  gynecologists  and  neurologists  for  several  years,  had 
•been  subjected  to  all  kinds  of  constitutional  and  local  treatment 
.  (massage,  rest,  electricity,  and  all  the  known  nervines),  without 
56 
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any  benefit  whatever,  and  only  after  prolonged  deliberation  on 
my  part  did  I  consent  to  the  operation.  They  were  brought  to 
me  from  different  parts  of  the  country,  and,  with  the  exception 
of  the  first  one,  were  voung:  unmarried  women.  I  will  admit 
that  tlie  indication  is  at  l)est  a  dubious  one,  but  the  results  proved 
that  it  was  well  taken.  In  all  of  the  four  unmarried  eases  the 
attacks  were  distinctly  associated  with  the  menstrual  function 
and  recurred  in  the  intermenstrual  period  at  frequent,  irregular 
intervals.  On  removing  the  appendages  the  tubes  were  found 
normal,  but  the  ovaries  cirrhotic,  shrunken,  and  even  to  the 
naked  eye  decidedly  diseased.  There  was  no  enlargement  of 
the  ovaries,  be  it  understood,  but  decidedly  the  reverse,  the 
number  of  Graafian  follicles  being  in  each  case  markedly  dimin- 
ished and  their  size  below  the  average.  In  one  case  the  ovarian 
tissue  was  more  like  that  of  the  kidney.  All  four  of  these  girls 
recovered  from  the  operation  and  from  their  neurotic  symptoms. 
In  one  the  attacks  persisted  for  several  months,  but  finally  dis- 
appeared. Three  of  these  young  girls  became  trained  nurses. 
I  have  often,  in  speaking  of  these  cases,  jokingly  suggested  the 
possible  influence  which  removal  of  the  appendages  had  upon 
the  tendency  of  a  woman  to  become  a  trained  nurse.  The 
fourth  married  a  clergyman  and  I  have  since  seen  her  in  per- 
fect health.  The  first  case  of  the  series  was  in  a  widow,  and  it 
was  the  only  failure.  I  think  myself  that  the  indication  was 
badly  taken,  since  the  derangement  was  more  of  a  mental  char- 
acter, which  finally  developed  into  insanity  and  induced  her  to 
commit  suicide  some  time  after  recovering  from  the  operation. 

Only  in  two  instances  did  I  Remove  the  healthy  appendages  to 
arrest  the  growth  of  fibroid  tumors,  both  times  with  perfect  suc- 
cess. Menstruation  was  at  once  checked,  and  a  year  later  the 
tumor  had  in  each  instance  shrunk  to  less  than  one-half  its  size 
when  I  operated.  One  was  a  married  woman,  the  other  a  virgin. 
In  the  first  case  I  operated  for  pain,  in  the  second  for  metror- 
rhagia. The  latter  called  on  me  a  year  afterward  to  introduce 
her  husband  !     She  was  then  in  perfect  health. 

Abdominal  section  was  twice  performed  for  Tubercular  Peri- 
tonitis, the  diagnosis  having  been  made  with  some  probability 
beforehand.  One  patient  died  from  the  exhaustion  of  the  dis- 
ease, not  so  much  from  the  operation.  I  have  not  been  able  to 
agree  with  those  operators  who  have  experienced  such  favorable 
results  from  this  operation  for  this  disease,  since  of  the  six  cases 
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in  all  in  which  I  have  done  it,  five  of  whom  recovered  from  the 
operation,  the  tubercular  disease  has  evidently  continued  in  the 
abdomen  or  made  its  appearance  in  the  lungs  and  the  patients 
lived  but  a  comparatirely  short  time.  I  suppose  this  has  been 
merely  my  bad  luck,  and  I  shall  therefore  not  fail  to  try  again 
in  a  suitable  case. 

In  three  cases  I  opened  the  abdomen  for  General  Septic  Peri- 
tonitis, with  which  the  patients  were  admitted ;  two  of  these 
died  from  exhaustion,  the  third  recovered.  What  the  cause  of 
the  peritonitis  was  I  was  unable  to  determine. 

In  three  cases  I  opened  the  abdomen  for  Intestinal  Obstruction. 
This  accident  does  not  really  belong  to  my  service,  but,  the 
cases  having  been  admitted  and  the  diagnosis  made,  there  was 
no  time  to  transfer  them  to  the  general  surgical  service.  They 
were  all  desperate  cases  and  two  died  soon  after  the  operation. 
In  the  fourth,  after  the  obstruction  had  been  discovered  and 
relieved,  the  enormously  distended,  almost  black  intestine  was 
with  difficulty  returned  into  the  abdominal  cavity  and  the  wound 
closed.  Feeling:  sure  that  if  this  distention  was  not  relieved  the 
intestine  would  rupture,  I  ordered  a  large  ox-gall  and  sulphate 
of  magnesia  high  enema,  and  ten  grains  each  of  calomel  and 
compound  jalap  powder,  to  be  given  as  soon  as  the  patient  was 
returned  to  the  ward.  In  a  few  hours  an  enormous  evacuation 
of  fluid  fecal  matter  and  gas  took  place,  the  intestines  collapsed, 
and  recovery,  with  the  exception  of  some  stitch-hole  abscesses, 
was  perfectly  uneventful.  This  was  a  case  in  which  the  uterus 
and  appendages  had  been  removed  for  fibroid  tumor  some 
months  before  by  a  well-known  operator,  and  the  adhesions  of 
the  intestine  were  in  the  line  of  the  cicatrix  left  from  that 
operation. 

In  two  instances  I  opened  the  abdominal  cavity  and  Shortened 
the  Round  Ligaments  for  retroversion,  after  peeling  loose  the 
adherent  uterus  and  appendages.  The  method  which  I  followed 
was  that  recommended  by  Mann,  which  consists  in  doubling  the 
ligaments  once  upon  themselves  and  stitching  them  to  the  ante- 
rior uterine  surface.  The  result  in  both  cases  was  very  satis- 
factory so  far  as  retention  of  the  uterus  in  the  normal  position 
is  concerned.  I  never  employ  this  intraperitoneal  method  of 
shortening  the  round  ligaments  except  when  the  uterus  and 
appendages  are  adherent,  preferring  by  far  Alexander's  ope- 
ration for  the  movable  uterus  and  appendages,    which  I  have 
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discussed  in  detail  earlier  in  this  paper.  I  tliiuk  possibly  the 
detachment  of  the  adherent  retroverted  uterus  and  appendages, 
by  means  of  an  incision  through  the  vaginal  vault,  may  be 
effected  with  safety,  and  if  so,  after  closing  the  vaginal  wound, 
the  romid  ligaments  may  be  shortened  by  Alexander's  operation. 
Thus  a  superior  abdominal  opening  can  be  avoided. 

Two  rather  rare  instances  of  Sarcoma  of  the  Rectus  Muscle^ 
both  on  the  left  side,  came  under  observation,  which  necessitated 
the  opening  of  the  peritoneal  cavity  in  order  to  permit  the  total 
extirpation  of  the  malignant  growth.  The  operations  were 
exceedingly  difficult  and  the  wound  made  was  very  large.  The 
incision  was  closed  by  interrupted  sutures  of  catgut  and  silk- 
worm gut  applied  in  stages,  and  both  patients  recovered  from 
the  operation.  What  the  ultimate  results  were  as  regards  recur- 
rence I  do  not  know. 

In  three  cases  1  accidentally  had  the  opi)ortunity  to  open  an 
Appendiceal  or  Perityphlitic  Abscess;  they  were  admitted 
with  the  diagnosis  of  pelvic  peritonitis.  One  patient  recovered 
without  any  difficulty,  the  second  died  of  general  peritonitis, 
and  in  the  third  the  diagnosis  was  masked  by  a  tumor  which 
protruded  the  abdominal  wall  in  the  right  iliac  fossa,  which  I 
pronounced  to  be  an  ovarian  tumor.  The  patient  liad  some 
temperature  and  evidences  of  suppuration  ;  1  therefore  sup- 
posed I  had  to  deal  with  a  twisted  pedicle  and  suppuration  of 
an  ovarian  cyst.  On  opening  the  abdomen  I  found  that  my 
diagnosis  of  ovarian  cyst  was  correct,  but  on  removing  it  it  was 
discovered  that  the  fever  was  due  to  a  perityphlitic  abscess 
which  had  burrowed  down  behind  the  peritoneum  and  had  so 
far  destroyed  the  posterior  layer  of  the  broad  ligament  as  to 
cause  it  to  rupture  while  the  finger  was  exploring  the  pelvic 
cavity.  Tiie  patient  died  of  general  septic  peritonitis.  My 
experience  with  perityphlitic  abscess  in  the  female  has  since 
been  (juite  large,  but  mostly  in  private  practice,  the  cases  having 
come  to  ray  notice  as  pelvic  peritonitis.  I  have  seen  several 
in.stances  of  the  pus  burrowing  down  retro|)eritoneally,  discharg- 
ing into  the  vagina,  into  the  rectum,  and  once  the  al)scess  opened 
in  the  median  line  above  the  symphysis  pubis.  1  also  have  seen 
several  cases  of  appendicitis  with  suppuratidii  during  ])regiiancy, 
once  producing  an  abortiun  and  once  a  premature  delivery  of  a 
dead  child  in  the  eighth  month.  With  the  exception  of  the 
abortion  case  all  these  cases  recovered  after  I  opened  the  abscess 
in  the  usual  wav. 
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I  was  obliged  to  perform  abdominal  section  for  two  cases  of 
deep-seated  Abdominal  Fistula  remaining  after  removal  of  sup- 
purating tubal  sacs.  It  was  necessary  to  exsect  the  walls  of  the 
fistulous  track  and  then  to  drain  into  the  vagina,  closuig  the 
upper  portion  of  tlie  track  with  catgut  sutures.  These  opera- 
tions are  exceedingly  difficult  and  their  results  by  no  means  as 
satisfactory  as  we  could  wish,  since  the  fistula  is  very  liable  to 
remain  open  in  spite  of  our  efforts.  There  is  often  a  silk  liga- 
ture at  the  bottom  of  such  fistulse,  and  only  a  removal  of  the 
ligature  will  eventually  result  in  a  cure. 

Exploratory  Celiotomy  was  performed  by  me  sixteen  times 
for  different  conditions  :  partly  for  ascites  from  malignant  dis- 
ease of  different  abdominal  organs,  usually  the  liver  or  peri- 
toneum, and  not  of  a  gynecological  nature,  partly  for  diagnosis 
of  conditions  elsewhere  mentioned  in  this  report. 

Once  I  opened  the  abdomen  for  the  purpose  of  removing  a 
Hematoma  of  the  Left  Broad  Ligament,  but,  finding  that  I 
could  not  easily  stitch  the  wall  of  the  sac  to  the  anterior  abdom- 
inal wall,  I  did  not  open  the  hematoma,  but  closed  the  incision 
and  opened,  evacuated,  and  drained  the  hematoma  per  vaginam, 
with  the  result  of  a  speedy  cure. 

In  two  instances  I  opened  the  abdomen  for  a  tumor  situated 
to  the  left  of  and  behind  the  uterus,  which  I  took  to  be  the  in- 
flamed and  adherent  ovary  and  tube  ;  indeed,  I  thought  it  was  a 
small  semi-solid  ovarian  tumor.  In  the  first  case,  on  intend- 
ing to  peel  it  loose  from  what  I  took  to  be  the  adhesions,  and 
having  succeeded  and  drawing  up  the  tumor  through  the  ab- 
dominal wound,  I  found  to  my  surprise  that  it  was  the  kidney 
which  I  had  cleanly  peeled  out  of  its  capsule.  Of  course  what 
I  took  to  be  the  adhesions  were  the  peritoneum  lining  Douglas' 
pouch  and  the  capsule  of  the  kidney.  I  was  obliged  to  remove 
it,  which  I  did  by  tying  off  the  pedicle  in  the  usual  manner, 
dropping  it  back,  and  covering  it  over  carefully  with  its  capsule 
and  the  peritoneum.  While  for  several  days  the  woman's  gene- 
ral condition  was  not  very  good,  apparently  due  to  shock,  and 
the  amount  of  urine  went  down  as  low  as  twelve  ounces  in  the 
twenty-four  hours,  the  other  kidney  soon  took  up  the  work,  the 
urine  gradually  increased  to  its  normal  quantity,  and  the  patient 
made  a  good  recovery.  In  the  second  instance,  several  years 
later,  the  peculiar  feel  of  the  tumor  in  the  left  half  of  the 
pelvis  reminded  me  of  this  first  case,  and  on  opening   the  ab- 
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dominal  cavity  and  tinding  that  the  left  ovary  was  normal,  and 
that  therefore  the  tumor  could  not  be  one  of  the  appendages,  I 
passed  mj  hand  into  the  left  renal  region  and  found  the  kidney 
missing.  Although  the  right  was  in  its  normal  position,  I  did 
not  think  it  worth  while  to  remove  the  displaced  kidney,  since 
it  appeared  to  l)e  healthy,  and  therefore  closed  the  abdominal 
wound,  and  the  woman  promptly  recovered.  I  think  there  are 
very  few  cases  on  record  of  such  a  complete  downward  displace- 
ment of  the  kidney  as  I  have  thus  twice  witnessed. 

Only  once  has  it  been  my  duty  to  operate  on  a  Ventral 
Hernia,  which  was  left  over  after  the  removal  of  two  ovarian 
tumors  at  different  intervals  by  Professor  Kiister,  of  Berlin. 
The  ventral  hernia  was  caused  not  only  by  the  diastasis  of  the 
recti  muscles,  but  also  by  a  tumor  which  distended  the  abdomi- 
nal walls  and  which  was  situated  apparently  between  the  layers 
of  the  left  broad  ligament.  I  opened  this  tumor  and  found  it  to 
be  apparently  a  colloid  ovarian  cyst.  I  stitched  its  walls  to  the 
abdominal  wound,  after  excising  the  redundant  skin,  and  evacu- 
ated its  contents.  How  this  woman  happened  to  have  a  third 
apparently  ovarian  tumor  I  cannot  explain.  The  letter  which 
she  brought  me  from  Professor  Kiister  distinctly  stated  that  the 
tumors  he  had  removed  were  ovarian,  one  from  each  side.  It 
may  be  that  a  portion  of  one  ovary  was  left  behind  in  the  liga- 
ture and  developed  downward  between  the  layers  of  the  left 
broad  ligament.  The  patient  recovered.  This  is  one  of  the 
few  cases  on  record,  perhaps  a  unique  one,  of  th^ee  ovariotomies 
being  performed  on  the  same  patient. 

Laparaiomy  (lateral  incision). — In  celiotomy,  or  median  in- 
cision, the  abdominal  cavity  is  always  opened.  This  is  therefore 
a  true  abdominal  section.  In  laparatomy,  or  the  lateral  incision, 
however,  the  general  peritoneal  cavity  is  not  opened,  or  at  least 
not  intentionally  so,  and  the  operation  is  therefore  a  very  mucli 
less  serious  and  difficult  one.  It  is  usually  performed  for  tlie 
opening  of  abscesses  which  have  pointed  upward  toward  the 
abdominal  skin,  and  is  essentially  nothing  more  than  the  opening 
of  an  abscess  in  any  other  portion  of  the  body.  It  is  only  wiien 
the  peritoneal  cavity  is  opened  intentionally  or  accidentally 
through  a  lateral  incision,  as  may  be  the  case  in  an  intraperitoneal 
abscess  which  points  to  one  side  or  other  of  the  median  line  and 
is  fixed  there  by  adhesions,  or  when  a  pcrityphlitic  abscess  is 
opened,  that  the  dangers  arising  from  entering  the  peritoneal 
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cavitj  are  encountered.  Such  abscesses  as  point  toward  the  ab- 
dominal skin  may  be  either  intra-  or  extraperitoneal,  as  I  have 
already  stated.  It  is  not  always  easy  to  tell  beforehand  which 
will  be  the  case.  As  a  rule,  liowever,  whether  primarily  intra- 
peritoneal or  not,  when  they  point  upward  they  have  become 
extraperitoneal  through  the  formation  of  adhesions  between  in- 
testines internally  and  the  parietal  peritoneum  above,  and  there 
is  therefore  little  danger  in  opening  such  an  abscess.  Of  course 
thenaajority  of  patients  in  whom  such  abscesses  form  have  already 
gone  through  a  long,  severe,  and  wearing  illness  from  the  pelvic 
peritonitis  or  cellulitis  which  is  the  cause  of  the  suppuration. 
Hence  some  of  them  succumb  eventually,  but  not  to  the  lapara- 
tomy ;  they  simply  are  not  able  to  stand  the  prolonged  suppura- 
tion and  drain  upon  their  general  health  which  the  protracted 
illness  has  entailed.  For  this  reason  nine  out  of  ninety-five  cases 
upon  whom  I  performed  laparatomy  for  pelvic  abscess  died. 
I  usually  precede  the  incision  by  verifying  the  presence  of  pus 
with  the  aspirator  needle,  and  then  cut  down,  under  proper  anti- 
septic precautions,  until  the  pus  is  reached,  opening  the  abscess 
cavity  with  a  pair  of  blunt  forceps,  which  are  separated  so  as  to 
allow  a  free  escape  of  the  pus.  One  or  more  drainage  tubes  of 
white  rubber  are  then  inserted,  according  to  the  direction  of  the 
abscess  cavity,  which  is  thoroughly  irrigated  with  Thiersch's  so- 
lution and  loosely  packed  with  iodoform  gauze.  It  is  well  to 
remember  that  at  times,  even  in  cases  which  seem  perfectly  safe, 
the  peritoneal  cavity  maybe  opened  during  these  manipulations, 
and  it  is  therefore  well  to  avoid  any  unnecessary  exanaination 
or  breaking  up^of  adhesions.  If  this  cfoes  occur  the  cavity  must 
be  sealed  off  as  well  as  possible  with  iodoform-gauze  packing, 
which  should  be  left  in  four  or  five  days  at  least  until  fresh 
adhesions  have  taken  place.  This  has  occurred  to  me  several 
times,  but  I  do  not  recall  any  unfortunate  results  from  the 
accident.  At  times  it  has  been  found  necessary  by  other  ope- 
rators to  first  open  the  abdominal  cavity  in  the  median  line, 
and  then  with  the  fingers  ascertain  the  location  of  the  abscess 
before  they  could  determine  where  the  incision  for  its  evacuation 
should  be  made.  This  is  likely  to  be  the  case  chiefly  in  very 
deep-seated,  obscure  pus-sacs  which  point  neither  upward  nor 
downward,  but  in  which  the  symptoms  show  that  suppuration  is 
taking  place  somewhere.  The  one  great  trouble  with  these 
pelvic  abscesses  is  that  deep  and  tortuous  sinuses  arc  liable  to 
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remain,  which  often  resist  the  most  thorough  curetting,  paciiing, 
and  stimulating  processes  for  months,  even  necessitating  a 
secondary  operation,  already  referred  to  under  celiotomy,  for 
their  closure.  I  have  been  able  to  do  best  with  some  of  these 
cases  by  perforating  through  into  the  vagina  and  drawing  a 
drainage  tube  through  the  whole  sinus,  w^hich  was  gradually 
drawn  downward  in  order  to  give  the  upper  portion  of  the  canal 
a  chance  to  close.  I  am  sorry  to  say,  however,  that  there  is  still 
very  much  to  be  learned  as  regards  not  only  the  prevention  but 
also  the  cure  of  such  sinuses  remaining  after  pelvic  abscesses. 
To  say  that  the  sinus  is  always  the  result  of  unclean  surgery — 
that  is,  of  an  imperfect  removal  of  a  pus  sac,  for  instance — is 
absurd,  since  it  is  impossible  to  remove  the  suppurating  mem- 
brane from  a  pelvic  abscess.  In  my  opinion  the  sinuses  are  due 
to  the  want  of  vitality  of  the  contracting  walls  of  the  abscess, 
which  resist  all  efforts  at  stimulation  and  throw  out  nothing  but 
unhealthy,  flabby  granulations  which  show  no  tendency  to  union 
and  closure  of  the  canal. 

My  treatment  of  pelvic  hematocele  and  pelvic  hematoma  has 
been  so  fully  given  in  the  first  part  of  this  report  that  I  need 
but  refer  to  page  505.  I  will  merely  add  that  I  have  not  as  yet 
seen  a  case  where  I  thought  it  necessary  to  evacuate  the  effused 
blood  through  an  incision  in  the  ilio-inguinal  region  instead 
of  through  the  vaginal  vault.  I  can  readily  imagine,  however, 
that  such  a  necessity  might  occur  if  the  blood  tumor  was  de- 
cidedly more  prominent  in  the  groin  than  in  the  vaginal  vault. 
To  insure  thorough  drainage  in  such  cases  it  might  be  well  to 
make  a  counter-opening  into  the  vagina  and  run  a  rubber  drain- 
age tube  through  from  the  abdominal  incision. 

I  will  mention  here  what  I  omitted  to  say  in  the  first  part  of 
this  report:  that  in  very  large,  hard  exudates,  both  intra-  and 
extraperitoneal,  I  have  at  times  seen  the  absorbent  effect  of 
blisters  and  hot  poultices  increased  by  the  internal  administra- 
tion of  small  doses  of  bichloride  of  mercury,  with  or  without 
iodide  of  potash.  If  there  was  absolutely  no  rise  of  tempernture 
I  have  often  given  iron  with  the  iodide,  in  the  form  of  the  syrup 
of  the  iodide  of  iron,  one-half  to  one  teas])Oonful  three  times 
daily,  well  diluted.  In  fact  I  have  found  iron,  combined  with 
some  other  tonic,  such  as  quinine  and  strychnine,  beneficial  in 
promoting  absorption  of  large  exudates  by  the  improvement  of 
the  general  health  when   the  febrile  stage  had   passed.     But  I 
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have  never  seen  the  least  effect  from  such  internal  medication 
when  the  exudate  had  shrunken  and  become  ligamentous.  Old 
chronic  cases  of  perisalpingo-oophoritis  are  therefore,  in  my 
opinion,  beyond  the  reach  of  constitutional  remedies. 

Diseases  of  the  Female  Breast  hav-e  not  been  included  to  any 
•extent  in  ray  service.  The  few  cases  which  are  recorded,  five 
of  amputation  of  the  breast  for  carcinoma^  occurred  in  private 
patients  whom  I  had  admitted  to  the  hospital  as  such.  In 
many  books  diseases  of  the  female  breast  are  classed  among 
gynecological  affections,  but  it  is  not  customary  in  our  general 
hospital  so  to  admit  them, 

I  have  removed  only  one  coccyx,  and  that  for  caries,  in  the 
hospital ;  one  other  in  my  private  hospital  for  dislocation  and 
coccygodynia,  I  am  not  very  much  in  favor  of  mere  pain  in 
the  coccyx  as  an  indication  for  its  removal,  since  I  believe  that 
it  is  mostly  of  a  neuralgic  character,  and  if  the  coccyx  is  re- 
moved the  pain  simply  shifts  somewhere  else.  However,  I  do 
not  pretend  to  give  a  positive  opinion  on  this  subject. 

There  are  a  few  other  operations  for  general  diseases  which 
will  be  found  in  the  list,  which  it  is  not  my  intention  to  specify. 


TABLE  III. 
Deaths  from  all  Causes. 


Perineum 
Rectum  . . 

Bladder . 

Uterus.  . . 


Tubes 


Carcinoma 

Fistula  (recto- vaginal) . 


Laceration  (septicemia  after  operation) . . 


Epithelioma 

Cystitis  (pyelo-nephritis). 
Fistula  (vesico-uterine  ; 
abscess  ;  peritonitis) . . . 


rupture  of    ovarian 


Abortion  (septicemia) 

Carcinoma •  •  •  • 

Fibroid  (after  operation) ^  • 

Pregnancy  (extrauterine,  2  ;    1  of  secondary 

hemorrhage  before  operation) 

Prolapsus  (after  hysterorrhaphy)      

Polypus  (hemorrhage)    ...      

Placenta  previa  (exhaustion) 

Sarcoma 


Salpingitis 

Hydrosalpinx . 
Pyosalpinx  .... 


after  celiotomy. 
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TABLE  III.— Continued. 
Deaths  from  all  Causes. 


Ovaries. 


Pelvic  Peritoneum  and 
Cellular  Tissue 


Abdomen 


Abscess 

Cyst 

Carcinoma }■  after  celiotomy. 

Papilloma | 

Sarcoma J 


Abscess  .... 
Hematocele 
Hematoma. . 
Peritonitis.. 
Sarcoma  .   . 


y  after  operation. 

I 
J 


General  carcinosis  of  abdominal  organs  . 

Sarcoma  of  pelvic  organs.. 

Carcinoma  of  colon 

Peritonitis,  general  (secondary  or  septic). 

•'  tubercular 

ObstruCion  of  intestines 

Perityphlitis 

Pyemia 


1 

11 

1 
1 

» 
3 
2 

7 
1 

6 
1 
1 
12 
1 
2 
2 
1 

102 


TABLE  IV. 

Total  Number  of  Patients,  Deaths  from  all  Causes,  and  Operations 

IN  EACH  Year. 


Year. 

Patients. 

Deaths. 

Operations. 

1883 

181 

3 

47 

1884 

248 

4 

69 

lb85 

257 

6 

84 

1886 

311 

12 

90 

1887 

239 

9 

107 

1888 

286 

8 

111 

1889 

280 

6 

121 

1890 

353 

9 

173 

1891 

345 

10 

184 

1892 

360 

10 

238 

1893 

447 

10 

258 

1894 

505 

15 
102 

295 

8,898 

1,767 
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IS  SO-CALLED  CONSERVATISM   IN  GYNECOLOGY  CONDUCIVE 
OF  THE  BEST   RESULTS  TO  THE  PATIENT?' 


E.  ARNOLD  PRAEGER,  M.D., 

Fellow  of  the  American  Association  of  Obst<>tricians  and  GynecoJogrists ;  Fellow  of  the 

Obstetrical  Society  of  London,  Eng. ;  Professor  of  Gynecology  in  the  Los  Angeles 

Polyclinic  ;  and  Gynecologist  to  the  Free  Dispensary, 

Los  Angeles,  Cal. 


It  is  the  universal  custom  aboard  ship  to  take  and  correct  the 
vessel's  position  daily  at  a  certain  hour,  and  doing  this  does  not 
in  any  way  interfere  with  her  progress.  Let  us  suppose  that 
on  a  given  ship  a  party  of  men  whose  occupation  was  navigat- 
ing, but  who  were  simply  passengers  on  this  particular  vessel, 
got  together  and  openly  expressed  their  opinion  that  the  course 
was  wrong,  the  position  incorrect,  and  that  danger  was  ahead 
for  the  numerous  lives  on  board;  we  can  easily  imagine  that 
the  ship's  officers,  without  perhaps  admitting  that  they  paid  any 
attention  to  unofficial  interference,  would  carefully  review  their 
staUis  in  quo^  and,  being  satisfied  that  their  course  was  unassail- 
able, would  let  the  ship  proceed,  knowing  full  well  that  they  had 
taken  into  account  all  that  should  be  considered  to  bring  the 
voyage  to  a  successful  termination,  and  that  the  informaticn 
at  their  command  was  to  them  more  valuable  and  trustworthy 
than  all  the  "accumulated  vaporings  of  irresponsible  frivolity." 

It  seems  to  me  that  without  delaying  unduly  the  progress  of 
this  Association — which  I  will  compare  to  the  ship — through  the 
sea  of  science,  and  without  running  the  risk  of  causing  any  of 
the  more  strictly  scientific  papers  with  which  she  is  loaded  down 
to  be  jettisoned,  I  may  make  use  of  the  few  minutes  at  my  dis- 
posal to  inquire  whether  the  loud  and  at  present  somewhat 
fashionable  utterances  that  we  are  running  on  rocks,  or,  in  other 
words,  that  we  are  displaying  recklessness  in  dealing  with  the 
lives  committed  to  our  care  and  over-operating  in  gynecology, 
have  any  foundation  in  fact,  or  whether  the  course  we  are  pur- 
suing is  not  absolutely  correct. 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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"  Over-operating  in  Gynecology  "  formed  the  eiibject  of  the 
address  in  the  department  of  gynecology  and  obstetrics  at  the 
recent  meeting  of  the  British  Medical  Association  in  London. 

From  the  stand  taken  by  a  number  of  the  medical  profession 
one  is  almost  inclined  to  ask  whether  it  is  of  any  benetit  to  the 
world  that  there  should  be  gynecologists.  Their  remarks  and 
assertions,  for  which  they  do  not  produce  the  least  particle  of 
proof,  would  imply  that  gynecology  is  a  sort  of  illegitimate  ap- 
pendage of  medicine,  which  should  be  choked  and  strangled  out 
of  existence  as  a  monster  which  has  suddenly  arisen  to  unsex 
and  destroy  lovely  woman,  whereas  in  truth  the  science  which 
deals  with  the  diseases  of  women  is  one  of  the  higher  branches 
of  surgery. 

I  will  grant  at  once  that  in  any  case  in  which  any  of  these 
gentlemen  who  are  raising  this  cry  are  consulted  they  have  a 
right  to  express  themselves  as  to  the  necessity  or  otherwise  for 
operation,  but  they  have  no  right  to  condemn  wholesale  and 
generalize  without  official  information,  nor  must  they  expect 
that  for  all  time  they  will  be  allowed  to  do  all  the  talking. 

It  is  surprising  that  that  branch  of  surgery  which  has  made 
the  greatest  strides  in  the  latter  part  of  this  century  is  the  one 
which  has  had  to  endure  the  hardest  knocks  and  the  greatest 
opposition  from  the  exponents  of  what  I  venture  to  submit  is 
miscalled  '' conservative  surgery." 

I  very  much  question  whether  "conservative"  should  ever 
have  been  placed  in  front  of  the  word  "surgery,"  for,  unless  it 
is  intended  to  convey  a  meaning  of  contempt  for  the  practice  of 
to-day,  its  use  is  tautological ;  for  the  true  surgeon  has  always 
been  as  conservative  as  the  state  of  knowledge  in  his  time  has 
permitted  him  to  be,  and  has  as  zealously  opposed  the  sacrifice 
of  the  most  minute  portion  of  skin  or  the  smallest  drop  of  blood 
which  could  be  saved,  with  due  regard  to  the  interests  of  his  pa- 
tient, as  did  Portia  when  she  laid  down  the  law  to  one  Shylock 
who  was  al)()ut  to  insist  on  the  enforcement  of  his  bond  for  one 
pound  of  Christian  flesh. 

Now,  we  are  told  that  a  love  of  glory,  the  glamour  of  a  suc- 
cessful operation,  even  the  big  fee  which  these  gentlemen  who 
rejoi'je  in  the  name  of  "conservatives"  seem  to  imagine  accom- 
panies or  follows  every  case,  tempts  the  gynecologist  to  ruthlessly 
unsex,  wound,  and  even  kill  the  poor  suffering  women  who  fly 
to  them  for  succor,  after  having  in  all   probability  spent  their 
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all  with  those  who  are  declaiming  against  us  and  our  branch  of 
practice. 

These  men  are  of  the  same  race  who  so  bitterly  opposed  the 
operation  for  removal  of  ovarian  tumor  when  first  it  began  to  be 
practised  with  anything  like  success— a  condition  for  which  they 
were  then,  and  are  now,  powerless  to  suggest  any  other  plan  of 
treatment  that  did  not  consign  the  sufierer  to  a  miserable  and 
certain  death. 

The  principles  of  surgery  somewhat  resemble  justice:  you 
cannot  have  one  system  of  justice  for  a  person  of  a  white  skin 
and  a  totally  different  system  for  a  person  of  a  darker  hue ;  in 
the  same  way  your  principles  of  surgery  can  hardly  insist  on 
early  incision  of  the  finger  where  a  felon  is  suspected,  and  deny 
early  incision  to  a  collection  of  pus  within,  or  liable  to  find  its 
way  into,  the  peritoneum. 

If  surgical  principles  are  so  elastic  and  make  such  a  glaring 
discrimination  between  different  parts  of  the  body,  then  I  very 
much  fear  that  our  boasted  science  is  not  science. 

The  charge  brought  against  us  of  seeking  to  short-cut  our  way 
to  fame  is  very  wide  of  the  mark,  because  the  moment  the  people 
find  out  that  a  surgeon  is  what  they  are  pleased  to  call  "fond 
of  the  knife,"  his  usefulness  is  likely  to  be  seriously  impaired. 
I  know  this  to  be  true,  most  assuredly,  of  men  located  in  the 
smaller  communities,  and  from  remarks  overheard  concerning 
men  doing  surgical  work  in  the  largest  centres  I  believe  it  to  be 
equally  applicable  to  them.     If  there  are  men  in  the  profession— 
I  do  not  say  there  are— wiio  prostitute  their  opinion  for  the  sake 
of  notoriety  or  more  material  gain,  is  it  not  at  least  probable 
that  they  are  to  be  found  among  the  ranks  of  those  who  contin- 
ually put  themselves  on  record  as  opposed  to  the  teachings  of  the 
newer  pathology,  and  that  some  among  these  are  trying  to  short- 
circuit  fame  by  adopting  what  is  becoming  a  fashionable  craze 
(in  effect),  to  preach  that  it  is  better  for  one  hundred  suffering 
women  to  die  unrelieved  than  that  one  should  be  reheved  at  the 
expense  of  organs  which  are  not  only  useless  but  a  source  of 
danger  ? 

I  have  little  fault  to  find  with  the  following  sentence,  which 
I  quote  from  the  address  before  alluded  to:  "Certainly,  expe- 
rience has  taught  much  hitherto  unsuspected  as  to  what  may  be 
accomplished  by  skilful  procedure  and  scrupulous  antiseptic  pre- 
cautions, but  the  enthusiasm  aroused  may  readily  be  carried  too 
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far.  1  have  lived  long  enough  to  see  the  evils  of  rushing  on 
too  impetuously,  and  in  watching  the  progress  of  gynecology 
during  long  periods  of  time  have  witnessed  the  wax  and  wane 
of  many  enthusiasms  which  have  had  their  day,  and  have  had  a 
share  in  bringing  something  like  discredit  on  a  department  of 
practice  which,  rightly  exercised,  is  productive  of  great  good, 
but  exercised  unwisely  is  capable  of  producing  infinite  harm." 

I  think  no  one  will  venture  to  dispute  the  truth  of  that  state- 
ment, but  it  has  a  very  much  wider  application  than  its  author 
perhaps  intended.  Any  department  of  medicine  rightly  exer- 
cised is  productive  of  great  good,  but  exercised  unwisely  is 
capable  of  producing  infinite  harm. 

There  are  also  many  who,  without  being  able  to  boast  of  an 
extended  experience  covering  half  a  century,  can  say  truthfully 
that  they  "  have  witnessed  the  wax  and  wane  of  many  enthu- 
siasms" ill  other  branches  of  medicine  besides  the  gynecological 
— as  witness  the  inflation  of  the  rectum  with  sulphuretted 
hydrogen,  the  injection  of  tuberculin  for  tuberculosis,  and  the 
much-vaunted  coal-tar  products,  of  which  it  was  at  one  time 
prophesied  by  "enthusiasts"  that  they  would  revolutionize  the 
treatment  of  fevers,  etc. 

Were  we  anxious  to  retaliate  for  the  many  hard  knocks  dealt 
to  us  as  gynecologists,  we  should  not  have  very  hard  work  to 
prove  that  as  many  had  fallen  victims  to  new  drugs  and  new- 
fashioned  theories  in  medicine  without  any  pathological  facts 
to  support  them  as  can  be  laid  to  the  charge  of  the  surgeon  or 
gynecologist;  while  if  we  were  to  take  into  account  the  sins  of 
omission  of  our  ultra-conservative  friends  and  attempt  to  count 
those  whose  lives  were  sacrificed  to  prejudice  and  might  have 
been  saved  by  more  radical  treatment  in  the  hands  of  a  surgeon, 
we  should  have  such  a  heavy  balance  in  our  favor  that  some  of 
our  ultra-conservative  critics  would  in  all  probaljilit}'  look  about 
for  some  other  materials  from  which  to  construct  their  papers 
for  a  considerable  time  to  come. 

Were  it  not  for  the  '*  enthusiasts "  medicine  and  surgery 
would  not  have  made  the  rapid  strides  with  which  they  are 
rightly  credited.  That  some  have  allowed  themselves  to  be  car- 
ried too  far  is  no  doubt  true,  but  it  is  only  just  and  fair  to  give 
them  credit  for  the  best  intentions  ;  they  acted  in  accordance 
with  their  lights,  and  were  groping  in  the  dark  to  discover  means 
for  the  relief  of  suffering  humanity. 
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It  is  right  that  enthusiasm  should  encounter  mild  criticism  to 
keep  it  within  bounds,  but  when  pathology  points  the  way  to 
effect  a  cure,  or  as  near  a  cure  as  our  limited  knowledge  permits 
it  to  do,  those  who  in  a  hasty  or  obstinate  manner  refuse  to  ac- 
cept its  teachings,  and  neglect  no  opportunity  of  expressing  their 
disbelief  in  the  necessity  for  operation  for  the  relief  of  danger- 
ous conditions,  such  as  pus  tubes,  etc.,  surely  place  themselves 
somewhat  in  the  position  of  the  serpent  when  he  tempted  the 
first  woman  with  the  assurance,  "  Ye  shall  not  surely  die." 

The  writer  of  the  address  to  which  I  have  alluded  speaks  of 
"an  ardor  for  stitching  up  rents  in  the  cervix  uteri  following 
childbirth,  rents  which  were  described  as  producing  many 
hitherto  evils  and  frequently  conducing  to  the  establishment  of 
malignant  disease.  One  votary  of  this  practice  boasted  of  hav- 
ing detected  and  operated  on,  in  a  short  period,  no  fewer  than 
three  hundred  or  four  hundred  cases  which  he  found  in  examin- 
ing nine  hundred  women.  Surely  here  was  a  marked  illustra- 
tion of  the  nimia  diligentia.''  I  venture  to  ask  whether  this  is 
a  fair  way  of  putting  the  case.  We  all  know  of  a  celebrated 
lithotomist  and  of  the  large  number  of  lithotomies  with  which 
he  is  credited ;  would  any  dare  to  suggest  that  he  has  been  over- 
operating?  The  reason  he  does  so  much  work  in  this  line  is, 
clearly,  because  he  has  obtained  so  much  proficiency  in  his 
specialty  that  his  light  can  no  longer  be  hidden  under  a  bushel, 
and  patients  flock  to  him. 

This  argument  might  be  extended  to  several  others  in  many 
branches  of  practice,  against  none  of  whom  has  the  charge  of 
over-operating  even  been  hinted ;  and  I  ask  whether  it  should 
not  be  held  in  the  case  of  the  gynecologist  referred  to  in  my 
quotation,  in  a  similar  way,  that  he  is  a  man  possessed  of  skill 
and  a  large  clientele,  certainly  until  the  contrary  is  proved,  rather 
than  he  should  be  branded  as  a  man  who  is  operating  needlessly 
and  thus  be  held  up  as  the  type  of  what  constitutes  the  gyne- 
cologist ? 

Lest  some  suppose  that  I  am  attaching  too  much  importance 
to  the  views  of  one  man,  I  wish  to  quote  from  an  editorial  in 
the  British  Medical  Journal  of  a  week  later  than  that  which 
published  the  address  which  so  far  has  formed  the  subject  of 
my  text.  After  bestowing  a  few  complimentary  remarks  on  the 
address  the  article  goes  on  to  say  :  "  Unfortunately,  several  Euro- 
pean authorities  of  high  repute  continually  advocate  extreme 
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courses,  such  as  total  extirpation  of  the  uterus  with  the  appen- 
dages in  cases  of  chronic,  or  even  acute,  intiammatory  affections- 
of  the  tube  and  ovarj.  Last  June  the  German  Gynecological 
Association  met  at  Vienna.  A  leading  authority  laid  down  the 
law  that  in  gonorrheal  disease  of  the  appendages  it  is  absohitely 
wrong  to  leave  the  tube  and  ovary  on  one  side,  even  if  they 
seem  healthy,  and  that  it  is  much  better  to  remove  the  uterus  as 
well.  Another  authority  supported  him  on  the  score  that  many 
'  parenchymatous  bleeding  areas  '  are  to  be  found  in  the  uterus 
in  these  cases,  so  he  always  removes  that  organ.  He  does  the 
same,  he  adds,  in  cases  of  malignant  ovarian  tun)or — a  clini- 
cal and  pathological  condition  quite  different  from  gonorrheal 
inflammation.  Veit,  of  Berlin,  spoke  in  a  vein  of  satire.  The 
advocates  of  amputation  of  the  uterus  insist  that  when  the 
appendages  alone  are  removed,  exudations  on  the  two  pedicles 
set  up  pain  and  cause  adhesions  to  the  intestine  or  else  fix 
the  uterus.  Veit  attributes  the  exudations  to  fresh  gonor- 
rheal  infection  ;  therefore,  says  he,  '  castration  of  the  husband 
is  the  best  thing  for  the  patient.'  Unfortunately,  in  France  as 
well  as  in  Germany,  hysterectomy  is  extensively  carried  out.  It 
is  difficult  to  conceive  anything  more  unsnrgical  than  extirpa- 
tion of  the  internal  female  organs  for  damage  done  by  gonor- 
rhea." 

I  think  it  will  be  conceded  that  there  is  a  large  proportion  of 
cases  in  which,  in  the  interest  of  the  patient's  future  well-being, 
it  is  advisable  when  removing  the  ovaries  and  tubes  to  remove 
the  uterus  also. 

Tlie  modern  method  of  excision  of  the  breast  demands  the 
complete  removal  of  the  axillary  glands,  the  fascia,  and  the  skin 
beyond  any  suspicious  line  of  infection  ;  and  is  it  not  probable 
that  in  removing  the  adnexa  for  malignant  disease  it  is  wise  also 
to  extirpate  the  uterus,  which  would  otherwise,  at  best,  be  but 
a  useless  organ,  especially  when  we  consider  that  its  removal 
adds  little  if  any  to  the  danger  of  the  operation  ?  Is  it  not 
easy  to  understand  al^o  that  there  must  be  a  certain  number  of 
cases  in  which  the  uterus  is  found  to  be  so  diseased  (when  the 
abdomen  has  in  the  first  instance  been  opened  for  the  extirpa- 
tion of  diseased  appendages)  as  to  make  it  advisable,  in  the  inte- 
rest of  the  patient,  to  sacrifice  that  also? 

Although  a  great  many  contend  that  it  should  invariably  be 
removed  at  the  same  time  as  the  ovaries  and  tubes,   because 
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without  them  it  is  a  useless  organ,  I  think  it  is  not  in  accord 
with  correct  principles  to  remove  an  unoifending  organ  simply 
because  it  is  useless.  Yet,  according  to  the  British  Medical 
Journal,  this  course  has  the  advocacy  of  many  authorities  of  high 
repute,  and  therefore  it  should  not  receive  wholesale  condemna- 
tion until  it  is  proved  beyond  the  shadow  of  doubt  that  gyneco- 
logical authorities  are  either  less  educated  or  more  reckless,  or 
both,  than  their  brethren  in  the  other  branches. 

The  sentence,  however,  that  I  find  hardest  to  reconcile  with 
pathological  fact  is  that  containing  the  startling  statement  that 
"  it  is  difficult  to  conceive  anything  more  unsurgical  than  extirpa- 
tion of  the  internal  female  organs  for  damage  done  by  gonorrhea." 

When  so  flat-footed  a  statement  as  this  is  made  it  appears  to 
me  that  we  are  entitled  to  ask  the  writer — whose  views  must  at 
least  coincide  with  those  of  the  editorial  staff,  otherwise  the 
article  would  not  have  been  admitted  as  a  "  leader" — whether  he 
knows  anything  about  the  damage  to  the  internal  female  organs 
caused  by  gonorrhea,  and,  if  so,  what  treatment  short  of  abla- 
tion is  in  the  majority  of  cases  of  the  slightest  avail  ? 

This  is  a  fair  sample  of  so-called  "conservative"  literature. 
Those  who  have  had  to  deal  with  internal  female  organs  dam- 
aged by  gonorrhea  know  that  delay  here,  in  the  largest  propor- 
tion of  cases,  means  death  and  a  harvest  for  the  undertaker. 

If  the  writer  is  aware  of  any  plan  of  dealing  with  this  terrible 
condition  which  will  at  the  same  time  preserve  to  the  patient 
her  organs  and  her  life,  he  should  not  lose  time  in  publishing 
the  fact,  that  his  confreres  will  no  longer  be  under  the  necessity 
of  indulging  in  the  unsurgical  (?)  course  which  he  finds  it  so 
hard  to  understand. 

I  do  not  wish  to  be  understood  as  advocating  the  needless 
mutilation  of  the  human  or  other  animal,  but  when  diseased 
organs  threaten  life  or  place  the  patient  in  such  a  position  that 
life  becomes  a  burden,  or  prevent  the  performance  of  the  neces- 
sary duties,  I  can  imagine  no  higher  privilege  than  that  of  the 
surgeon  to  remove  the  offending  members  and  restore  his  pa- 
tient to  a  condition  of  safety  or  usefulness. 

While  in  the  greatest  number  of  instances  the  best  rule  for 
guidance  undoubtedly  is  that  the  least  sacrifice  of  parts  is  an 
exhibition  of  the  best  surgery,  in  malignant  disease,  on  the 
other  hand,  it  is  better  to  "cut  wide  of  the  mark." 

The  removal  of  ovaries  and  tubes  simply  for  pain,  when  they 
57 
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do  not  present  patholoo;ieal  conditions,  has  for  some  time  been 
condemned  by  gynecologists,  and  there  is  no  more  occasion  for 
members  of  the  general  body  of  the  profession  to  keep  harping 
on  that  string  than  there  is  for  the  gynecologist  to  keep  on  re- 
minding the  ophthalmic  surgeon  that  the  eye  is  a  valuable  organ 
and  should  not  be  wantonly  condemned  simply  because  it  is 
unsightly  or  sightless  and  no  source  of  danger  to  the  other  eye. 
I  imagine  it  would  be  found,  if  an  exhaustive  inquiry  were 
made  into  the  matter,  that  the  neurotic  cases,  those  in  which  the 
patient  "carries  her  sexual  apparatus  on  her  brain,"  do  not  re- 
main in  the  hands  of  the  gynecologist  after  it  becomes  appa- 
rent that  the  sexual  organs  are  not  the  seat  of  disease,  but  are 
handed  over,  as  they  should  be,  to  the  neurologist. 

Having  indulged  in  tliis  long  introduction,  let  me  briefly  in- 
quire what  so-called  conservatism  does  for  the  female  from  an 
early  period  of  her  existence.  In  the  first  place,  while  it  raises 
its  voice  loudly  against  operative  measures  having  cure  for  their 
object,  it  appears  to  take  no  stock  in  prevention,  and  has  done 
nothing  to  lift  the  veil  of  ignorance,  mock-modesty,  or  wliatever 
you  choose  to  call  it,  which  covers  the  whole  subject  of  the  phy- 
siology of  the  sexual  apparatus. 

It  almost  necessarily  follows  that  the  young,  about  the  time  of 
puberty  (if  their  minds  have  not  already  received  the  "  evil  com- 
munication "  which,  we  are  told,  "corrupts  good  manners"),  get 
anything  but  strictly  trustworthy  physiological  facts  about  their 
functions  from  those  who  neither  in  knowledge  nor  years  are 
fit  or  capable  to  impart  information  which,  properly  given, 
would  be  useful  and  in  a  great  many  instances  really  preven- 
tive. 

Does  the  young  expectant  mother,  as  a  rule,  receive  from  the 
medical  practitioner  the  information  that  would  be  so  useful  to 
her  during  the  time  of  her  pregnancy? 

Is  it  not  a  fact  that  too  often  she  is  left  to  obtain  information, 
which  may  or  may  not  be  trustworthy,  from  more  or  less  igno- 
rant females  whose  only  (jnalirtcation,  as  a  rule,  is  that  "  they 
have  been  through  the  mill  "  ? 

How  often  does  it  hapj)en,  in  spite  of  all  that  has  been  writ- 
ten as  to  the  importance  of  repairing  damage  to  the  ])erineum 
immediately  after  the  completion  of  delivery,  that  any  attention 
is  given  to  that  body,  on  the  integrity  of  which  a  woman's  com- 
fort and  future  well-being  so  largely  depend  { 
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Or  if  it  is  stitched,  how  much  value  can  be  attached  to  the 
manner  in  which  it  is  done  in  too  many  cases— for  is  it  not  a 
fact  that  too  often  the  woman  gets  up  with  only  a  skin  peri- 
neum, one  existing  in  name  only,  and  anatomically  not  of  the 
slightest  practical  value  to  her  ? 

Then,  some  few  months  or  weeks  after,  when  she  complains 
of  more  or  less  backache,  bearing-down  pain,  pelvic  distress,  or 
purulent  discharge,  how  often  is  she  submitted  to  strictly  scien- 
tific treatment  ? 

Is  it  not  of  such  frequency  that  it  may  almost  be  stated  as 
the  rule  that  she  is  given  some  supposed  tonic  and  vaginal 
wasl),  and  that  without  adequate  directions  as  to  use,  and  as- 
sured that  as  she  gets  stronger  she  will  lose  her  symptoms? 

And  the  last  state  of  that  woman  becoming  worse  than  the 
tirst,shc  eventually  does  what  she  should  have  done  long  ago  and 
falls  into  the  hands  of  a  gynecologist,  who  restores  her  to  soci- 
ety a  useful  member.  The  great  reward  bestowed  on  the  gyne- 
cologist is  the  charge  of  having  operated  needlessly. 

While  it  has  not  been  proved  with  mathematical  accu- 
racy that  laceration  of  the  cervix  is  the  cause  of  cancer,  is  it 
not  a  fact  that  in  the  greater  number  of  cases  of  cancer  the 
cervix  is  found  lacerated,  and  may  not  the  unhealthy  tissue 
thereby  induced  be  more  prone  to  take  on  malignant  degenera- 
tion ? 

Or  granting,  for  the  sake  of  argument,  that  there  is  no  rela- 
tionship between  laceration  and  cancer,  is  there  any  valid  rea- 
son why  an  injury  of  the  cervix  should  not  be  repaired  by 
suturing  in  precisely  the  same  manner  that  the  general  surgeon 
woiil  1  a  I  )pt  in  a  wound  of  the  lip,  or  forearm,  or  any  other 
parr  of  the  body?  Why  attempt  to  get  primary  union  in  one 
part  of  the  body  and  teach  that  it  is  wrong  in  another?  What 
would  be  thought  of  the  surgeon  who  took  so  little  pains  in 
approximating  the  edges  of  a  wound  in  a  woman's  face  that  an 
ugly  soar  was  the  result?  Beyond  the  fact  of  the  annoyance 
caused  by  the  unsightly  scar  in  this  situation,  the  cicatricial  tis- 
sue would  not  in  all  probability  cause  or  set  up  any  sufferiug, 
and  yet  fault  is  found  with  us  for  trying  to  prevent  a  mass  of 
scar  tissue  in  the  cervix  where  it  undoubtedly  is  often  produc- 
tive of  a  neurosis. 

in  commencing  malignancy  of  the  uterus  does  not  so-called 
conservatism  in  delaying  operation  or  in  only  removing  a  small 
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and  insignificant  portion  of  the  cervix  condemn  the  patient  to 
an  almost  certain  recurrence  and  death  ? 

Trae  conservatism  recommends  the  removal  of  the  whole  or- 
gan early,  with  but  little  risk  to  life  and  at  the  expense  of  a 
body  whose  functions  are  already  lost  in  consequence  of  the 
disease. 

So  long  as  we  hold  fast  to  sargical  principles  and  apply  them 
to  our  gynecological  patients,  I  think  we  can  make  sure  of  keep- 
ing on  the  right  track,  and  instead  of  being  put  on  the  defen- 
sive we  are  entitled  to  ask  of  all  our  critics  and  of  all  cavillers — 
and  we  shall  require  something  more  than  mere  assertions  from 
them— Is  so-called  conservatism  in  gynecology  conducive  of  the 
best  results  to  the  patient  ? 


A  CASE   OF  ACQUIRED   ATRESIA   OF  THE  VAGINA.' 


BY 

ROBERT  H.   HAMILL,   M.D., 
Philadelphia. 


While  atresia  of  the  vagina  is  by  no  means  an  uncommon 
condition,  I  feel  that  there  is  sufficient  interest  attached  to  the 
following  case  to  bear  recording.  The  origin  of  the  atresia  in 
this  case  is  one  that  we  are  not  likely  to  meet  with  often. 

M.  C,  aged  35  years,  the  mother  of  four  children,  came  under 
my  care  at  the  Philadelphia  Hospital  last  May.  Iler  last  child 
was  born  August  12th,  1894,  and  the  labor  was  a  normal  one. 
The  perineum  was  lacerated.  She  was  attended  by  two  medical 
students,  who  repaired  the  perineum  at  once.  The  stitches  were 
introduced  one  and  a  half  inches  in  the  vagina,  uniting  the  ante- 
rior and  po.sterior  walla,  thus  causing  the  atresia.  She  remained 
in  bed  two  weeks.  In  February,  1895,  the  child  died,  since  the 
birth  of  which,  up  to  the  time  of  her  admission  to  the  hospital, 
she  had  not  menstruated.  Before  the  child's  death  she  had  suf- 
fered no  inconvenience,  but  soon  after  she  noticed  that  about 
every  fourth  week  she  had  paroxysms  of  pain  in  the  lower  part 
of  her  abdomen,  becoming   worse  each  successive  month,  and 

•  Read  before  the  Section  on  Gynecology,  College  of  Physiciana  of  Philadel- 
phia. 
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being  of  a  sharp,  cutting  character.     These  pains  were  always 
accompanied  with  nausea  and  vomiting.     In  the  latter  part  of 
April  she  noticed  the  presence  of  a  tumor  in  the  lower  part  of 
the  abdomen,  which  was  very  tender  to  the  touch.     It  was  diffi- 
cult to  secure  any  movement  of  the  bowels,  and  when  they  were 
moved  it  was  always  accompanied  with  intense  pain.     An  ex- 
amination revealed  a  slight  median  perineal  tear,  and  the  vagina 
was  closed  one  and  a  half  inches  from  the  vulva.     A  cicatricial 
band  was  seen  across  the  vagina,  and  there  was  a  slight  area  of 
ulceration.     Rectal  examination  revealed  the  pelvis  filled  with 
a  dense  fluctuating  mass  about  the  size  of  a  cocoanut,  and  bi- 
manual examination  showed  on  the  left  side  an  oblong  tumor, 
about  as  large  as  a  good-sized  cucumber,  filling  the  left  iliac 
region.     On  the  right  the  pelvis  was  entirely  tilled  with  the 
large  mass  detected  by  the  examination  per  rectum.     The  dia- 
gnosis of  hematocolpos  and  hematometra  was  made,  and  a  sup- 
posed hematosalpinx.     On  May  22d,  1895,  an  exploratory  inci- 
sion was  made  for  the  hematosalpinx  on  the  left  side,  which 
proved  to  be  a  distended  uterus  pushed  over  by  the  hemato- 
colpos and  tilled    with  blood.       An  opening  was  made  in  the 
vagina  with  blunt-pointed  scissors,  and  there  escaped  about  one 
and  a  half  quarts  of  a  thick,  grumous,  brownish- black  blood, 
being  retained  menstrual  secretions,  from  the  vagina  and  uterus. 
The  cavities  were  thoroughly  irrigated  with  bichloride  solution 
and  packed  with  iodoform  gauze,  the  vagina  being  packed  daily 
and  douched  with  sterile  water.     Convalescence  was  uneventful, 
with  the  exception  of  a  papular  eruption  on  the  thighs  and  legs, 
which  rapidly  disappeared  when  sterile  gauze  was  used  in  the 
place  of  iodoform. 

It  has  been  a  question  in  my  mind  as  to  whether  it  was  wise 
or  not  to  have  subjected  my  patient  to  the  additional  dangers 
attendant  upon  an  exploratory  incision;  but  thinking,  as  I  did, 
that  I  had  to  deal  with  a  hematosalpinx,  I  felt  that  it  was  wise 
to  adopt  the  procedure  which  I  did.  I  had  in  mind  at  the  time 
a  case  which  I  had  seen  where  hematosalpinx  existed  with  he- 
matometra and  the  uterus  was  emptied  through  the  vagina. 
Shortly  after  this  operation  a  leakage  from  the  tubes  caused  a 
peritonitis  which  resulted  in  the  woman's  death.  Had  a  hemato- 
salpinx existed  in  my  case  I  might  have  had  a  similar  expe- 
rience, and,  as  an  exploratory  incision  is  of  minor  importance 
as  regards  the  danger  of  death,  I  feel  that  I  was  warranted  in 
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doing  the  section,  particularly  as  my  patient  has  had  no  unfavor- 
able symptoms  since.  When  slie  left  the  hospital,  which  was 
a  number  of  weeks  after  the  operation,  the  vagina  had  shown 
no  disposition  to  unite  again.  The  woman  was  instructed  to 
report  to  me  if  such  a  condition  arose,  and,  as  I  have  not  heard 
from  her  up  to  the  present  time,  it  is  fair  to  presume  that  there 
has  not  been  a  closure. 

The  atresia  following  labor  is  usually  connected  with  some 
complication  of  the  labor  itself.  Neugebauer  *  has  collected 
one  hundred  and  seventy-six  cases  of  acquired  atresia  of  the 
vagina  of  puerperal  origin,  and  in  the  vast  majority  of  them  it 
was  connected  with  complications  of  labor. 

I  should  be  pleased  to  have  the  opinion  of  the  Fellows  in  rela- 
tion to  the  advisability  of  making  an  exploratory  incision  when 
there  is  doubt  as  to  the  existence  of  hematosalpinx.  In  this 
particular  case  to  make  a  positive  diagnosis  was  practically 
impossible,  as,  owing  to  the  immense  size  of  the  hematocolpos, 
I  was  unable  to  distinctly  map  out  the  uterine  appendages. 

344  South  16th  street. 


A   REMARKABLE   CASE  OF   ACQUIRED   ATRESIA  OF  THE 

VAGINA.' 


BARTON  COOKE  HIRST,  M.D. 


The  case  about  to  be  reported  possesses  some  features  in  its 
etiology  and  treatment  which  are,  I  think,  unicjue.  In  the 
comprehensive  statistics  just  collected  and  published  by  Neuge- 
bauer'  there  is  nothing  exactly  like  it. 

Kosina was  delivered  of  her  first  cliild  in   July,  1892. 

She  states  that  a  woman  physician  in  charge  of  the  confinement 
"cut  her  and  then  sewed  her  up  again.""     A  year  later  another 

'  "  Zur  Lehre  von  den  angeborenen  und  erworbenen  Verwachsiincen  und 
Verentjerungen  derScheide,"  etc.,  Berlin,  1895.  (One  hundred  and  seventy-six 
cases.) 

^  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia. 

"*  "  Zur  Lehre  von  den  angeborenen  und  erworbenen  Verwachpunci'n  und 
Verengerungen  der  Scheide,"  etc.,  Berlin,  1895.     (One  thousand  cases.) 
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womaa  physician  did  two  operations  upon  her  vagina,  the  na- 
ture of  which  the  patient  does  not  know.  A  month  or  two  later 
she  fell  into  the  hands  of  a  gynecologist,  who  removed  both  of 
her  ovaries.  As  it  appeared  later,  this  gynecologist  must  have 
operated  on  her  without  making  a  vaginal  examination.  In  the 
following  spring  the  woman  was  conscious  of  a  swelUng  in  the 
lower  al)domen  and  suffered  great  pain.  A  few  months  later 
there  was  a  sudden  discharge  of  a  large  quantity  of  bloody  fluid 
from  the  urethra  (rupture  of  a  hematocolpos  into  the  bladder), 
whereupon  the  pain  and  swelling  disappeared.  These  symp- 
toms, however,  reappeared,  and  in  the  following  winter  (Decem- 
ber, 1894)  my  friend  Dr.  Edward  Martin,  whom  the  patient 
consulted,  found  an  atresia  of  the  vagina  at  its  upper  third,  and 
in  the  line  of  atresia  a  row  of  silver  sutures  that  must  have  been 
there  since  July,  1893. 

The  sutures  were  removed  and  the  hematocolpos  opened,  but 
in  doinsthis  a  vesico-vaginal  fistula  was  established.  In  a  short 
time  the  vagina  closed  again  completely,  but  the  vesico-vaginal 
flstala  persisted.  Two  attempts  were  made  to  close  the  fistula, 
without  success.  In  the  meantime  there  had  been  again  a  col- 
lection of  menstrual  discharge  in  the  vagina  with  a  reappearance 
of  the  old  symptoms.  It  was  found  impossible  to  tap  this  col- 
lection through  the  vagina,  or  to  reopen  the  vagina  without  en- 
larging the  vesico-vaginal  fistula  and  endangering  the  ureters. 
An  attempt  was  therefore  made  by  Dr.  Laine,  in  Dr.  Martin's 
absence,  to  evacuate  the  fluid  by  a  puncture  through  the  rec- 
tum. This  succeeded,  but  the  vagina  refilled  rapidly  and  the 
woman  became  quite  seriously  ill,  with  high  fever,  a  hectic  flush 
upon  her  cheeks,  prostration,  and  rapid  loss  of  weight.  In  this 
condition  she  was  put  under  my  care  in  the  Howard  Hospital. 

On  examination  I  found  a  large  vesico-vaginal  fistula,  an 
atresia  of  the  vagina  in  its  upper  third,  with  extreme  cicatricial 
contraction,  and,  as  the  result  of  ulceration,  a  mere  bridge  of 
connective  tissue  separating  bladder  and  rectum.  Above  the 
point  of  atresia  there  could  be  felt  by  rectal  and  abdominal  ex- 
amination a  cystic  tumor  which  was  extremely  sensitive.  In 
view  of  the  repeated  failures  to  keep  the  vagina  open,  and  on 
account  of  the  likeliliood  of  injuring  both  bladder  and  rec- 
tum in  an  attempt  to  make  the  opening  large  enough  for  a  per- 
manently successful  result,  I  determined  to  perform  hysterec- 
tomy as  the  surest  means  of  preventing  areaccumulation  of  fluid 
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above  the  point  of  vaginal  closure.  This  was  done  four  months 
ago.  I  found  that  a  portion  of  one  ovary  remained  from  the 
last  abdominal  operation,  explaining  the  persistence  of  menstru- 
ation. As  I  cut  off  the  womb  a  fountain  of  pus  gushed  from 
the  cervical  canal  and  deluged  the  pelvic  peritoneum.  The 
latter  was  cleansed  by  the  dry  method  and  the  cavity  closed 
without  drainage.  The  layer  of  connective  tissue  joining  blad- 
der and  rectum  and  obliterating  the  vagina  was  then  punc- 
tured, and  the  purulent  fluid  remaining  in  the  vagina  evacu- 
ated. The  woman  made  a  good  recovery.  I  have  recently 
closed  the  vesico-vaginal  fistula  successfully,  and  the  patient  is 
now  perfectly  well. 

Appended  is  the  list  of  ten  operations  by  six  physicians  to 
which  this  patient  was  subjected  before  she  was  cured  : 

Operation  on  the  vagina  during  labor  (Dr.  G.) ;  two  plastic 
operations  in  the  vagina  (Dr.  F.) ;  a  salpingo-oophorectomy 
(Dr.  P.);  operation  for  atresia  of  the  vagina  (Dr.  M.) ;  two 
unsuccessful  operations  on  a  vesico-vaginal  fistula  (Dr.  M.) ; 
puncture  of  the  hematocolpos  through  the  rectum  (Dr.  L.) ; 
hysterectomy  and  discission  of  the  vagina  (Dr.  H.) ;  operation  on 
vesico-vaginal  fistula  (Dr.  H.). 

1821  Spruce  street. 

SO  CALLED   PUERPERAL  ECLAMPSIA  IN   ITS   RELATION  TO 

INSANITY.' 


W.   p.   MANTON,  M.D., 

Consulting  Oyaecolo(;i8t  to  the  Eistem  and  Northern  Michigan  Asylums  for  the  Insane 

and  St.  Josepli's  Retreat;  Professor  of  Clinical  Gynecology  and  Lecturer  on  Ob.stetrics, 

Detroit  College  of  Medicine;  liynecologi.st  to  Harper  Hospital  ;  Vice-President 

Medical  Board,  Detroit  Woman's  Hospital,  etc.,  etc., 

Detroit,  Mich. 


There  is  a  tendency  on  the  part  of  most  of  us  to  accept  foreign 
statistics,  especially  those  coming  from  Germany,  as  represent- 
ing unqualifiedly  the  status  of  any  given  condition  in  this  coun- 
try, as  well  as  in  the  country  from  which  such  statistics  have 
emanated.  The  differences  in  the  habits  of  life,  the  modifica- 
tions due  to  environment,  and  the  constitution  of  the  jieoples  of 
other  nations  are  either  overlooked  or  ignored,  and  the  results 

'  Read  before  the  Americaa  Associatioa  of  Obstetricians  and  Gynecologists, 
Beptember,  ISO."). 
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of  investigations  abroad  credited  as  obtaining  in  the  same  degree 
in  like  conditions  in  the  New  World  as  in  the  Old.  While 
foreign  statistics  of  disease  are  exceedingly  important  and  valu- 
able to  ns  in  many  ways,  I  am  3onvinced  that  they  are  often 
misleading  as  regards  corresponding  conditions  in  onr  own 
country,  and  hence  should  be  more  generally  looked  upon  as 
local  contributions  only  to  the  sum  total  of  our  knowledge  of 
a  given  subject. 

Some  four  years  ago,  in  an  able  and  elaborate  paper  by  01s- 
hausen  on  the  puerperal  psychoses,  with  especial  reference  to 
insanity  as  a  sequel  of  eclampsia,'  a  greater  importance  was 
given  to  the  latter  disorder  than  the  experience  of  the  majority 
of  American  observers  would  seem  to  warrant.  In  the  follow- 
ing brief  communication  I  have  summed  up  the  results  of  my 
own  researches  in  this  matter,  and  I  believe  that,  for  this  coun- 
try at  least,  the  figures  presented  represent  more  correctly  the 
connection  between  the  two  disorders  than  do  those  of  the 
authority  referred  to. 

An  attempt  to  establish  a  relationship  between  two  morbid 
somatic  affections,  the  one  acting  as  cause,  the  other  appearing 
as  effect,  presupposes  a  knowledge  of  the  etiology  of  the  excit- 
ing agent.  Of  so-called  puerperal  eclampsia  as  a  factor  in  the 
production  of  insanity  this  cannot  be  claimed  :  for,  while  the 
literature  of  this  disorder  is  voluminous,  our  actual  knowledge 
as  to  its  origin  is  still  indefinite  and  unsatisfactory,  and  any 
effort  to  trace  the  connection  between  the  two  diseases  by  argu- 
ments based  on  the  various  theories  and  hypotheses  which  have 
already  been  advanced  as  to  its  etiology  must  inevitably  lead  to 
disappointment  and  confusion. 

In  discussing  the  relationship  of  these  two  conditions,  there- 
fore, we  must  acknowledge  our  ignorance  concerning  the  pri- 
mary etiological  factors  concerned  in  the  production  of  eclamp- 
sia, and  attempt  tiie  solution  of  the  question  of  its  bearing  on 
insanity  by  confining  our  attention  to  the  investigation  of  such 
facts  as  may  be  at  our  disposal. 

According  to  the  latest  statistics  to  which  I  have  had  access, 
those  of  Bidder,'  in  60,583  deliveries  eclampsia  occurred  455 
times,  or  once  in  about  133  labors.     Of  this  number  79,  or  17.3 

*  Zeitschrlft  filr  Geburtshillfe  und  Gynakologie,  Bd.  xxi.,  H.  ii.,  p.  371, 
1891. 

*  Archiv  fdr  Gynakologie,  Bd.  xliv.,  1893,  p.  165. 
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percent,  proved  fatal;  but  as  31  of  the  women  died  of  complicat- 
ing disorders — sepsis  and  pneumonia — only  48,  or  10.5  per  cent, 
can  be  said  to  have  succumbed  to  the  convulsive  attacks.  These 
figures  are  much  lower  than  those  given  by  Goldberg,'  who  re- 
cords a  mortality  of  24.7  per  cent.  Accepting  Bidder's  10.5  per 
cent  as  the  lowest  mortality,  we  have  left  89.5  per  cent  of 
eclamptic  women  to  be  accounted  for  as  cured,  that  is,  as  recov- 
ered from  the  immediate  effects  of  the  convulsive  disorder.  Wo 
are  informed  by  obstetrical  writers,  however,  that,  while  recov- 
ery from  the  primary  disease  may  take  place,  other  conditions, 
notably  insanity,  may  follow  in  its  wake;  and  as  the  original 
malady  is  one  in  which  the  nervous  system  is  principally  in- 
volved, it  would  be  natural  to  suppose  that  the  number  of  cases 
of  mental  breakdown  would  be  not  inconsiderable,  as  pointed 
out  by  Olshausen." 

To  ascertain  this  point  I  have  had  recourse  to  three  sources  of 
information  : 

A.  Statistics  from  private  practice. 

B.  Statistics  from  the  lying-in  hospital. 

C.  The  records  of  hospitals  for  the  insane. 

A.  Never  having  had  a  case  of  insanity  following  eclampsia 
in  my  own  practice,  I  have  collected  8,808  cases  of  delivery  re- 
ported by  eight  competent  observers  and  published  in  current 
literature.  In  this  number  I  find  that  eclampsia  is  noted  as 
having  occurred  33  times.  In  not  a  single  instance  is  it  stated 
that  insanity  followed  the  convulsive  attacks. 

B.  During  the  four  years  1891-94,  inclusive,  282  women  were 
delivered  in  the  wards  of  the  Detroit  Woman's  Hospital,  eclamp- 
sia occurring  in  two  cases.  Both  of  these  recovered  without 
symptoms  of  mental  alienation.'  This  seems  the  more  reniark- 
able  since  of  the  whole  number  of  patients  confined  233  were 
unmarried.^ 

C.  During  the  same  period  (1891-94)  there  were  admitted 
to  the  three  principal  asylums  of  Michigan  with  which  I  am  con- 
nected 1,271  female  patients.  In  this  number  the  insanity  was 
attributed  to  puerperal  causes  in  110  instances.  In  two  cases 
only  was  eclampsia  put  down    as  the  exciting  cause,  and  one 

'  Archiv  flir  GynJlkologie,  IJd.  xli..  1891.  p.  295  ;  Bd.  xlii..  p.  87. 

*  Tliese  stalistics  have  l)een  introduced  for  comparison. 
•'  IJolh  of  these  cases  occurred  during  my  own  service. 

*  Statistics  furnished  by  Dr.  .Jessie  L.  Ilerrick.  Senior  House  Physician. 
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of  these  patients  was  a  readmission,  the  womau  haviug  recovered 
some  years  before  from  the  original  mental  sickness.' 

While  the  number  of  cases  which  I  have  brought  together  in 
the  above  statistics  is  not  large,  it  is  sufficient,  if  the  three  dif- 
ferent sources  of  information  are  considered,  to  enable  us  to 
arrive  at  a  definite,  and  I  believe  accurate,  conclusion  regarding 
the  relationship  existing  between  puerperal  eclampsia  and  in- 
sanity. The  conclusion  is  that  insanity  as  a  sequel  to  puerpe- 
ral convulsions  is  of  such  exceedingly  rare  occurrence  in  this 
country  as  hardly  to  deserve  consideration  in  this  connection. 

33  Adams  avenue,  W. 


THREE  RECENT  CASES  li!^  GALL-BLADDER  SURGERY.* 


BY 

EDWm  RICKETTS,  M.D., 
dncinnati,  O. 


When  we  have  a  gall  stone  or  gall  stones  in  the  bladder,  cys- 
tic duct,  or  common  duct,  the  biliary  flow  need  not  for  a  time 
be  interrupted.  When  the  stone  is  primarily  engaged  in  the 
lower  end  of  the  gall  bladder  or  in  the  common  duct,  then  a 
pathological  lesion  begins.  The  stopping  of  the  flow  of  the  bile 
may  be  intermittent  or  constant  enough  to  produce  symptoms 
indicating  tension.  Then  we  can  have  an  obstruction  of  the 
common  duct  due  to  external  trauma,  such  as  a  blow  received 
over  the  region  of  the  liver.  With  this  catarrhal  condition  of 
the  common  duct  is  usually  found  distention  as  the  result  of  bile 
not  being  carried  on  through  the  gall  ducts.  Then  we  may  have 
a  solitary  calculus  engaged  in  the  lower  end  of  the  gall  bladder, 
causing  thickening  of  its  wall,  with  the  periodical  escape  of  in- 
fected or  non-infected  contents.  It  is  claimed  by  some  opera- 
tors that  gall  stones  are  never  preformed  in  the  hepatic  or 
common  duct.     If  such  is  true   we  have  some  wonderful  phe- 

»  I  am  indebted  to  Drs.  Edwards,  Ostrander,  and  MacGurgan,  of  the  Michi- 
gan ;  Dr.  Morse,  of  the  Eastern;  and  Dr.  J.  D.  Munson.  of  the  Northern  Asy- 
lum, for  examining  tlie  records  of  their  respective  institutions  for  these 
figures. 

2  Read  before  the  American  Association  of  Obstetricians  and  Gynecologists, 
September,  1895. 
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nomena  to  account  for,  in  which  calculi  were  found  post  mor- 
tem in  great  numbers  in  the  hepatic  duct  and  liver  substance 
and  none  in  the  gall  bladder,  cystic  or  common  duct. 

As  there  is  the  possibility  of  finding  one  or  more  stones  in  the 
hepatic  duct,  I  make  it  a  rule  to  try  to  introduce  a  probe  into 
the  hepatic  duct  after  the  gall  bladder  has  been  incised,  even 
though  nothing  but  a  catarrhal  condition  is  found.  The  first 
successful  probing  of  this  kind  was  reported  to  the  Southern 
Surgical  and  Gynecological  Society  at  the  last  meeting  in  Louis- 
ville. 

Case  I. — Mrs.  H.,  white,  52,  German,  and  a  patient  of  Dr. 
Campbell,  of  Vanceburg,  Ky.  Consulted  me  February  1st, 
1895.  While  she  had  some  pain  in  the  region  of  the  stomach, 
followed  by  attacks  of  diarrhea,  she  said  that  she  had  been  but 
slightly  jaundiced  within  the  eight  years.  She  was  suffering 
from  intestinal  digestion  with  diarrhea ;  there  was  marked 
eructation  of  gas,  and  she  said  that  it  was  seldom  that  her  stools 
were  other  than  grayish  in  color;  thero  was  no  marked  loss 
of  flesh,  nor  did  she  ever  have  typical  attacks  of  biliary  colic. 
She  said  that  it  was  seldom  that  she  could  take  food  without 
causing  dull,  heavy  pain  in  the  stomach.  Three  years  previously 
Dr.  Campbell  had  made  a  diagnosis  of  gall  stone  and  urged  sur- 
gical interference.  There  had  been  occasional  attacks  of  vomit- 
ins  that  were  severe  euouo:h  at  times  to  cause  hematemesis. 

On  examination  I  found  a  tender  spot  a  little  to  the  right  of 
the  median  line  and  over  the  region  of  the  gallbladder;  on  deep 
pressure  a  nodule  could  be  felt;  the  pressure  elicited  much 
pain.  Diagnosis  of  gall  stone  was  made  and  surgical  interfer- 
ence urged.  The  abdomen  was  opened  on  the  following  day, 
February  2d,  and  the  gall  bladder  was  found  only  moderately 
distended.  Upon  passing  the  finger  down  alongside  of  the 
bladder  under  the  pylorus  a  stone  could  be  felt  through  the 
wall.  The  bladder  wall,  which  was  thickened,  was  incised  and 
quite  a  quantity  of  fluid  removed.  Passing  the  Tait  alligator 
forceps  (closed)  well  down  into  the  bladder,  the  same  being  held 
up  into  the  wound  by  catch  forceps,  the  click  was  readily  gotten, 
and,  opening  the  blades  with  some  difficulty,  the  stone,  weighing 
one  hundred  and  twenty  grains,  was  dislodged.  The  small  end 
of  the  olive-pointed  probe  was  passed  down  into  the  common 
duct  and  an  efiEort  made  to  probe  it,  without  success.    Satisfying 
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myself  that  I  could  not  pass  the  probe  through  the  common 
duct  into  the  duodenum,  I  withdrew  the  probe  and  bent  it,  pass- 
ing it  down  into  the  wound  with  the  end  pressing  against  the 
upper  gall-bladder  wall.  I  thus  readily  passed  the  end  into  the 
hepatic  duct  for  quite  a  little  distance,  and  satisfied  myself  that 
this  calculus  was  beginning  to  distend  the  upper  end  of  the 
common  duct;  in  other  words,  that  it  lay  at  the  junction  of  the 
common  and  hepatic  ducts.  I  stitched  the  incised  bladder  into 
the  abdominal  incision  with  silkworm  gut,  leaving  an  opening 
through  which  the  lower  end  of  a  glass  tube  was  passed  for 
drainage  down  into  the  lower  end  of  the  gall  bladder.  This 
bladder  was  flushed  morning  and  night  with  warm  filtered  water 
by  means  of  a  common  metal  syringe,  with  the  patient  on  her 
right  side.  The  debris  washed  out  through  this  tube  for  seven 
days  following  the  operation  was  remarkable.  At  this  time  my 
assistant,  Dr.  Robinson,  was  instructed  to  give  her  one-tenth  of 
a  grain  of  calomel  every  hour  until  she  had  taken  one  grain. 
By  the  time  the  last  dose  was  administered  the  dressings  were 
flooded  with  bile.  Within  twenty-four  hours  a  saline  was  ad- 
ministered  ;  bowels  moved  promptly,  but  no  sign  of  any  biliary 
admixture  in  same.  The  flushing  was  kept  up  morning  and 
night  for  another  week  and  the  calomel  repeated,  followed  by 
salines.  The  stools  were  then  of  proper  color ;  with  this  con- 
dition present  the  tube  was  removed  and  the  wound  allowed  to 
heal.  The  patient  went  home  at  the  end  of  four  weeks  minus 
her  diarrhea,  and  her  health  since  has  been  all  that  could  be 
desired. 

Case  II.— John  F.,  white,  ^t.  28,  a  vigorous  countryman, 
brought  to  me  by  Dr.  Hill,  of  Vanceburg,  Ky.  In  felling  a  tree 
he  had  received  a  blow  over  the  liver,  knocking  him  a  distance 
of  twenty  feet,  was  picked  up  unconscious,  carried  to  his  home, 
and  put  to  bed.  He  soon  rallied  from  the  shock,  and  within 
two  days  a  marked  tenderness  with  distention  was  discovered 
over  the  region  of  the  gall  bladder ;  this  distention  greatly  in- 
creased for  five  weeks,  during  which  time  Dr.  Robert  M.  Biggs 
saw  him  in  consultation.  At  the  end  of  five  weeks  he  was 
brought  to  my  hospital.  I  found  that  he  had  had  clay-colored 
stools  for  four  weeks,  was  very  much  emaciated,  and  the  pain 
in  the  region  of  the  distention  was  so  great  that  he  had  to  be 
kept  under  the  influence  of   morphia.     The  tumor  was  even 
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in  its  development  and  round,  the  lower  end  broader,  extending 
almost  to  the  crest  of  the  right  ilinm.  I  diagnosed  an  ob- 
structed common  duct  and  urged  that  a  cholecystotomv  be  done 
immediately.  Patient  was  given  a  bath,  bowels  moved  by 
salines,  and  on  the  following  morning  at  10  o'clock  I  cut  down 
on  the  gall  bladder,  finding  it  adherent  to  the  abdominal  wall. 
Plunging  the  curved  trocar  into  the  gall  bladder,  I  drew  from 
it  into  a  large  bowl  fluid  that  by  actual  measurement  was  one 
hundred  and  twenty  ounces.  I  tried  to  pass  the  small  end  of 
a  probe  into  the  common  duct,  and  found  that  the  lower  end 
of  it  was  obstructed.  Curving  the  probe,  I  readily  passed  the 
curved  end  into  the  hepatic  duct.  The  lower  end  of  a  glass 
drainage  tube  was  passed  down  into  the  gall  bladder,  through 
which  the  bladder  was  washed  out  morning  and  night  for  ten 
days,  at  which  time  one-tenth  of  a  grain  of  calomel  was  given 
every  hour  until  one  grain  had  been  taken  ;  the  dressings  were 
flooded  with  biliary  fluid,  but  the  salines  administered  by  mouth 
did  not  bring  any  change  to.  the  condition  of  the  stools.  The 
flushing  was  kept  up  for  another  week  and  the  stools  began  to 
show  some  signs  of  changing  to  the  desired  color ;  calomel  was 
repeated  until  the  stools  became  of  the  proper  color,  the  drain- 
age tube  was  removed,  and  the  wound  allowed  to  heal.  The 
convalescence  of  this  patient  was  ail  that  could  be  desired,  and 
a  letter  from  his  brother  tells  me  that  his  health  is  perfect. 

Case  III.— Mrs.  L.,  aet.  38,  a  patient  of  Dr.  Ilalderman,  of 
Portsmouth,  Ohio,  mother  of  three  children.  Says  that  she 
cannot  recollect  the  time  when  she  did  not  have  a  "  sallow 
skin."  For  years  she  has  suffered  from  attacks  of  pain,  mode- 
rately severe,  over  the  region  of  the  liver;  her  dejections  have 
seldom  been  of  a  golden-yellow  color.  During  the  past  four 
years  the  pain  has  rather  increased  in  severity;  especially  has 
this  been  the  case  for  the  j^ast  year,  necessitating  the  use  of 
opium.  The  administration  of  calomel  followed  by  salines 
failed  to  give  relief  from  pain  during  the  prior  six  months,  and 
consequently  she,  with  her  hu8l)and,  was  ready  to  accept  any 
procedure  that  promised  relief.  Dr.  Ilalderman  had  watched 
the  stools  carefully,  having  the  same  washed,  without  finding 
any  calculi. 

Upon  examination  I  found  her  thin  in  flesh  ;  pressure  over 
the  gall  bladder  caused  pain,  although  no  distention  could  be 
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mapped  out.  So  thoroughly  was  I  convinced  that  the  suffering 
was  from  an  obstructed  common  duct  that  I  urged  an  explora- 
tory incision.  This  was  consented  to,  and  on  the  18th  day  of 
May,  1895,  with  the  assistance  of  Drs.  Halderman  and  Kline,  I 
opened  the  abdomen  over  the  gall  bladder,  finding  it  two-thirds 
filled  with  fluid ;  the  gall-bladder  wall  was  thick — thicker  than 
any  that  I  have  ever  seen.  Massage  failed  to  force  out  the 
fluid.  After  the  fluid  had  been  carefully  drawn  off  and  the 
parts  sponged,  I  tried  to  explore  the  cystic  common  duct  with 
the  olive-pointed  end  of  a  probe,  without  success;  no  calculi  by 
click  or  sense  of  touch  could  be  found.  As  the  fluid  was  not 
septic,  I  decided  to  do  a  cholecystenterostomy  with  the  aid  of 
tbe  smaller- sized  Murphy  button.  The  button  was  passed  on 
the  thirteenth  day,  while  the  patient  has  had  no  pain,  but 
steadily  gained  in  strength  and  flesh.  Her  color  has  improved, 
while  the  tri-weekly  dose  of  opium  is  a  thing  of  the  past. 
137  Broadway. 


A  CONSIDERATION   OF  SOME  OP    THE   NEWER  PROBLEMS    IN 
ABDOMINAL  AND  PELVIC  SURGERY  IN   WOMEN. 


CHARLES  P.  noble,  M.D.. 

Surgeon-in-Chief,  Kensington  Hospital  for  Women, 

Piiiladelphia. 


It  is  my  purpose  in  this  paper  to  discuss  briefly  some  of  the 
newer  problems  in  abdominal  and  pelvic  surgery  in  women 
which  at  this  time  are  attracting  so  much  attention  not  only 
among  gynecologists  but  also  in  the  profession  at  large.  I  shall 
report  my  work  at  the  Kensington  Hospital  for  Women  during 
its  past  fiscal  year,  together  with  the  results  obtained,  and  con- 
sider whether  these  results  would  have  been  altered  for  better 
or  for  worse  had  I  made  use  of  other  methods  of  treatment 
than  those  employed. 

Forty  patients  have  had  non-operative  treatment  or  the  rest 
cure.     Of  these  one  died.' 

Celiotomy  has  been  performed  one  hundred  and  nineteen 
times  for  various  conditions,  with  six  deaths  and  one  hundred 
and  thirteen  recoveries. 

^  See  seventh  death. 
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Abdominal  Hysterectomies,  37. 

For  fibromata 16 

Complications. — Malignant  degeneration,  1;  ovarian  cyst,  1; 
ovarian  cyst  with  unruptured  tubal  pregnancy — fetus,  1; 
parovarian  cyst.  1  ;  unilateral  hydrosalpinx,  3;  bilateral 
hydrosalpinx,  2;  bilateral  pyosalpinx,  1  ;  calcareous  and 
cystic  degeneration,  1;  bilateral  salpingitis  with  dense 
adhesions,  1. 
For  ovarian  tumor,  retroflexion  of  the  uterus,  and  adhesions  (the 

other  ovary  previously  removed  for  suppurating  tumor) 

For  unilateral  pyosalpinx,  salpingitis,  and  retroflexion  of  the  uterus, 

For  bilateral  pyosalpinx 

For  bilateral  pyosalpinx  and  suppurating  ovarian  tumor 

For  bilateral  hydrosalpinx 

For  bilateral  ovarian  tumors 

For  retroflexion  of  uterus,  prolapsed,  cystic,  and  enlarged  ovaries, 
For  cirrhotic  ovary  and  incurable  metrorrhagia  (other  ovary  removed 

four  years  before) 

For  bilateral  hematoma  of  ovaries,  salpingitis,  and  adhesions. .    .   . 
For  bilateral  salpingitis  and  ovaritis,  with  retroflexion  of  the  uterus 

and  adhesions 8 

For  suppurating  left  intraligamentous  ovarian  cyst  (one  gallon)  and 

right  hydrosalpinx 1 

Ovariotomies. 

Single 9 

Double  2 

Complicntions. — Resected  ovary,   1;   pyosalpinx,  1;  malignant 
degeneration,  2;  salpingitis  and  dense  adhesions,  1;  suppu- 
ration in  cyst,  1. 
In  eleven  other  cases  ovarian  tumors  were   removed  which  are  not 
classed  under  this  head. 
Tubal  Pregnancies. 

Unruptured 3 

Ruptured 5 

Complications. — Gangrene  of  left  tube  and  broad  ligament,  1; 
hydrosalpinx,  1. 

Pyosalpinx. 

Unilateral 4 

Bilateral   . .    8 

Complications. — Suppurating   ovarian    tumors,  2;     non  suppu- 
rating ovarian  tumors,  3;  suppurating  ovaries,  4;  intraperi- 
toneal abscesses,  3. 
In    eight    other  cases  pus    tubes  were   removed    which    are  not 
classified  under  this  head. 
Hydrosalpinx. 

Single 1 

Double 1 

In  seven  other  cases  hydrosalpinx  was  dealt  with,   not   included 
under  this  head. 


NOBLB  :    ABDOMINAL    AND    PELVIC    SUBGERY    IN    WOMEN.       913 

Chronic  Salpingitis,  Ovaritis,  and  Adhesions,  11. 

Unilateral 6 

Bilateral  5 

Hysterorrhaphy,  28. 

Simple  hysterorrhaphy,  no  adhesions 1 

Combined  with  plastic  operations,  no  adhesions 13 

Combined  with  some  other  abdominal  operations,  or  when  adhesions 
existed 15 

Herniotomy. 

For  post-operative  ventral  hernia 3 

Adventitious  cyst,  infected  pedicles 3 

Appendicitis  (one  abscess) 7 

Abdominal  myomectomy 3 

Parovarian  cysts  3 

Chronic  ovaritis,  both  ovaries  removed 2 

"  "       one  ovary  removed 3 

Acute  salpingitis  and  peritonitis     

Pelvic  abscess 

Cancer  of  the  omentum  

Cholecystotomy  

Exploratory  section 

In  addition  two  hundred  and   thirty-eight  other  operations  have 
been  done,  as  follows  : 

Miscellaneous  operations 23 

Shortening  of  the  round  ligaments 4 

Vaginal  hysterectomy 2 

Vaginal  myomectomy 1 

Closing  of  a  vesico- vaginal  fistula 1 

Ligation  of  the  uterine  arteries 4 

Nephrorrhaphy  (in  two  cases  double) 5 

Dilatation  and  curetting 71 

Perineorrhaphy  62 

Trachelorrhaphy 27 

Amputation  of  the  cervix  uteri 24 

Anterior  colporrhaphy 14 

Of  this  miscellaneous  list  of  operations  (excluding  the  ab- 
dominal sections)  it  is  uunecessary  to  say  much.  The  mere  re- 
port of  the  cases  themselves  indicates  the  general  character  of 
the  work  done.  All  of  these  cases  recovered,  and  in  the  plastic 
operations  primary  union  was  obtained  in  every  case.  In  my 
opinion  tlie  principles  upon  which  the  plastic  surgery  of  women 
ahould  be  done  have  l^een  so  thoroughly  worked  out  by  Sims 
and  Emmet  (with  some  minor  exceptions)  that  but  little  is  left 
to  their  successors  except  to  follow  in  their  footsteps.  Improve- 
ments in  this  field  must  be  in  minor  details. 
58 
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Deaths. — There  have  been  seven  deatlis  in  the  hospital  dur- 
ing the  year,  six  of  these  following  the  operation  of  abdominal 
section. 

The  first  death  was  in  a  case  of  suppurating  hematocele  due 
to  a  raptured  tubal  pregnancy.  The  patient  had  general  septi- 
cemia with  a  temperature  of  104°  at  the  time  of  the  operation, 
and  had  gangrene  of  the  rnptiired  left  tube  and  broad  ligament. 
With  irrigation  and  drainage  of  the  pelvis  the  local  conditions 
improved  somewhat,  but  tlie  patient  died  of  general  septicemia 
on  the  seventh  day  after  the  operation.  General  peritonitis  did 
not  develop.  This  patient  died  because  she  was  not  operated 
upon  sooner.  Knowing  the  conditions  in  the  case,  blame  does 
not  attach  to  anv  one  except  tlie  patient  herself,  as  operation 
was  suggested  earlier  by  her  family  attendant  but  not  accepted. 
Moreover,  the  progress  of  this  case  was  very  insidious,  and  it 
did  not  appear  before  the  operation  that  she  was  in  such  a  des- 
perate condition. 

The  second  death  was  in  a  case  of  appendicitis  with  abscess 
and  with  pelvic  peritonitis.     This  patient  liad  been  in  bed  many 
weeks,  first  with  an  acute  appendicitis    which  apparently  had 
subsided,  and  second  with  an   attack  of  pelvic  peritonitis  re- 
sulting in  the  binding  down   of  the  uterus  and  its  appendages. 
It  was  not  l)elieved  that  there  was  an  abscess  in  this  case,  as  the 
mass  which   had  existed  earlier  in  its  history  had  disappeared.' 
Therefore  it  was  thought  possible  to  cure  boili  the  disease  of  the 
appendix   and  the   adherent  uterus  and  :ip]ieiidages    with  one 
operation.     The  uterus  and  appendages  were  freed  from  adhe- 
sions and  a  hysterorrhaphy  was  tione.     Next  the  appendix  re- 
gion was  investigated  through  tiie  same   inc-ision,  when   it  was 
found    that    a   small    abscess    was    pre.-enr    behind   the    cecum. 
When  this  was  discovered  a  second  ii'cisicn  over  the  appendix 
region  was  made  for  gauze  packing  and  drainage,  but  infection 
had  occurred  and  the  patient  died  of  acute  septic  peritonitis. 
It  is  possible  that  had  the  pelvic  organs  not  lieen  disturbed,  and 
had  the  incision  been  made  directly  over  rlu-  cecum,  this  patient 
might  have  recovered. 

The  third  death  was  in  a  case  of  double  pyc»palpinx  and  intra- 
peritoneal abscess  in  a  patient  very  tniicb  broken  down  from 
septic  absorption  and  who  had  had  t;e|)iic  fever  for  weeks.  She 
was  decidedly  septic  at  the  time  of  opeiiiti.-n.  Tiiis  operation 
was  done  rapidly,  and  the  pelvis  thoronj:lily  irrigated  and  drained 
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both  with  gauze  and  a  glass  tube,  but  she  died  of  septicemia  on 
the  fourth  day.  It  was  my  intention  in  this  ease,  knowing  her 
prostrated  condition  and  that  septicemia  was  pref-ent,  to  drain  if 
possible  by  the  vagina  and  to  leave  the  pelvic  structures  in,  to 
be  removed  if  necessary  at  some  subsequent  period.  On  open- 
ing the  abdomen,  however,  the  barriers  between  the  pus  and 
general  peritoneal  cavity  were  so  frail  that  I  thcught  it  ex- 
tremely doubtful  whether  the  pus  could  be  evacuated  without 
breaking  into  the  general  peritoneal  cavity.  Moi cover,  the  pus 
tube  on  the  left  side  contained  several  septa,  and  a  portion  of 
this  pus  tube  could  not  have  been  drained,  as  it  was  attached 
high  up  in  front  of  the  broad  ligament.  This  patient's  life 
might  have  been  saved  had  drainage  only  been  employed,  but 
this  is  a  matter  of  great  doubt.  This  patient  died  because  she 
was  operated  upon  "too  late." 

The  fourth  death  was  in  a  case  of  fibroid  tumor  in  a  woman 
67  years  of  age.  She  had  had  "  womb  trouble  "  for  forty  years 
and  had  known  of  the  existence  of  the  tumor  for  at  least  fifteen 
years.  The  pelvic  portion  of  the  fibroid  had  undergone  cal- 
cification, and  another  part  had  undergone  cysric  degeneration. 
The  pressure  of  the  tumor  upon  the  bladder  and  ureters  gave 
her  snch  torment  that  she  demanded  operation  in  spite  of  a 
bad  prognosis,  which  was  given  partly  on  account  of  her  age 
and  of  her  calcified  arteries,  but  more  especially  because  of  very 
defective  urinary  secretion.  The  tumor  was  removed  without 
difficulty,  but  she  died  of  suppression  of  urine  on  the  fourth 
day.  Ko  autopsy  was  permitted,  but  there  was  no  reason  to 
suspect  the  ligation  of  a  ureter,  as  slie  past^ed  ur.ne  freely  for 
the  first  day. 

The  fifth  death  was  in  a  patient  having  a  retroflexed  and 
adherent  uterus  and  adherent  appendages  (recurrent  peritonitis), 
upon  whom  a  hysterectomy  with  removal  of  the  appendages 
was  performed.  This  operation  was  done  May  H\it,  the  first 
hot  weather  of  this  year,  and  the  patient  died  of  heat-stroke  on 
the  second  day.  Two  other  patients  were  o;)era'ed  upon  the 
same  day,  both  of  whom  were  affected  by  the  hear  in  a  minor 
degree,  but  recovered  under  the  use  of  iee  l>aths.  In  the 
patient  who  died  it  was  impossible  to  keep  t!ie  temperature 
below  103°,  even  by  ice  packs.  This  is  tKe  secoid  patient  in 
my  experience  who  has  died  from  heatstroke  a  ier  operation. 
It  is  of  interest  to  note  that  several  other  patieiit>  operated  upon. 
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in  other  hospitals  in  Philadelphia  the  same  day  also  suffered 
from  heat-stroke. 

The  sixth  death  was  that  of  a  woman  having  a  suppurating 
ovarian  tumor,  who  had  had  septic  fever  for  five  weeks  before 
her  operation,  and  who  was  greatly  prostrated  and  distinctly 
septic  at  the  time  of  operation.  The  tumor  contained  four 
quarts  of  pus.  She  died  of  septicemia  on  the  second  day.  It  is 
unnecessary  to  point  out  that  the  tumor  should  have  been  re- 
moved so  soon  as  attention  was  called  to  it  by  the  septic  symp- 
toms. 

The  seventh  death  was  in  a  patient  suffering  from  ovarian 
tumor,  who  was  admitted  to  the  hospital  for  operation  when  in 
the  last  stages  of  inanition  from  this  disease.  She  died  shortly 
after  her  admission  and  before  an  operation  was  performed. 
This  woman  had  seen  a  number  of  physicians,  who  differed  in 
their  diagnosis  and  advice.  She  was  recommended  at  last  to  con- 
sult a  surgeon  by  a  woman  electrician.  It  brings  up  curious 
reflections  upon  the  efficiency  of  medical  advice,  that  an  ovarian 
tumor  should  have  been  permitted  to  grow  until  it  caused  the 
death  of  this  patient,  and  that  in  1895  in  the  city  of  Philadel- 
phia. 

Trachelorrhapky  versus  Amputation  of  the  Cervix. — Trache- 
lorrhaphy has  been  performed  twenty-seven  times,  amputation  of 
the  cervix  uteri  twenty-four  times,  and  anterior  colporrhaphy 
fourteen  times.  The  relation  of  these  operations  is  of  interest, 
as  showing  tliat  amputation  of  the  cervix  has  been  chosen  in 
preference  to  trachelorrhaphy  about  ten  times.  The  other  am- 
putations of  the  cervix  have  been  done  for  cases  of  procidentia. 
It  is  my  practice,  whenever  the  cervix  is  so  thoroughly  diseased 
that  the  morbid  tissue  cannot  be  removed  satisfactorily  by  doing 
trachelorrhaphy,  to  perform  an  amputation  of  the  cervix.  In 
this  way  I  feel  sure  that  better  results  can  be  obtained  than  by 
attempting  to  restore  the  contour  of  the  cervix.  I  believe  tiiat 
this  opinion  is  shared  by  the  originator  of  the  operation  of 
trachelorrhaphy.  Dr.  Emmet. 

The  Conner  Dative  Principle  in  Abdominal  Surgery. — Of  the 
one  hundred  and  nineteen  cases  reported,  in  sixty-four  both  the 
uterine  appendages,  with  or  without  the  uterus,  were  removed; 
in  twenty-three  one  uterine  appendage  was  removed;  and  in 
thirty-two  none  of  the  sexual  organs  were  removed.  The  last 
group  includes   cases   of   hysterorrhaphy,    the    breaking-up^of 


NOBLE  :    ABDOMINAL    AND    PELVIC    SURGERY    IN    WOMEN.       91Y 

adhesions,  myomectomy,  and  abdominal  operations  proper  as 
distinguished  from  operations  on  the  pelvis.  In  other  words,  in 
fifty-three  of  the  one  hundred  and  nineteen  patients  the  func- 
tions of  ovulation,  menstruation,  etc.,  were  not  interfered  with 
by  the  operations.  In  several  cases  in  which  one  ovary  and  tube 
were  removed,  and  minor  disease,  such  as  hematoma  or  small 
follicular  tumors,  existed  in  the  opposite  ovary,  the  diseased  part 
was  excised,  the  wound  sutured,  and  the  remaining  part  of  the 
ovary  dropped  back.  In  all  my  work  tlie  principle  iias  been 
recognized  that  the  functions  proper  to  women  should  not  be 
interfered  with  except  for  good  and  sufficient  reasons.  The 
nature  of  this  paper  prevents  a  full  account  of  the  results 
obtained  in  carrying  out  this  principle,  more  especially  in  cases 
in  which  a  certain  grade  of  salpingitis  is  present,  especially  when 
the  appendages  have  been  bound  down  by  adhesions.  Suffice  it 
to  say  that  the  results  obtained  make  it  worth  while,  in  my  judg- 
ment, to  carry  out  the  principle  in  the  case  of  young  women  in 
whom  maternity  is  desired  or  may  become  possible.  On  the 
other  hand,  there  is  no  doubt  that  the  results  in  many  of  these 
cases  are  disappointing,  and  that  subsequently  the  remaining 
ovary  and  tube  must  be  removed  in  order  to  restore  the  patient 
to  health. 

Suspensio  Uteri  versus  Shortening  of  the  Round  Ligaments. 
— It  will  be  observed  that  in  four  cases  the  round  ligaments  were 
shortened  for  retroversion  or  retroflexion  of  the  uterus,  whereas 
suspensio  uteri  was  done  twenty-eight  times,  and  of  this  number 
in  thirteen  cases  in  which  adhesions  were  absent  hysterorrhaphy 
was  the  only  intra-abdominal  operation  performed.  In  twelve 
of  the  thirteen  cases  plastic  operations  were  done  at  the  same 
time.  In  other  words,  in  the  class  of  cases  where  either  ope- 
ration could  have  been  done  the  round  ligaments  were  short- 
ened four  times  and  suspension  was  done  thirteen  times.  My 
experience  has  been  very  much  greater  with  suspension  of 
the  uterus  than  with  shortening  of  the  round  ligaments.  I 
like  both  the  operations  very  much,  as  the  results  obtained 
have  been  most  satisfactory.  In  all  of  the  cases  in  which 
I  have  shortened  the  round  ligaments  the  uterus  remains  in 
position.  This  does  not  include  a  case  in  which  I  attempted 
the  operation  and  failed  to  find  the  ligaments— the  first  time  in 
which  I  made  the  effort.  Of  the  cases  in  which  hysterorrhaphy 
has  been  done,  so  far  as  I  know,  not  only  in  these  reported  to 
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night  but  in  all  the  previous  cases  in  which  I  have  operated,  the 
uterus  remains  forward  except  in  two  cases.  In  one  case  the 
patient  had  a  septic  peritonitis  and  it  was  necessary  to  reopen 
the  abdomen  to  wash  out  the  septic  material,  at  which  time  the 
sutures  throujrh  the  uterus  were  removed  and  not  reintroduced. 
This  patient  remains  well,  but  her  uterus  is  not  attached  to  the 
abdominal  wall.  It  was  a  case  of  procidentia  in  which  plastic 
operations  were  done  and  then  the  adherent  ovaries  and  tubes 
were  removed  and  a  hjsterorrhaphy  performed.  One  of  the 
tubes  had  been  transformed  into  a  hydrosalpinx.  The  second 
case  in  which  the  uterus  has  not  remained  attached  to  the  abdomi- 
nal wall  was  one  in  which  on  the  third  or  fourtii  day  the  blad- 
der  became  over-distended  and  tore  out  the  sutures  from  the 
uterus.  This  patient  was  apparently  emptying  her  bladder  and 
deceived  her  nurses  in  this  way.  Attention  was  called  to  the 
over-distention  by  abdominal  pain,  which  on  investigation  was 
found  to  be  due  to  a  bladder  sufHciently  filled  to  extend  up  to 
the  umbilicus. 

The  relative  merits  of  hysterorrhaphy  and  shortening  of  the 
round  ligaments  is  a  question  which  merits  attention.  In  my 
judgment  the  field  of  suspension  of  the  uterus  is  very  much 
wider  than  that  of  shortening  of  the  round  ligaments.  The 
latter  operation  should  be  limited  to  those  cases  of  retroversion 
or  prolapse  of  the  uterus  in  which  the  uterus  is  freely  movable 
and  the  broad  ligaments  so  Haccid  as  to  assure  the  examiner  that 
adhesions  are  absent  or  of  a  very  tritiing  character.  This  last 
clause  is  added  because  adhesions  of  a  very  triHing  character 
cannot  be  recognized  by  bimanual  examination.  Really  the 
operation  should  be  limited  to  cases  in  which  adhesions  are 
absent.  On  the  other  hand,  suspension  is  applicable  not  only  to 
this  class  of  cases,  but  to  cases  in  which  adhesions  more  or  less 
dense  exist  as  a  complication  of  the  retroflexion  or  prolapse  of 
the  uterus.  My  preference  is  to  shorten  the  round  ligaments  in 
cases  having  no  adhesions,  if  the  ])iitient  is  young  and  liable  to 
become  pregnant,  as  I  believe  that  j)rcgnancy  and  lal)or  are  less 
likely  to  i)e  interfered  with  than  is  the  case  when  tiie  uterus  is 
attached  to  the  abdominal  wall,  Hysterorrhaphy  must  be  em- 
ployed whenever  there  are  adhesions,  and  oftentimes  when  there 
are  none.  For  example :  Of  the  twenty-eight  hysterorrhaphies 
reported  ti> night  twelve  have  been  done  in  cases  of  procidentia 
or  retrodexion  of  the   uterus  in  which    plastic  operations  were 
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als.)  perfonnsd  upon  the  same  patient  at  the  same  i?itting.  In 
all  such  cases  I  prefer  liysterorrhaphy  because  of  the  much 
shorter  time  which  is  required  for  its  performance.  Ten  or 
fifteen  minutes  suffiae  for  a  carefully  performed  hysterorrhaphy, 
whereas  it  requires  at  least  three-quarters  of  an  hour  to  shorten 
the  round  ligaments.  Tlie  interests  of  the  patient  are  best  sub- 
served by  selecting  hysterorrhaphy  in  cases  in  whicii  it  is  neces- 
sary to  do  a  number  of  operations  upon  the  same  patient  on  the 
same  day. 

In  parallel  cases,  in  my  judgment,  the  risks  of  the  two  ope- 
rations are  about  the  same.  In  a  well-conducted  clinic  the  mere 
opening  of  the  abdominal  cavity  is  in  itself  a  risk  so  slight  as 
to  be  scarcely  appreciable.  Moreover,  in  shortening  the  round 
ligaments  not  infre(iuently  the  peritoneal  cavity  will  be  opened, 
and  not  only  once  but  twice.  I  have  a  number  of  times  torn  the 
peritoneum  in  both  inguinal  canals  when  stripping  it  off  from 
the  round  lioraments  ;  therefore  even  this  slight  risk  is  not 
necessarily  av^oided  in  the  operation  of  shortening  the  round 
ligaments.  In  my  judgment  its  advantages  are  that  it  is  less 
apt  to  interfere  with  pregnancy  or  labor,  and  its  disadvantages,  as 
compared  with  suspension  of  the  uterus,  consist  of  the  increased 
length  of  time  necessary  for  its  performance,  and  the  fact  that 
occasionally  adhesions  are  overlooked  which  may  subsequently 
require  an  abdominal  operation  to  relieve  pain,  caused  by  put- 
ting: them  on  the  stretch  when  the  uterus  is  brought  forward. 

It  will  be  observed  that  in  no  case  has  vaginofixation  of  the 
uterus  been  performed.  This  operation,  of  German  origin,  has 
not  impressed  itself  favorably  upon  me.  That  much  can  be  said 
in  its  favor  I  am  prepared  to  admit,  but  am  too  well  satisfied 
with  the  results  obtained  by  hysterorrhaphy  and  by  shortening 
of  the  round  ligaments  to  choose  it  in  preference. 

Suturing  the  Abdominal  Incision.  Hernia. — There  have 
been  three  post-operative  herniotomies  for  ventral  hernia.  One 
of  these  was  in  a  patient  upon  whom  I  had  operated  for  a  rup- 
tured tubal  pregnancy,  using  drainage  and  the  through-and- 
through  suture.  The  second  was  in  a  patient  upon  whom  I  had 
operated  for  a  suppurating  ovarian  tumor  communicating  with 
the  rectum,  the  patient  being  at  the  time  greatly  prostrated  from 
long-continued  suppuration  and  septic  absorption.  At  the  first 
operation  the  suppurating  tumor  was  removed  by  peeling  it  out 
of  its  bed,  and  when  removed  there  was  no  point  requiring  a 
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ligature.  The  patient  was  so  profoundly  shocked  at  this  time 
that  the  opposite  appendage  was  not  examined.  Gauze  and 
glass  drainage  was  used  and  the  through  and-through  suture. 
Both  of  these  patients  belong  to  the  class  whicli  are  apt  to 
develop  hernia.  They  are  prostrated  at  the  time  of  operation, 
so  that  this  has  to  be  hurriedly  performed  ;  drainage  must  be 
used,  and  the  suturing  of  the  abdominal  wall  done  in  a  very 
imperfect  manner.  Everything  has  to  yield  to  the  necessity  for 
shortening  the  operation  to  the  utmost  possible  degree,  other- 
wise the  patient  dies  from  shock  or  sepsis,  the  latter  being  very 
much  more  apt  to  develop  in  a  prostrated  patient.  I  always  tell 
such  patients  that  they  should  feel  rather  glad  that  they  have  a 
hernia,  as  had  they  not  recovered  from  the  operation  they  would 
not  be  bothered  with  it.  The  third  patient  had  been  operated 
upon  in  another  hospital  for  adherent  appendages,  the  adhesions 
having  been  broken  up  with  the  idea  that  a  cure  would  result. 
On  the  contrary,  the  adhesions  reformed  and  the  patient  suffered 
not  only  from  retroflexion  of  the  uterus  and  adherent  and  dis- 
eased appendages,  but  from  a  hernia  in  addition.  At  the  first 
operation,  I  believe,  through-and-through  suturing  was  employed. 
In  the  second  case  a  thin-walled  ovarian  tumor  was  present,  and 
this,  together  with  the  retroflexed  and  adherent  uterus,  was 
removed.  In  the  third  case  the  diseased  and  adherent  appen- 
dages, together  with  the  retroflexed  and  adherent  uterus,  were 
removed. 

These  three  cases  of  hernia  are  reported  in  order  to  refei-  to 
the  method  employed  in  closing  the  abdominal  wall,  which  is 
applicable  not  only  to  cases  of  post-operative  ventral  hernia,  but 
also  to  the  abdominal  incision  in  all  cases  of  celiotomy  in  which 
abdominal  drainage  is  not  necessary.  This  metliod  of  suturing 
has  been  employed  for  three  and  a  half  years  in  about  two  hun- 
dred cases,  with  the  result  that  not  a  single  hernia  has  presented 
itself.' 

'  To  be  absolutely  exact  I  should  report  tliat  in  a  case  of  tubercular  pyosal- 
pinx  and  tubercular  peritonitis  in  which  the  method  was  used  the  incision 
became  infected  and  lill  of  the  sutures  were  discharged.  In  this  case  a  hernia 
formed  about  one  year  after  the  operation.  In  a  second  case  an  umbilical 
hernia  in  a  very  stout  lady  was  operated  upon,  and  the  pillars  of  the  ring  were 
brought  together  by  this  method  of  suturing.  About  a  year  after  the  opera- 
tion a  hernia  appeared  to  the  left  of  the  line  of  suture.  It  is  scarcely  necessary 
to  point  out  that  the  object  of  the  suturing  was  defeated  by  suppuration  in  the 
first  case,  and  that  the  conditions  are  es.sentially  different  in  umbilical  hernia 
from  those  which  obtain  in  abdominal  section  in  general. 
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The  method  of  suturing  referred  to  is  to  bury  a  row  of  silk- 
worm gut  sutures  at  the  level  of  the  aponeurosis,  thus  closing 
the  peritoneum,  subperitoneal  fat,  recti  muscles,  and  aponeu- 
rosis. The  edges  of  the  aponeurosis  are  brought  together  under 
the  guidance  of  vision,  which  I  believe  is  the  secret  of  the  suc- 
cess of  the  method  in  preventing  hernia.  The  skin  and  subcu- 
taneous fat  are  then  brought  together  by  superficial  sutures  in- 
troduced down  to  the  aponeurosis,  so  that  dead  spaces  shall  not 
be  left  in  the  abdominal  wall.  If  proper  asepsis  is  maintained 
suppuration  is  an  extremely  rare  accident.  The  method  was 
employed  for  over  two  years  without  a  single  suppuration,  when 
two  patients  operated  upon  the  same  day  suppurated.  In  other 
words,  on  that  day  somebody's  hands  were  not  clean  or  the 
suture  material  was  not  properly  sterilized.  My  results  with 
this  method  of  closing  the  abdominal  wall  have  been  so  satisfac- 
tory that  I  am  not  tempted  to  change  it.  It  has  been  proposed 
to  substitute  silver  wire  for  silkworm  gut,  and  this  has  been 
done  by  various  operators  because  of  the  suppurations  which 
occurred  with  the  silkworm  gut.  This,  however,  is  purely  a 
question  of  asepsis,  and  if  this  can  be  maintained  there  will  be 
no  occasion  for  a  variation  in  the  technique.  The  use  of  non- 
absorbable buried  sutures,  I  believe,  is  original  with  Schede,'  of 
Hamburg,  and  has  been  employed  more  especially  by  Edebohls 
and  myself  in  this  country.  My  experience  with  it  is  now  suffi- 
cient to  enable  me  to  claim  that  by  it  hernias  after  abdominal 
section  can  be  reduced  practically  to  the  vanishing  point. 

Abdominal  Hysterectomy. — Thirty-seven  abdominal  hysterec- 
tomies were  performed.  Sixteen  abdominal  hysterectomies 
were  for  fibroids.  In  these  sixteen  cases  the  following  compli- 
cations were  met  with  : 

In  one,  malignant  degeneration  ;  in  one,  an  ovarian  cyst ;  in 
one,  an  ovarian  cyst  with  unruptured  tubal  pregnancy — fetus ; 
in  one,  bilateral  pyosalpinx  ;  in  one,  a  parovarian  cyst ;  in  three, 
unilateral  hydrosalpinx  ;  in  two,  bilateral  hydrosalpinx  ;  in  one, 
calcareous  and  cystic  degeneration  ;  in  one,  bilateral  salpingitis 
with  dense  adhesions.     Of  these  patients  one  died." 

The  remaining  twenty-one  abdominal  hysterectomies  were 
done  for  the  following  conditions  : 

'  Schede  uses  buried  Bilver-wire  sutures  and  also  "  through-and-through  " 
wire  sutures. 
•  See  fourth  death. 
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One,  ovarian  tumor,  retroflexion  of  the  uterus  and  adhesions  ;' 
one,  unilateral  pyosalpitix,  salpingitis,  and  retroflexion  of  the 
uterus;  four,  bilateral  pjosalpinx;  one,  bilateral  pyosalpinx  and 
suppurating  ovarian  tumor;  one,  bilateral  hydrosalpinx;  one, 
bilateral  ovarian  tumors;  one,  retroflexion  of  uterus,  prolapsed 
and  cystic  enlarged  ovaries  ;  one,  cirrhotic  ovary  and  incurable 
metrorrhagia  f  one,  bilateral  hematoma  of  ovaries,  salpingitis, 
and  adhesions  ;  eight,  bilateral  salpingitis  and  ovaritis,  with  re- 
troflexion of  the  uterus  and  adiiesions;^  one,  suppurating  left 
intraligamentous  ovarian  cyst,  containing  one  gallon  of  i)us, 
and  right  hydrosalpinx — uterus  removed  on  account  of  oozing 
from  its  ragged  surface/ 

Ut/sterectomy  versus  the  Removal  of  the  Uterine  Appen- 
dages.— Special  attention  should  be  called  to  the  fact  that  hys- 
terectomy, instead  of  the  usual  operation  of  the  removal  of  the 
appendages  only,  was  performed  in  twenty-one  cases.  In  eleven 
of  these  the  uterus  was  retroflexed  and  in  ten  adherent.  For- 
merly in  these  cases  of  ^  retroflexion  and  adhesions,"  after  the 
removal  of  the  uterine  appendages  and  the  separation  of  all  ad- 
hesions, either  a  hysterorrhaphy  would  have  been  done  or  the 
chance  would  have  been  taken  that  the  uterus  would  again  be- 
come flxed  in  retroflexion.  When  the  condition  of  the  patient 
is  fairly  good  1  believe  it  to  be  better  practice  to  remove  the 
uterus  along  vvith  its  appendages  in  these  cases,  rather  than  to 
do  a  hysterorrhaphy  or  to  allow  the  uterus  to  drop  back  in  the 
pelvis.  One  of  the  patients  so  operated  upon  died  (see  fifth 
death),  but  a  study  of  the  case  will  afford  convincing  evidence 
that  the  death  was  due  to  operation  upon  a  hot  day,  and  not  to 
the  fact  that  a  hysterectomy  rather  than  the  mere  removal  of 
the  uterine  appendages  was  done.  The  two  chief  advantages 
of  hysterectomy  in  this  class  of  cases  are:  1.  That  in  a  certain 
percentage  of  them  drainage,  which  would  otherwise  be  neces- 
sary, can  be  dispensed  with,  thus  promoting  the  subsequent  com- 
fort of  the  patient  by  reducing  the  risks  of  hernia.  2.  That  the 
uterus  is  not  left  attached  to  the  abdominal  wall,  with  its  ragged 
posterior  surface  to  become  attached  to  the  bowels  and  thus  to 
favor  subsequent  abdominal  pain  from  adhesions. 

'  The  other  oviiry  hud  becii  removed  for  a  suppuratiug  tumor.     Sec  under 
herniotomies. 
'^  This  patient  had  had  one  ovary  removed  four  years  before. 
'  One  died.     See  fifth  death.  *  See  sixth  death. 
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In  the  remaining  ten  cases  in  which  hysterectomy  was  done 
instead  of  the  removal  of  the  uterine  appendages,  in  some  the 
uterus  was  removed  in  order  to  permit  the  ligation  of  both  ute- 
rine arteries  and  thus  to  control  oozing  either  deep  in  the  pelvis 
or  from  the  surface  of  the  uterus  itself.  In  other  cases  the 
uterus  was  removed  so  that  the  ragged  surface  behind  the  broad 
ligaments  could  be  covered  over  by  the  peritoneum  dissected 
from  the  anterior  face  of  the  uterus  and  the  broad  ligaments. 
In  this  way  drainage  can  frequently  be  dispensed  with  when 
otherwise  it  would  be  necessary. 

Hysterectomy  was  done  in  this  class  of  cases  twenty-one 
times,  and  the  uterine  appendages  alone  were  removed  twenty- 
seven  times. 

My  own  experience  has  been  different  from  that  reported  by 
many  operators  as  to  the  permanent  result  of  the  removal  of 
the  uterine  appendages,  especially  as  to  disagreeable  sequelae. 
It  is  claimed  by  many  operators  that  in  the  large  percentage  of 
cases,  if  the  uterus  is  left  behind  after  the  removal  of  the  ova- 
ries and  tubes,  the  patients  are  not  restored  to  health  ;  that  they 
continue  to  suffer  from  pelvic  pain,  hemorrhages,  or  other 
symptoms  which  render  their  condition  either  no  better  than 
before  their  operation  or  perhaps  even  worse.  About  a  year 
ago  I  investigated  the  results  obtained  in  my  early  cases,  about 
eighty  in  number,  who  had  been  operated  upon  long  enough  to 
judge  of  the  ultimate  result  obtained,  and  found  that  in  only 
four  of  them  were  unfortunate  sequelae  present.  This  is  about 
five  per  cent.  One  of  the  four  had  metrorrhagia  because  a 
portion  of  one  ovary  was  not  removed.  Two  suffered  from  pel- 
vic pain  of  a  similar  character  to  that  for  which  the  operation 
had  been  done.  Both  of  these  patients  had  been  chronic  inva- 
lids for  years,  and  the  operations  were  undertaken  with  the 
expectation  of  benefiting  them  by  doing  away  with  menstrua- 
tion, rather  than  of  making  a  perfect  cure.  It  will  not  gratify 
the  advocates  of  hysterectomy  to  know  that  at  the  solicitation  of 
one  of  these  two  patients  her  uterus  was  removed,  and  that  she 
continues  to  suffer  exactly  the  same  pain  as  before.  Her  gene- 
ral health  improved  very  much  after  the  first  operation,  and  in- 
stead of  being  bedridden  she  is  now  able  to  do  the  greater  part 
of  her  domestic  duties  ;  but  the  removal  of  the  uterus  did  not 
modify  the  pain  which  was  left  after  the  removal  of  the  appen- 
dages.    The  other  similar  case  has  been   lost   sierht   of.     The 
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fourth  patient  had    a  s^onorrheal  intraperitoneal  abscess  with 
double  pus  tubes,  and  still  has  a  gonorrheal  endometritis. 

While  I  do  not  accept  the  argument  as  valid  that  the  uterus 
should  be  removed  with  its  appendages  because  if  left  behind 
it  will  almost  surely  render  the  patient  an  invalid,  I  do  believe 
that  in  many  of  these  cases  it  is  desirable  to  remove  the  uterus 
along  with  the  ovaries  and  tubes.  From  my  standpoint,  what 
is  gained  by  hysterectomy  in  these  cases  is  tliat  oozing  can  be 
much  better  controlled  if  both  uterine  as  well  as  both  ovarian 
arteries  are  tied,  and  that  a  very  considerable  part  of  the  raw 
surface  left  after  the  separation  of  adherent  appendages  can  be 
covered  over  by  the  flap  of  peritoneum  dissected  off  from  the 
front  of  the  uterus  and  broad  ligaments.  In  this  way  drainage 
can  be  dispensed  with  in  many  cases  when  otherwise  it  should 
be  employed,  and  the  number  of  hernias  following  such  opera- 
tions can  be  greatly  reduced.  Post  operative  intestinal  adhe- 
sions also,  I  feel  confident,  will  be  less  common  than  after  the 
older  operation  ;  and  the  reason  for  this  is  quite  apparent.  A 
gain  is  made  by  removing  the  uterus  itself  also  in  cases  of  long- 
standing chronic  metritis  with  a  large,  infiltrated  uterus.  Such 
a  uterus,  when  left  behind  after  the  removal  of  the  ovaries,  can 
keep  up  reflex  symptoms. 

Abdominal  versus  Var/inal  Hysterectomy. — Abdominal  hys- 
terectomy has  been  performed  thirty-seven  times,  and  the  ute- 
rine appendages  only  have  been  removed  twenty-seven  times, 
whereas  vaginal  hysterectomy  has  been  performed  but  twice. 
The  advocates  of  vaginal  hysterectomy  as  an  improvement  upon 
abdominal  section  for  the  removal  not  only  of  cancerous  uteri, 
but  also  for  small  fibroids,  certain  ovarian  tumors,  and  for  the 
inflammatory  and  suppurative  diseases  of  tiie  uterine  appen- 
dages, will  naturally  claim  that  the  interests  of  these  women 
would  have  been  better  subserved  had  vaginal  hysterectomy 
rather  than  abdominal  section  been  done  upon  the  great  major- 
ity of  them.  They  advocate  vaginal  hysterectomy  rather  than 
celiotomy  upon  the  following  grounds:  (1)  that  after  vaginal 
hysterectomy  there  are  no  ventral  hernias  ;  (2)  that  the  pri- 
mary mortality  is  less  than  that  after  celiotomy  ;  (3)  that  the 
ultimate  results  are  better  than  after  celif»tomy  ;  (4)  that  the 
convalescence  is  shorter  than  after  celiotomy  ;  (.5)  they  claim 
also  that  vaginal  hysterectomy  is  especially  indicated  in  the 
worst  cases  of  pelvic  inflammation   and   suppuration,   because 
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that  by  it  the  barrier  of  adhesions  formed  by  peritonitis,  which 
shuts  off  the  general  peritoneal  cavity  from  the  pelvis,  is  not 
broken  down  by  the  operation  done  from  the  vagina. 

I  wish  only  to  point  out  that,  however  much  truth  there  may 
be  in  the  claims  now  made  for  vaginal  hysterectomy,  its  advo- 
cates have  as  yet  not  established  their  position,  and  that  tliey 
have  very  decidedly  overstated  its  relative  merits.  They  have 
insisted  very  strongly  upon  the  great  frequency  of  ventral  her- 
nia after  celiotomy.  The  results  of  those  who  employ  non- 
absorbable buried  sutures,  as  illustrated  by  my  own  report  to- 
night, show  that,  while  there  is  something  in  this  claim,  after 
all  it  is  of  small  and  relative  rather  than  of  absolute  importance. 
Moreover,  it  may  be  found  that  the  percentage  of  vaginal  her- 
nias which  develop  after  vaginal  hysterectomy  is  not  very  dis- 
similar from  that  of  ventral  hernia. 

The  question  of  primary  mortality  is  largely  a  personal  matter 
and  depends  upon  the  skill  of  the  operator  and  upon  his  judg- 
ment in  the  selection  of  cases  for  operation.  These  factors  are 
again  influenced  by  the  conditions  which  he  can  control  in  the 
clinic  in  which  he  operates,  and  also  by  his  selfishness  or  unself- 
ishness as  to  whether  he  considers  the  good  of  his  patient  or 
merely  the  piling-up  of  statistics  embracing  a  low  mortality; 
and  even  here  I  believe  the  advantage  lies  with  celiotomy.  This 
is  indicated  by  contrasting  the  mortality  of  vaginal  hysterectomy 
as  given  by  Jacobs,'  of  Brussels,  4.2  per  cent,  with  that  of 
abdominal  hysterectomy  given  by  Baldy,  2.7  per  cent,  and  by 
the  known  results  obtained  by  Kelly,  between  1  and  2  per  cent, 
and  that  reported  by  myself. 

The  claim  that  the  ultimate  results  obtained  after  vaginal 
hysterectomy  are  better  than  after  celiotomy,  is  one  which  I 
doubt  and  which  has  to  be  proved  by  time  rather  than  by  argu- 
ment. I  wish  merely  to  point  out  in  this  connection,  that  it  is 
admitted  that  when  vaginal  hysterectomy  is  employed  it  is  nec- 
essary in  many  cases  to  do  partial  or  incomplete  operations,  leav- 
ing behind  ovaries  or  parts  of  ovaries,  pus  tubes  or  parts  of  pus 
tubes,  and  depending  upon  drainage  to  effect  a  cure.  This  claim 
and  admission  will  hardly  convince  those  who  have  been  ac- 
customed to  remove  completely  diseased  organs  by  abdominal 
section,  and  who  have  seen  the  bad  results  following  incomplete 
operations. 

'  Americaa  Gynecological  and  Obstetrical  Journal,  June,  1895,  pp.  744-896. 
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A  great  deal  is  said  of  the  advantages  of  vaginal  liYsterectomy 
because  after  it  women  can  be  made  to  sit  np  as  early  as  one  or 
two  weeks  after  operation,  whereas  abdominal  surgeons  advise 
their  patients  to  remain  in  bed  from  three  to  four  weeks.  This 
argument  when  investigated  is  a  very  weak  one,  because  patients 
are  not  well  within  one  or  two  weeks  after  vaginal  hysterectomy. 
Their  pelvic  wounds  are  not  even  healed  up,  and  oftentimes  even 
longer  after  an  operation  the  sloughing  processes  have  not  been 
completed,  but  give  rise  to  foul,  stinking  discharges.  'No  surgeon 
of  experience  will  accept  the  claim  that  such  patients  are  well 
because  they  can  be  forced  out  of  bed  at  this  time.  One  is 
inclined  to  suspect  that  the  hygiene  of  hospital  wards  makes  it 
desirable  that  these  patients  shall  be  urged  to  return  home  at  the 
earliest  possible  day.  "When  it  is  recalled  that  the  nutrition  of 
many  of  these  patients  is  profoundly  depraved  and  that  their 
nervous  tone  is  in  a  similar  condition,  it  will  be  admitted  that  a 
rest  in  bed  even  longer  than  three  or  four  weeks,  under  good 
hygienic  conditions  and  with  good  food  and  nursing,  is  a  most 
valuable  factor  in  restoring  them  to  healtli. 

The  final  claim  that  vaginal  hysterectomy  is  especially  valu- 
able in  the  more  severe  cases  of  pelvic  suppuration,  because 
it  does  not  break  down  the  barrier  which  shuts  off  the  pelvic 
disease  from  the  general  peritoneal  cavity,  is  unquestionably 
fallacious.  Every  abdominal  surgeon  knows  by  practical  ex- 
perience that  it  is  extremely  rare  to  meet  with  a  case  in  which 
both  uterus  and  appendages  are  absolutely  buried  beneath  a  wall 
of  adhesions.  At  some  point  the  uterus  or  the  uterine  ap])en- 
dages  are  in  relation  with  the  general  peritoneal  cavity;  there- 
fore, whether  vaginal  or  abdominal  hysterectomy  Ite  done,  in 
these  cases  the  barrier  between  the  pelvic  disease  and  the  gen- 
eral peritoneal  cavity  is  broken  through.  Whatever  advantage 
the  method  has,  it  tnust  not  be  claimed  that  it  permits  the 
removal  of  the  pelvic  disease  without  opening  the  general 
peritoneal  cavity. 

Heretofore  in  this  class  of  cases  I  have,  with  one  exception, 
always  oj)erated  from  above  and  have  removed  completely  the 
diseased  structures.  I  have  become  convinced,  however,  that  it 
is  better  surgery  to  drain  these  cases  by  the  vagina,  by  making 
an  incision  into  Douglas'  pouch  and  breaking  up  the  pus  sacs 
with  the  linger,  either  making  an  al)dominal  section  to  assist  in 
the  manipulations  or  not,  as  may  be  indicated  in  the  particular 
caso.     In  this  way  the  barrier  can  be  preserved  between  the  pel- 
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vie  disease  and  the  general  peritonea]  cavity.  Drainage  will 
permit  these  patients  to  recover  from  their  septic  state,  and 
later  they  can  be  operated  upon  for  the  removal  of  diseased 
structures,  if  necessary. 

I  by  no  means  believe  that  the  questions  at  issue  concerning 
abdominal  versus  vaginal  operations  have  been  settled.  Like 
all  problems  in  medicine,  they  will  be  settled  by  the  combined 
experience  of  the  profession,  after  sufiicient  time  has  elapsed  to 
determine  definitely  the  advantages  and  disadvantages  of  both 
methods.  I  am  not  inclined,  however,  to  believe  that  vaginal 
hysterectomy  has  a  large  field — certainly  not  unless  improve- 
ments are  made  whereby  operations  attempted  by  this  method 
can  be  performed  with  certainty  and  the  present  necessity  of 
doing  incomplete  operations  is  overcome.  "When  the  vagina  is 
roomy  and  tlie  adhesions  not  too  dense,  undoubtedly  the  opera- 
tion is  entirely  feasible  from  below.  But  in  this  class  of  cases 
very  many  patients  require  plastic  work  in  the  vagina  ;  in  such 
cases  the  abdominal  route  offers  the  advantage  that  both  the 
plastic  and  the  abdominal  operations  can  be  done  at  the  same 
sitting.  When  the  vagina  is  narrow  and  the  adhesions  dense 
and  perplexing,  vaginal  hysterectomy  is  rather  a  demonstration 
of  how  by  great  perseverance  and  hard  work  extreme  difficulties 
can  be  overcome,  than  an  exhibition  of  the  skill  of  the  surgeon 
in  dealing  with  the  complications  encountered,  and  does  not 
compare  at  all  favorably  with  operation  by  the  abdominal  route. 
The  atxlominal  route  offers  great  advantages  in  dealing  with 
cancer  of  the  uterus,  inasmuch  as  in  this  way  very  much  more 
of  the  broad  ligaments  and  other  tissues  surrounding  the  uterus 
can  be  removed.  Tliis  is  especially  true  if  bougies  are  placed 
in  the  ureters,  as  this  permits  the  removal  of  very  much  more 
tissue  than  is  otherwise  possible  without  injuring  these  struc- 
tures. 

In  conclusion,  I  wish  to  point  out  that  a  resort  to  the  vaginal 
method  of  operating  could  not  have  improved  the  results  in  the 
cases  reported  in  this  paper.  The  second  and  fourth  deaths 
were  in  cases  in  which  the  vaginal  method  of  operation  was  not 
applicable.  One  was  a  case  of  abscess  behind  the  cecum,  from 
appendicitis  ;  the  other  was  a  case  of  fibroid  tumor  extending 
far  above  the  level  of  the  umbilicus,  in  which  the  pelvic  portion 
had  undergone  calcification,  the  upper  part  being  cystic.  The 
first  and  third  deaths  occurred  in  patients  having  general  septi- 
cemia at  the  time  when  they  were   operated   upon.     I  can  see 
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no  ground  for  the  belief  that  a  fatal  result  would  have  been 
averted  had  the  vaginal  method  been  employed.  The  fifth  death 
occurred  from  heat-stroke.  On  the  other  hand,  we  do  not  know 
how  many  deaths  would  have  resulted  had  the  vaginal  method 
rather  than  the  abdominal  been  used.  In  addition  to  this  aspect 
of  the  question,  I  have  no  doubt  that  the  remote  results  will  be 
very  much  better  than  they  would  have  been  had  the  vaginal 
method  been  employed.  Complete  operations  have  been  done 
in  every  case,  which  would  not  have  been  the  case  with  the  use 
of  the  lower  method.  In  addition,  I  can  report  that  not  in  a 
single  case  were  tistulag  of  the  bladder  or  bowel  caused  by  ope- 
ration. In  two  cases  bowel  fistulas  were  present  at  the  time  of 
operation.  In  one  of  these  a  cure  has  resulted,  and  in  the  other 
the  fistula  is  gradually  closing.  This  is  a  decidedly  better  show- 
ing than  that  obtained  by  the  vaginal  method.  Finally,  there 
is  the  certainty  that  these  patients  will  not  suffer  from  recurrent 
attacks  of  peritonitis  due  to  diseased  tubes  left  in  at  the  time  of 
operation,  or  from  tumors  or  abscesses  of  ovaries  left  behind  as 
a  result  of  incomplete  work. 
1637  NoKTH  Broad  street. 
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At  the  conclusion  of  what  has  proved  to  be  an  exceedingly 
prosperous  year  for  this  Journal,  we  are  happy  to  announce  the 
completion  of  arrangements  which  we  feel  certain  will  greatly 
enhance  its  value  to  the  general  reader  as  well  as  to  the 
specialist,  and  which,  while  maintaining  in  every  respect  the 
high  standard  held  for  nearly  a  quarter  of  a  century  in  the 
departments  of  gynecology  and  obstetrics,  will  enable  it  to  give 
equal  prominence  to  diseases  of  children,  a  feature  which  has 
for  a  number  of  years  been  overshadowed  by  our  other  interests. 

As  an  important  part  of  this  plan  we  shall  publish  during  the 
coming  year  papers  on  pediatrical  subjects  by  a  number  of 
distinguished  teachers.  These  papers  will  contain  much  valu- 
able material,  will  embrace  widely  differing  spceialtieH,  and  will 
run  through  all  the  numbers  of  the  year.  Many  of  them  will 
be  illustrated  by  plates  and  figures  in  the  text.  The  writers 
will  include  Franckk  IIctntington  Bosworth,  M.D.,  Professor 
of  Diseases  of  the  Throat,  Bellevue  Hospital  Medical  College, 
New    York ;    Edward   Bknnet   Bkowson,    M.D.,    Professor   of 
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Diseases  of  the  Skin,]Srew  York  Polyclinic;  Henry  D.  Chapin, 
M.D.,  Professor  of  Diseases  of  Children,  Post-Graduate  Medical 
School,  New  York;  W.  S.  Christopher,  M.D.,  Professor  of 
Pediatrics,  College  of  Physicians  and  Surgeons,  Chicago ;  H.  P. 
Cooke,  M.D.,  Professor  of  Pediatrics,  University  of  Texas;  Rob- 
ert H.  M.  Dawbarn,  M.D.,  Professor  of  Surgery,  New  York 
Polyclinic;  D.  Bkyson  Delavan,  M.D.,  Professor  of  Diseases 
of  the  Throat,  Medical  Department  of  Columbia  College,  New 
York;  Edward  Bradford  Dench,  M.D.,  Professor  of  Diseases 
of  the  Ear,  Bellevue  Hospital  Medical  College,  New  York; 
Francis  X.  Dercum,  M.D.,  Professor  of  Diseases  of  the  Nervous 
System,  Jefferson  Medical  College,  Philadelphia;  H.  M.  McClan- 
AHAN,  M.D.,  Professor  of  Diseases  of  Children,  Omaha  Medical 
College,  Omaha  ;  C.  F.  Shollenberger,  M.D.,  Professor  of  Pedi- 
atrics, Gross  Medical  College,  Denver;  Hunter  H.  Powell, 
M.D.,  Professor  of  Obstetrics  and  Diseases  of  Children,  Western 
Reserve  University,  Cleveland  ;  G.  E.  De  Schweinitz,  M.D., 
Professor  of  Ophthalmology,  Jefferson  Medical  College,  Phila- 
delphia; Charles  G.  Stockton,  M.  D.,  Prof essor  of  Principles 
and  Practice  of  Medicine,  University  of  Buffalo ;  George 
Henry  Fox,  M.D.,  Professor  of  Diseases  of  the  Skin,  Medical 
Department  of  Columbia  College,  New  York;  J.  P.  Crozer 
Griffith,  M.D.,  Professor  of  Diseases  of  Children,  University 
of  Pennsylvania,  Philadelphia;  Hobart  Amory  Hare,  M.D., 
Professor  of  Therapeutics,  Jefferson  Medical  College  ;  Paulus 
A.  Irving,  M.D.,  Professor  of  Diseases  of  Children,  University 
College  of  Medicine,  Richmond  ;  B.  Alexander  Randall, 
M.D.,  Professor  of  Diseases  of  the  Ear,  Jeffei'son  Medical  Col- 
lege; Arthur  A.  Stevens,  M.D.,  Instructor  in  Physiological 
Diagnosis,  University  of  Pennsylvania  ;  H.  R.  Wharton,  M.D., 
Demonstrator  of  Surgery  and  Surgeon  to  the  Hospital,  Univer- 
sity of  Pennsylvania. 

In  the  Abstract  department,  which  has  been  limited  to  a 
summary  of  certain  of  the  papers  appearing  in  French  and 
German  periodicals,  the  most  radical  changes  will  be  made. 
We  shall  present  in  each  number  a  complete  digest  of  the  pre- 
vious month's  medical  literature  of  the  world  upon  gynecology, 
obstetrics,  and  pediatrics.  No  pains  or  expense  will  be  spared 
in  order  that  this  portion  of  the  Journal  shall  contain  a  com- 
plete resume  of  the  latest  researches  in  the  branches  to  which 
it  is  devoted.  The  Editor. 
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Meeting  of  October  i7ih,  1895. 
The  President,  C.  B.  Penrose,  M.D.,  in  the  Chair. 
Dr.  B.  C.  Hirst  read  a  paper  upon 

A  REMARKABLE  CASE  OF  ACQUIRED  ATRESIA  OF  THE  VAGINA.' 

Dr.  Laine. — I  saw  the  patient  out  in  the  country  two  years 
ago,  just  as  I  was  abont  to  sail  for  Europe.  I  sent  her  to  a 
gynecologist  in  Philadelpliia  and  understood  that  he  was  going 
to  do  a  hysterectomy.  I  did  not  see  the  woman  again  until 
after  my  return  from  Europe,  and  found  a  large  mass  in  the 
pelvis.  For  several  days  I  was  undecided  as  to  what  it  was, 
because  I  had  understood  that  the  doctor  had  performed  hyste- 
rectomy. However,  I  went  to  see  him,  and  he  told  me  he  had 
simply  removed  the  ovaries.  1  then  sent  the  patient  to  Dr. 
Martin,  who  opened  the  collection  in  the  upper  part  of  the 
vagina,  and  this  was  followed  by  a  urinary  tistula.  Two  or 
three  weeks  after  this  operation  she  developed  very  high  tem- 
perature and  the  diagnosis  rested  between  an  ascending  pyelitis 
and  a  collection  of  pus  in  the  upper  part  of  the  vagina.  Dr. 
Martin  requested  me,  during  his  temporary  absence,  to  operate 
on  the  case.  I  did  so  through  the  rectum,  and  drained  a  col- 
lection of  pus  in  the  upper  part  of  the  vagina.  The  tempera- 
ture at  once  dropped  to  normal,  and  two  months  afterward  Dr. 
Hirst  did  a  hysterectomy  on  the  case.  The  mistake  was  that, 
after  developing  comi)lete  atresia  of  the  vagina,  a  hysterectomy 
was  not  performed  instead  of  simi)le  oojihorectomy.  For  after 
this,  even  if  she  had  not  menstruated,  the  mucous  discharge  from 
the  uterus  would  have  been  sutHcient  to  cause  the  fwelling  or 
abscess  in  the  upper  part  of  the  vagina. 

Dr.  Noble. — It  would  seem  that  this  patient's  ovaries  were 
not  removed,  so  that  we  can  hardly  speak  of  removal  of  the 
ovaries  when  there  was  enougli  of  one  ovary  left  to  insure  men- 
struation. I  would  like  to  ask  whether  Dr.  Hirst  removed  the 
vagina  in  his  operation. 

Dr.  Hirst. — I  did  not,  forit  was  probably  ol)literated,  except 
for  a  small  segment  in  its  upper  tliird. 

Dr.  Noble. — If  this  is  the  case  I  see  no  reason  wliy  she  should 
not  have  some  trouble  from  a  shut-up  vaginal  retention  cyst.     It 

'  See  original  article,  p.  902. 
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seems  likely  that  some  one  will  add  to  the  series  of  operations 
bj  performing  one  for  the  collection  of  fluid  in  this  unique  case 
later  on. 

Dr.  R.  H.  IIamill  reported 

A    CASE    OF    ACQUIRED    ATRESIA  OF  THE   VAGINA.' 

Dr.  IIirst. — It  would  be  useful  to  all  of  us  to  hear  an  expres- 
sion of   opinion,  from  the  Fellows  who  possess  experience  in 
these  cases,  as  to  the  advisability  of  opening  the  abdomen  to  see 
if  there  is  a  collection  in  the  tubes.     A  case  of  my  own,  with  a 
fatal  result,  well  illustrates  this.     The  woman  had  an  acquired 
atresia  of  the  cervix.     This  only  developed  when  she  was  47  or 
48  years  of  age,  and  the  symptoms  so  much  resembled  tiiose  of 
the  menopause  that  they  did  not  attract  attention  for  a  long 
time   until  great  pain  developed  in  urination  and  defecation. 
On  examination  I  found  a  closed  cervix  and  an  enormous  hema- 
tometra.     I  punctured  and  washed  out  the  womb  thoroughly 
and  congratulated  myself  upon  the  probable  complete  recovery. 
A  week  later  there  was  high  fever  with  septic  symptoms,  evi- 
dent abdominal  and  pelvic  inflammation.     On  examination   I 
detected  enlarged  tubes,  which  could  not  be   reached  when  I 
tapped  the  womb  because  they  were  so  high  in  the  abdominal 
cavity.     I  opened  her  abdomen,  but  she  died  of  septic  perito- 
nitis.    Had  I  operated  first  upon  the  tubes  and  then  evacuated 
the  uterus  the  case  would  have  had  a  successful  issue.     There 
was  just  enough  communication  between  the  tubes  and  uterine 
cavity  to  permit  of  infection  of  the  former's  contents.     The 
uterine  orifices  of  the  tubes  were  not  large  enough  to  allow 
good  drainage.     The  fluid  leaked  out  drop  by  drop  from  the 
tubes  into  the  uterine  cavity — just  fast  enough   to^  favor  the 
spread  of  the  germs  of  putrefaction  to  the  collections  in  the 
tubes,  but  not  enough  to  diminish  the  size  of  the  large  hema- 
tosalpinx that  I  found  on  both  sides  when  the  abdomen  was 
opened.     I  shall  make  it  a  rule  of  practice  in  the  future  to 
open  the  abdomen  in  any  case  of  atresia  of  the  genital  tract 
with  hematocolpos  or  hematometra  in  which  I  am  at  all  doubt- 
ful as  to   the   condition  of  the   tubes— that  is  to  say,  in  the 
majority  of  cases,  for  all  of  us  who  have  seen  many  of  these 
cases  know  how  difficult  it  is  to  determine  the  condition  of  the 
tubes  by  rectal  examination  before  operation  or  by  vaginal  ex- 
amination afterward. 

Dr.  Shoemaker.— Owing  to  the  difficulty  of  ascertaining 
prior  to  operation  which  organs  are  dilated  to  form  the  sac,  I 
think  that  the  wiser  plan  would  be  to  drain  from  below  all  that 
it  is  possible  to  remove,  and  then  by  bimanual  examination  de- 
termine whether  the  tubes  are  emptied  or  not.  The  results  of 
section  afterward  would  be  likely  to  be  more  satisfactory,  since 

1  See  original  article,  p.  900. 
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the  complicatioQ  of  the  enormous  distention  of  the  vagina  or 
uterus  would  be  removed. 

Dr.  Noble. — As  Dr.  Hamill  asks  for  an  expression  of  opinion 
from  each  of  us,  I  may  say  that  it  seems  to  me  that  the  experi- 
ence of  all  of  us  is  rather  restricted  in  this  class  of  cases.  Thej 
are  very  rare.  So  far  as  my  own  recollection  goes,  1  think  I 
have  only  seen  one  out  of  the  many  cases  of  pelvic  disease  which 
have  come  under  my  notice.  That  was  a  case  due  to  an  imper- 
forate hymen.  The  case  was  sent  to  me  as  an  ovarian  tumor. 
A  young  girl  of  17  or  thereabouts  had  a  sufKcient  accumulation 
of  blood  in  the  vagina,  uterus,  and  tubes  to  make  a  lobulated 
tumor.  It  was  very  easy  to  make  out  three  distinct  tumors,  one 
on  each  side  and  one  in  the  centre.  The  hymen  was  excised 
and  care  was  taken  not  to  drag  upon  the  uterus  or  tubes.  By 
using  asepsis  the  material  drained  away  and  she  made  a  good 
recovery.  I  have  not  heard  from  her  since  she  left  the  hospital 
in  good  condition,  and  I  cannot  give  the  ultimate  outcome  of 
the  case,  although  I  probably  would  have  heard  from  lier  had 
the  operation  not  given  permanent  relief. 

I  think  the  experience  of  others,  however,  in  the  past  has 
shown  that  the  majority  of  cases  of  hematometra  and  hemato- 
salpinx do  well  when  drainage  is  instituted  from  below.  The 
old  authors  state  tliat  occasionally  the  tubes  rupture  when 
drained  from  below.  It  is  more  likely  that  they  did  not  rup- 
ture unless  dragged  on,  but  simply  that  septic  trouble  developed 
from  infection  as  in  the  case  of  Dr.  Plirst. 

It  seems  to  me,  however,  the  wiser  plan  is  to  drain  from  be- 
low as  a  first  step.  I  am  quite  sure  a  smaller  percentage  will 
develop  septic  peritonitis  when  operated  on  from  below  than 
would  do  so  if  we  did  a  major  operation  at  the  time.  There 
certainly  is  great  risk  of  sepsis  in  an  operation  to  remove  an 
enormous  uterus  containing  menstrual  blood,  with  enlarged 
tubes  which  would  be  present  under  these  circumstances,  when 
the  diseased  vagina  must  be  left.  I  feel  that  the  chances  would 
be  decidedly  better  ])y  operating  below  and  watching  the  cases, 
so  that  if  bad  symptoms  developed  a  major  operation  could 
be  done. 

Dr.  Penrose. — It  seems  to  me  the  two  plans  of  treatment 
should  be  adopted,  one  in  case  an  accumulation  of  blood  or  fluid 
is  contained  altogether  in  the  uterus,  the  other  in  case  the  va- 
gina itself  is  disteniied  with  an  accumulation.  In  the  latter 
drainage  from  below  would  be  the  safer  plan.  In  the  former 
case  I  think  that  hysterectomy  for  the  hematometra  would  be 
as  easy  as  hysterectomy  for  any  other  condition. 

The  one  case  in  which  I  had  any  experience  was  that  of  a 
woman  with  hematometra,  who  had  also  a  hydrosalpinx  fully 
as  large  as  the  uterus,  crowning  the  fundus,  firmly  adherent  to 
the  uterus,  pear-shaped.     In  this  case  I  removed  the  appendages 
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and  the  uterus  hy  abdominal  incision  and  she  made  a  very  good 
recovery. 

Dr.  John  B.  Shober  read  a  paper  on 

OPERATIONS    FOR    RETRODISPLAOEMENT    OF  THE    UlERUS.' 

Dr.  Noble. — This  subject  is  such  a  large  one  that  we  might 
very  protitably  spend  an  evening  on  its  discussion.  There  are 
various  aspects  to  the  paper,  the  tirst  one  being  historical.  I 
confess  I  was  surprised  at  the  historical  references,  more  espe- 
cially by  the  omissions.  In  the  tirst  place,  in  our  own  country 
there  is  no  one  who  has  done  so  much  for  this  operation  as  Dr. 
Kelly.  It  is  very  well  known  that  Dr.  Kelly  and  Dr.  Olshausen 
developed,  although  independently  of  each  other,  the  operation 
of  ventrotixation,  hysterorrhaphy,  or  suspensio  uteri.  Credit 
should  have  been  given  to  these  gentlemen.  Dr.  Leopold's 
work  is  certainly  much  later  than  that  of  his  fellow-countryman, 
Dr.  Olshausen. 

So  much  for  that  aspect  of  the  question.  So  far  as  the  term 
ventrotixation  is  concerned,  for  my  own  part  I  think  it  is  a  mis- 
nomer. It  matters  not  whether  the  uterus  is  scaritied  or  not 
scaritied  ;  it  is  only  a  question  of  a  few  months  until  the  uterus 
is  not  tixed.  Any  one  who  has  examined  a  case  of  ventrofixa- 
tion a  few  months  or  weeks  later  has  discovered  this  same  rib- 
bon-like band  which  Dr.  Shober  has  attributed  to  the  fact  that 
the  uterus  is  not  scaritied.  I  have  been  doing  this  operation 
without  scarifying  for  at  least  five  years.  In  my  own  operation 
the  sutures  which  hold  the  uterus  take  part  in  closing  the  ab- 
dominal wall.  I  use  aseries  of  silkworm-gut  sutures,  beginning 
at  the  aponeurosis,  which  remain  buried.  A  superficial  row 
closes  the  skin.  The  point  of  not  scarifying  the  uterus  is  an 
old  one  and  has  been  shown  in  practice  not  to  lead  to  any 
different  results  from  those  obtained  by  scarifying. 

As  to  the  point  that  abortions  follow  the  operation,  so  far  as 
my  own  experience  is  concerned,  I  have  had  only  two  patients 
to  become  pregnant  after  the  operation  was  done.  One  was 
confined  at  full  term,  after  some  difficulty  with  the  labor,  under 
Dr.  Norris.  The  other  patient,  when  I  last  heard  from  her,  was 
six  months  pregnant,  JSTeither  has  aborted.  There  are  nume- 
rous cases  on  record  in  which  the  patients  have  gone  to  full 
term  after  this  operation,  and  very  few  cases  in  which  abortions 
have  been  reported,  and,  as  abortions  occur  in  women  who  have 
not  been  operated  upon,  perhaps  these  cases  were  mere  coin- 
cidences rather  than  illustrations  of  cause  and  effect.  This 
objection  to  the  operation  is  a  relative  one  rather  than  an  ab- 
solute one. 

Another  point  in  the  paper  was  the  use  of  ventrofixation,  or 
hysterorrhaphy,  in  cases  in  which  the  uterine  appendages  were 

'  See  original  article,  p.  843. 
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remoyed — an  operation  which  all  of  us  have  done  many  times. 
Diirini^  the  past  year,  in  cases  in  which  it  has  been  necessary  to 
remove  the  appendages  and  when  there  was  also  an  adherent, 
retroflexed  uterus,  I  have  adopted  the  method  of  removing  the 
body  of  the  uterus  at  the  same  time.  Under  these  circum- 
stances it  adds  little  if  anything  to  the  risk  of  the  operation. 
In  this  way  we  get  rid  of  the  corpus  uteri  at  the  same  time  that 
the  appendages  are  removed,  and  by  closing  over  the  oozing 
surfaces,  where  adhesions  have  been  separated,  by  the  bladder 
peritoneum,  very  often  can  close  the  abdomen  without  drainage 
when  otherwise  a  tube  would  be  indicated.  This  is  better  than 
to  fix  the  uterus  after  removing  the  appendages. 

The  next  question  is  the  proper  method  of  treating  cases  of 
movable,  retroverted  uteri.  My  own  opinion  and  practice  has 
been,  in  a  good  number  of  these  cases,  that  it  is  not  necessary  to 
operate  at  all.  1  have  seen — all  of  us  have  seen — n)any  cases  of 
retroversion  without  any  symptoms  whatever.  The  uterus  is 
small  and  there  is  no  necessity  to  treat  it  at  all.  Where  it  is 
necessary  to  treat  these  cases  a  considerable  number  of  them 
can  be  managed  satisfactorily  with  a  pessary.  Where  neither 
of  these  methods  can  be  used  1  myself  feel  that  the  shortening 
of  the  round  ligaments  is  the  most  desirable  operation.  Mj 
experience  makes  me  favor  this  more  and  more,  especially  in 
young  women  who  are  likely  to  become  pregnant.  This  opera- 
tion certainly  leaves  the  uterus  in  a  better  condition  for  gesta- 
tion than  does  suspensio  uteri. 

The  objection  alleged  by  the  author— namely,  that  the  liga- 
ments cannot  always  be  found — is  valid.  Edebohls  has  shown 
that  it  is  not  always  the  operator's  fault  if  the  ligaments  are  not 
found.  Atthelastmeetingof  the  American  Gynecological  Soci- 
ety in  Baltimore  he  reported  two  cases  in  which,  failing  to  find 
the  ligaments  in  the  inguinal  canal,  he  opened  the  abdomen  and 
found  that  instead  of  going  into  the  inguinal  canals  they  ran 
into  some  other  point;  although  I  cannot  remember  exactly 
where  he  found  them,  at  all  events  not  inserted  in  their  normal 
position.  I  remember  the  first  operation  of  this  character  I 
attempted.  1  failed  to  find  the  ligaments,  and  I  thought  it  was 
a  very  bad  operation  when  I  could  not  find  what  I  was  looking 
for.  After  having  had  that  experience  I  went  to  see  men  ope- 
rate who  knew  how.  I  have  never  since  failed  to  find  them. 
It  is  a  very  good  operation,  but,  so  far  as  risks  are  concerned,  I 
think  it  is  no  safer  than  hysterorrhaphy.  In  a  number  of  the 
cases  in  which  I  have  done  the  oj)eration  I  have  opened  the 
peritoneum  on  both  sides.  It  is  very  hard  not  to  open  it,  in 
some  cases,  when  the  round  ligaments  and  the  peritoneum  are 
firmly  attached.  In  these  cases  it  is  very  easy  to  break  through 
the  peritoneum  in  stripping  out  the  ligament,  and  in  that  way 
to  oj)en  it.  But  we  all  know  this  is  a  very  small  matter,  and  in 
none   of   my  cases  have  any  bad  effects  followed.     As  to  the 
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standpoint  of  avoiiiing  opening  the  peritoneal  cavity,  I  affirm 
tliat  every  man  who  shortens  round  ligaments  will  open  in  a 
certain  percentage  of  cases. 

Finally,  the  operation  Dr.  Shober  speaks  of  is  about  forty 
years  old — at  least  in  its  conception.  The  operation  was  in- 
vented by  the  late  Dr.  Sims.  He  went  so  far  as  to  have  instru- 
ments made  and  to  have  his  patient  prepared,  when  his  courage 
failed  him  and  he  did  not  do  it.  The  fear  of  the  peritoneum 
was  too  great.  Any  one  interested  in  looking  up  the  literature 
will  find  that  he  broached  the  operation,  went  so  far  as  to  get 
ready  to  do  it,  and  then  backed  out.     So  it  is  an  old  idea. 

It  seems  to  me  the  question  of  avoiding  abdominal  incision  is 
a  very  small  one.  In  the  hysterorrhaphies  I  have  seen,  hernia 
has  played  no  role,  and,  as  that  is  the  only  real  objection  to 
opening  the  peritoneum  in  these  cases,  I  do  not  see  anything  to 
be  gained  by  the  proposed  procedure,  to  say  nothing  of  the  risk 
of  wounding  bowels. 

The  operation  proposed  is  certainly  a  very  ingenious  one,  but 
I  do  not  think  it  adds  to  our  practical  ability  to  deal  with  these 
cases.  It  iieems  to  me,  also,  though  experience  only  will  deter- 
mine this,  that  there  would  be  a  considerable  number  of  cases  in 
which  the  ligatures  would  become  infected  from  the  uterine 
cavity  and  eventually  work  their  way  out. 

Dr.  Moxtgomeky. — In  going  to  the  American  Medical  Asso- 
ciation of  1894:  I  stopped  at  Kansas  City  and  had  the  privilege 
of  meeting  Dr.  Fritz  Baum,  who  invented  the  needle  which  I 
show  you,  for  use  in  the  operation  spoken  of  by  Dr.  Shober. 

The  instrument  consists  of  two  needles  which  are  pushed  out 
by  a  central  piece.  After  the  preparation  of  the  uterus,  as  has 
been  mentioned,  the  fundus  of  the  uterus  is  pressed  against  the 
abdominal  wall,  when  this  is  thrust  through.  He  used  a  silk- 
worm-gut suture.  The  instrument  was  tlireaded,  drawn  back, 
and  then,  when  thrust  through  the  abdominal  walls,  carried  with 
it  the  two  ends  of  the  ligature.  These  were  removed  from  the 
eyes  of  the  needles  and  the  instrument  withdrawn,  leaving  the 
suture  in  place.  An  incision  was  made  over  the  abdomen  be- 
tween the  two  points,  thus  burying  the  suture  as  has  been  sug- 
gested by  Dr.  Shober. 

At  that  time  Dr.  Fritz  Baum  had  done  two  operations,  and 
both  of  these,  he  said,  had  resulted  very  well.  The  only  thing  I 
feel  about  such  an  operation  is  that  it  is  done  in  the  dark  ;  there 
is  a  possibility  of  intestine  being  caught  or  of  penetrating  the 
bladder  in  this  method  of  procedure,  and  there  is  not  sufficient 
advantage  gained  by  the  operation  over  making  the  abdominal 
incision  for  ordinary  ventroiixation. 

As  regards  the  operation  of  ventrofixation  in  comparison  with 
that  for  shortening  the  round  ligaments,  when  we  consider  that 
the  former  requires  but  one  incision,  in  the  latter  the  peri- 
toneum may  be  wounded  in  two  places ;  that  we  are  not  always 
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certain  in  regard  to  the  ligaments,  whether  tliey  will  be  thin,  slip 
easily  in  the  groove,  are  adiierent,  easily  broken,  and  the  pos- 
sibility of  infection  occurring;  the  ligament  coming  loose  and 
slipping  back — it  is  situated  in  a  tract  exceedingly  difficult  to 
treat  otherwise  than  by  the  abdominal  incision,  and  even  then  a 
very  complicated  condition  — it  seems  to  me  preferable  to  do  the 
operation  of  ventrofixation. 

Dk.  Baldy. — Dr.  Montgomery  has  covered  thoronghly  well 
the  v^alue  of  hysterorrhaphy  over  the  Alexander-Adams  opera- 
tion. It  is  admitted  that  we  are  very  apt  to  open  the  peritoneal 
cavity  in  many  cases,  and  this  objection  against  hysterorrhaphy 
in  comparison  with  the  Alexander-Adams  operation  must  fall. 
There  is  no  question  that  you  cannot  make  your  diagnosis  suffi- 
ciently accurate  to  be  certain,  in  the  Alexander-Adams  opera- 
tion, as  to  the  condition  of  the  appendages.  I  question  whether 
a  correct  diagnosis  can  be  accurately  n)ade  by  any  one  as  to 
whether  adhesions  exist.  I  have  repeatedly  had  occasion  to  open 
the  abdomen,  thinking  there  was  not  an  adhesion,  and  just  as 
repeatedly  have  been  disappointed.  Though  this  statement  may 
sound  exaggerated  to  some,  those  accustomed  to  doing  abdomi- 
nal operations  will  recognize  its  truth.  The  man  docs  not  exist 
who  can  diagnose  all  cases  which  come  into  his  hands  with  ab- 
solute certainty.  If  he  does  not  diagnose  correctly  and  does  the 
Alexander- Adams  operation,  the  result  will  be  a  failure.  In  my 
own  work  1  have  not  the  slightest  possible  use  for  the  proce- 
dure. 

There  is  a  point  as  regards  hysterorrhaphy  to  which  Dr.  Baer 
called  my  attention — that  is,  that  hernias  are  liable  to  follow 
the  operation  of  ventrofixation  or  suspensio  uteri,  whichever 
you  choose  to  call  it.  The  objection  to  hernia  is  an  inhe- 
rent one  in  all  abdominal  incisions.  Dr.  Baer  tells  me  of  a 
woman  on  whom  I  did  ventrofixation,  six  months  pregnant. 
She  has  an  abdominal  hernia.  It  flashes  across  my  mind  that 
this  operation  perhaps  does  predispose  to  this  condition.  The 
uterus  is  fixed  at  a  certain  point,  and  it  will  lo>e  what  movaliil- 
ity  it  has  as  it  grows  in  size.  It  will  impinge  on  one  point  (the 
lower  part  of  the  incision)  as  it  increases  in  size,  and  will,  1  be- 
lieve, predispose  to  hernias.  This  is  the  first  case  of  hernia  fol- 
lowing this  operation  which  has  come  to  my  attention. 

As  to  the  operation  proposed  in  which  the  ligature  is  passed 
80  that  it  shall  come  out  into  the  uterine  cavity,  I  can  imagine 
no  !nore  faulty  ])rocedure  ;  it  is  almost  absolutely  certain  that  it 
will  become  infected.  I  cannot  conceive  where  a  ligature  pass- 
ing through  a  part  of  the  uterine  cavity  itself  mus^t  not  have 
disastrous  consequences  so  far  as  the  patient  is  concerned.  This 
procedure  is  to  be  avoided. 

As  to  a  batid  formini;,  the  thin,  narrow  band  beinjr  due  to 
the  non-8carihcation  of  the  uterus,  I  can  say  that  the  idea  is  a 
mistaken  one.     I   have  very  frequently  been  in  the  hal>it,  and 
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mostly  of  late,  of  not  scarifying,  mostlj  because  1  forget  to  do 
so.  I  started  out  several  times  to  do  ventrofixation,  uot  the  su- 
tures in  and  forgot  to  do  scarification,  and  found  that  the  cases 
do  as  well  afterward  as  if  scarification  had  been  done.  In  one 
case,  at  least,  in  which  scarification  had  been  done,  I  found  sub- 
sequently the  same  band  as  when  scarification  had  not  taken 
place.  There  is  no  radical  difference.  The  suture  going 
through  the  peritoneum  of  the  uterus  and  the  abdominal  wall 
is  certainly  sufficient  to  cause  irritation  for  adhesion.  Observa- 
tions made  in  a  number  of  cases  show  this  to  be  universally  true. 

The  objection  is  made  that  the  uterus  is  fixed  and  that  the 
pelvic  organ  is  made  an  abdominal  organ.  Primarily  it  is  made 
an  abdominal  organ.  Secondarily  it  goes  back  to  its  norujal 
position  and  becomes  a  pelvic  organ,  and  there  is  no  more  lift- 
ing of  the  uterus  than  before  operation.  The  adhesion  simply 
stretches  out  in  a  long  thin  band,  and  by  that  the  uterus  is  se- 
cured so  that  it  will  not  tilt  over  too  much  in  any  direction. 
The  uterus  is  simply  held  suspended  by  a  string.  It  may  be 
stated  as  a  fact  that  in  examining  the  majority  of  these  cases  by 
vagina,  if  you  did  not  know  there  had  been  ventrofixation  you 
would  not  suspect  adhesions.  This  again  shows  the  difficulty 
of  diagnosing  abdominal  adhesions.  These  cases  do  not  abort. 
I  know  of  half  a  dozen  or  ten  who  have  gone  on  to  full  term. 
If  they  have  gone  six  months  safely  they  will  probably  go  the 
rest  of  the  way  safely.  The  majority  are  delivered  just  as  easily 
as  if  there  had  been  no  ventrofixation  ;  in  fact,  two  cases  I  have 
in  mind  had  very  difficult  labors  before  operation,  but,  after 
ventrofixation,  at  their  next  pregnancies  they  had  little  trouble. 
This  may  be  a  mere  coincidence,  but  at  least  it  goes  to  show 
that  the  chances  of  pregnancy  do  not  militate  against  the 
operation.  I  believe  that  is  the  experience  of  at  any  rate  a 
large  number  of  men  who  I  know  have  had  experience  with  this 
operation. 

Dr.  Shoemaker. — There  is  a  great  difference  in  the  method 
of  doing  the  Alexander  operation,  which  affects  the  decision  as 
to  its  employment.  For  example.  Dr.  Edebohls,  who  has  origi- 
nated one  of  the  best  methods,  slits  up  the  entire  inguinal  canal 
on  both  sides,  exposes  the  peritoneum,  draws  up  each  cornu  of 
the  uterus  directly  against  the  finger  by  means  of  the  round  liga- 
ment, then  sews  up  the  whole  inguinal  canal  with  buried  silk- 
worm-gut sutures.  Those  who  have  seen  him  do  this  will  ap- 
preciate that  for  a  so-called  simple  procedure  it  is  quite  a 
formidable  operation.  The  risk  in  that  method  is  of  double 
hernia  instead  of  single  hernia,  while  there  is  no  less  risk  to 
life  than  in  ventrofixation.  However,  there  are  occasions  when 
shortening  the  round  ligaments  is  called  for,  but,  to  judge  from 
past  experience  since  deciding  to  use  either  operation  as  indi- 
cated, I  find  I  have  done  suspension  of  the  uterus  at  least  ten 
times  where  I  have  done  the  Alexander  operation  once.     The 
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reason  is  that  the  Alexander  operation  seems  to  be  only  indicated 
in  those  cases  of  retroversion  without  much  descent  where  you 
do  not  get  enough  support  from  the  perineal  restoration,  and 
where  you  have  uterus,  tubes,  and  ovaries  absolutely  free  from 
adhesions.  Cases  of  that  description  wliieh  call  for  any  opera- 
tion at  all  are  not  very  abundant  to  my  mind.  It  is  the  ova- 
rian prolapse  accompanying  the  retroversion  which  causes  many 
of  the  symptoms.  One  needs  the  help  of  a  hand  in  the  abdo- 
men to  detect  minor  adhesions,  which  must  be  freed,  especially 
from  the  ovaries,  to  make  a  good  result. 

Dk.  Richard  C.  Norris. — I  have  just  entered  the  room  and 
therefore  have  not  heard  the  paper  which  has  been  read.    Bear- 


Pregnancy  following  ventroflxatioD.  Labor  obstructed  by  fixation  and  hypertrophy  of 
the  anterior  uterine  wall.  A,  position  of  burled  silkworm-gut  sutures  ;  B,  anterior  lip  of 
cervix  ;  C,  posterior  lip  of  cervix. 


ing  upon  the  subject  being  discussed,  I  wish  to  report  to  the 
Society  a  very  interesting  and  complicated  labor  due  to  a  ventro- 
fixation. This  patient  had  been  operated  on  by  Dr.  Noble  and 
came  to  the  Preston  Retreat  for  her  confinement.  After  sev- 
eral hours  of  ineffectual  labor  pains  I  examined  the  patient  and 
was  surprised  to  find  what  at  first  appeared  to  be  a  uterine 
fibroid  resting  above  the  symphysis  pubis  and  seriously  ob- 
structing the  pelvic  inlet.  The  true  character  of  the  tumor 
was  made  apparent  when  I  recognized  that  it  alternately  hard- 
ened and  relaxed  with  each  recurring  uterine  contraction.  The 
buried  silkworm-gut  stitches  of  the  ventrofixation  were  plainly 
felt  through  the  abdominal  wall  at  the  upper   margin  of  the 
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mass  of  hjpertrophied  muscle.  It  was  apparent  that  the  ante- 
rior uterine  wall,  fixed  at  the  fundus  by  the  suture,  had  practi- 
cally been  folded  on  itself  during  its  physiological  hypertrophy 
throughout  pregnancy,  and  now  formed  a  tumor  obstructing 
delivery.  No  presenting  part  was  felt  through  the  cervix.  The 
patient  was  etherized  and  a  careful  examination  was  then  made. 
The  posterior  uterine  wall,  which  formed  almost  the  entire  ute- 
rine sac,  was  so  thinned  that  the  intestines,  containing  fecal 
masses,  could  readily  be  felt  by  the  hand  in  the  uterus.  Realiz- 
ing the  imminent  danger  of  rupturing  the  uterus,  the  position 
of  the  child  was  carefully  determined.  Its  head  was  high  on 
the  left,  occupying  the  region  of  the  mother's  spleen.  The 
child's  breech  lay  in  a  depression  between  the  upper  margin  of 
the  mass  of  muscle  and  the  upper  anterior  uterine  wall.  The 
feet  and  legs  were  in  contact  with  the  anterior  uterine  wall. 

It  was  absolutely  impossible,  without  violence,  to  carry  my 
hand  around  the  obstruction  and  grasp  a  foot,  or  to  dislodge  the 
breech  from  the  depression  in  which  it  was  resting.  Realizing 
the  danger  of  rupturing  the  uterus,  cephalic  version  was  cau- 
tiously performed  and  the  head  was  crowded  between  the  sacral 
promontory  and  the  obstructing  mass  of  muscle.  A  very  high 
application  of  Tarnier's  forceps  enabled  me  to  deliver  the  child, 
when  I  discovered  that  the  umbilical  cord  had  been  compressed 
between  the  child's  head  and  the  mass  of  muscle  above  the 
symphysis.  The  infant,  in  consequence  of  this  accident,  per- 
ished. The  patient's  puerperium  was  normal.  The  uterus  in- 
voluted properly  and  remained  fixed  to  the  anterior  abdominal 
wall  by  the  silkworm  gut  sutures.  The  patient  suffered  from  a 
diastasis  of  the  recti  muscles,  that  formed  a  large  hernia  ex- 
tending into  the  line  of  the  abdominal  incision,  and  she  is  now 
wearing  an  abdominal  binder.  While  this  case  is  not  unique,  a 
few  others  having  been  recorded,  in  some  of  which  rnpture  of 
the  uterus  has  occurred,  it  is  important  that  such  cases  be  re- 
corded and  that  the  possibility  of  a  complicated  labor  should 
be  borne  in  mind  as  a  remote  danger  of  ventrotixation  secured 
by  buried,  non-absorbable  sutures. 

The  accompanying  ligure  illustrates  the  obstruction  occa- 
sioned by  the  imprisoned  and  hypertrophied  anterior  uterine 
wall. 

Dr.  Davis. — Incases  where  the  uterus  remains  firmly  attached 
to  the  anterior  abdominal  wall,  abnormal  thinning  of  the  oppo- 
site wall  can  scarcely  be  avoided  as  pregnancy  progresses.  Re- 
cent obstetric  literature  includes  the  report  of  a  case  where  rup- 
ture of  the  uterus  occurred  during  labor.  In  the  shape  and 
contour  of  the  uterus  the  case  resembled  that  described  by  Dr. 
N orris.  In  performing  the  operation  of  suspension  of  the  ute- 
rus it  is  well  to  leave," if  possible,  no  sutures.  In  operating  a 
year  ago  upon  an  obstinate  case  I  passed  double  silkworm-gut 
sutures   through  the  abdominal  wall  and  uterus,  and  brought 
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them  up  upon  each  side,  and  fastened  them  with  lead  plates 
and  shot  without  tying  them.  The  abdominal  wall  was  brought 
into  apposition,  but  not  as  closelj  as  when  sutures  are  tied. 
This  patient  has  been  relieved  of  her  disability,  the  scar  over 
the  uterus  being  a  little  broader  than  where  the  incision  is  closed 
by  ^.y^'"©  t'i6  sutures.  The  uterus  is  freely  movable  and  does 
not  lie  against  the  symphysis  nor  in  Douglas'  cul-de-sac.  In 
view  of  possible  pregnancy  it  is  well,  in  operating,  to  leave  the 
womb  in  as  freely  movable  a  position  as  possible.  " 

Dr.  B.  F.  Baer. — The  case  of  hernia  which  Dr.  Baldy  has 
just  referred  to  is  the  only  one  that  I  have  seen  following  ven- 
trofixation, but  Dr.  Norris  reports  another,  operated  on  by  Dr. 
Noble,  In  addition  Dr.  Norris  states  that  the  labor  was  com- 
plicated as  a  result  of  the  tixation  to  the  abdominal  wall.  Now, 
these  are  serious  objections  to  ventrolixation  ;  the  same  objec- 
tions also  apply  to  the  Alexander  operation.  Both  tix  the  ute- 
rus, and  that  is  unnatural.  As  between  the  two  I  favor  ventro- 
fixation, because  I  always  like  to  open  the  abdominal  cavity 
when  I  have  to  deal  with  retrotlexion  of  the  uterus.  The  organ 
is  often  adherent  and  the  appendages  diseased  even  when  they 
appear  otherwise.  Then  I  believe  one  short  incision  through 
the  linea  alba  to  be  less  objectionable  than  the  two  which  are 
necessary  for  the  Alexander.  But  neither  of  these  operations 
is  scientific,  because  both^'a?  an  organ  which  should  be  mobile. 

The  best  operation  for  retroflexion,  in  my  opinion,  is  a  com- 
bination of  the  Wylie  and  Pryor  methods— that  is,  shortening 
the  round  ligaments  and  then  suturing  the  anterior  surface  of 
the  uterus  to  the  bladder.  Of  course  this  operation  will  not  do 
if  it  is  desired  to  compel  the  uterus  to  remain  out  of  the  pelvis 
or  in  an  anteflexed  position;  that,  however,  is  not  only  unneces- 
sary l)ut  is  at  times  positively  injurious.  The  uterus  is  a  very 
mobile  organ  and  easily  maintains  the  normal  position  if  the 
normal  cundiiion  of  the  organ  is  restored. 

Dk.  John  C.  Da  Costa  read  a  paper  on 

LAKGK    FIBROMA    OF    ANTERIOR    VAGINAL    WALL. 

Tumors  of  the  vagina  are  so  rare  that  Dr.  Arthur  H.  N. 
Lewers  '  states  that  Hart  and  Barboiir  say  "  that  up  to  that  time 
only  thirty-seven  cases  are  reported  in  the  whole  literature." 

He  was  then  reporting  a  case  of  fibroma  of  anterior  vaginal 
wall'  which  measured  one  and  one-half  inches  in  anteroposte- 
rior measure  and  one  and  one-(juarter  inches  in  transverse 
measure. 

Dr.   Alfred  IF.    McClintock  '  in    1S45  reported  a  large  tumor 

'  Transactions  of  the  Obstetrical  Society  of  London,  1887-88. 

«  Ibid.,  vol.   xxix..  p.  299. 

'  The  Medical  Times,  Loudon,  vol.  xiii.,  p.  473. 
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of  anterior  wall  which  measured  five  inches  in  circumference. 
He  ligated  it  with  fishing  line  around  base.  It  took  four  weeks 
altogether  to  remove  it.  There  was  slough  and  hemorrhage, 
and  a  small  part  of  the  urethra  sliced  off  by  the  ligature. 

Mr.  Paget,'  of  London,  reported  in  18t)l  that  he  removed  a 
tumor  "  as  large  as  a  hen's  egg  from  the  anterior  right  wall." 
The  tumor  was  shelled  out.     liecovery. 

Dr.  Meadows,"  of  London,  in  1868-69  removed  one  as  large 
as  a  turkey's  ecrg.  He  used  an  ecraseur.  The  patient  died  a 
few  days  after. 

Dr.  J.  C.  Moore,'  of  St.  Louis,  Mo.,  took  out  one  in  1885  as 


Fig.  1.— Fibroma  of  anterior  wall  of  vagina.  A,  sound  in  urethra ;    B,  erosion  due  to 
friction. 


large  as  a  California  pear.     He  dissected  it  out  and  packed  with 
carbolized  gauze. 

Dr.  Horatio  R.  Storer,*  of  Newport,  R.  L,  in  1886  removed 
a  large  tumor  of  the  vagina — probably  the  largest  heretofore 
recorded — with  ecraseur,  and  then  by  stretching  the  anus  and 
pushing  it  out. 

'  Medical  Times  and  Gazette,  London,  1861,  vol.  ii.,  p.  161. 

*  Transactions  of  the  Obstetrical  Society  of  London,  1868-9,  vol.  x.,  pp. 
141-143. 

*  St.  Louis  Medical  and  Surgical  Journal,  1885,  vol.  xlviii.,  pp.  125-127. 

*  Virginia  Medical  Monthly,  1886-87,  vol.  xiii.,  pp.  793-797. 
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Prof.  A.  K.  Simpson  '  in  1887  or  1888  took  out  a  tumor  "  as 
large  as  two  tists ""  rooted  along  the  entire  anterior  vaginal 
wall,  upper  two-thirds  of  urethra,  and  part  of  trigone  of  blad- 
der, to  an  extent  in  all  of  about  live  inches." 

The  patient  upon  whom  I  operated  was  a  Pole,  set.  40,  who 
came  into  the  Jefferson  Medical  College  Hospital  with  a  large 
tumor  separating  and  projecting  beyond  the  labia.  A  short  ex- 
amination showed  that  it  started  just  in  front  of  the  cervix 
on  the  anterior  wall  of  the  vagina;  that  it  extended  along  the 
whole  anterior  wall  to  and  even  beyond  the  end  of  the  ure- 
thra, and  part  of  the  way  down  on  each  side  of  the  vagina. 


After  operation. 

It  was  dense,  and  yet  in  places  elastic,  feeling  something 
like  a  thick-walled  cyst,  but  on  incision  was  found  to  be  a 
fibroma. 

The  measurements  of  tumor  before  operation  were:  antero- 
posterior measure,  six  and  one-half  inches;  transverse  measure, 
four  inches. 

It  was  quickly  shelled  out  with  knife  and  fingers.  Only  one 
artery  needed  to  be  tied.  The  large  flaps  that  were  left  were 
cut  off  with  scissors,  the  bed  scraped  with  a  sharp  curette,  and 
the  incision  closed  just  as  in  the  operation  for  cystocele. 

There  were  no  symptoms  after  operation.  In  eleven  days  the 
stitches  were  taken  out.  There  was  perfect  union  from  end  to 
end,  and  a  few  days  after  the  patient  went  back  to  the  coal  re- 
gions, well. 

1  Transactions  of  the  Obstetrical  Society  of  London,  1887-88,  vol.  v.,  pp. 
121-124. 
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The  two  pliotograplis  show  well  the  condition  before  and 
alter  operation. 

Tlie  black,6ound  placed  in  the  urethra  shows  its  direction  and 
now  the  tumor  extended  even  bejond  its  opening. 

The  dark  spot  on  the  tumor  is  the  erosion  caused  bj  friction . 

De.  Da  Costa  presented  also  a  paper  on 

THE   WORK    OF    THREE    SUMMER   MONTHS. 

As  an  evidence  that  the  summer  work  is  not  entirely  devoid 
of  interest,  I  report  to  the  Section  a  brief  sketch  of  three 
months'  work  during  the  dull  season  this  summer. 

The  cases  are  not  as  many  as  some  of  the  Fellows  may  have 
had,  but  a  few  of  them  are  of  special  interest,  showing,  as  they 
do,  very  serious  conditions,  without  the  ordinary  symptoms  by 
which  we  diagnosticate  disease,  and  some  indeed  with  symp- 
toms that  would  rather  lead  one  astray. 

The  number  of  operations  was  seventy- eight,  or  an  average 
of  one  for  each  week  day.  They  comprised  among  them  the 
large  fibroma  of  the  vagina,  report  of  which  has  just'been  read  ; 
twenty  three  celiotomies,  and  fifty-four  other  operations  for 
various  diseases,  as  follows  : 

Cervix,  amputations  of 7 

Celiotomies '..'.'.. 23 

Curettement  for  various  disorders,  as  endometritis,  metrorrhagia, 

menorrhagia,  results  of  abortion,  etc     21 

Fissure  of  anus *  i 

Fibroma  of  anterior  vaginal  wall '.    ......  1 

Cystocele . \      *     \'     \  3 

Hematoma  of  labium 1 

Perineorrhaphy '.'.'.'....'  . . . .  9 

Polypi  (large)  of  uterus . ... ...'.'.  4 

Pelvic  hematocele  (opened  through  vagina) 1 

Sessile  tumor  of  the  urethra .'  1 

Trachelorrhaphy ' 6 


Total. 


78 


Among  the  celiotomies  were  the  following  singular  cases  : 
E.^  S.,  aet.  46.  Menopause  in  June,  1894,  after  which  she  had 
considerable  paroxysmal  pain  in  the  right  inguinal  region,  which 
lasted  until  November,  1894,  when  she  noticed  a  lump  in  the 
right  groin.  When  she  presented  herself  six  months  after  she 
was  free  from  all  pain  except  a  constant  one  immediately  be- 
low the  liver.  A  large  mass  (movable)  could  be  felt  on  the 
right  side,  and  the  diagnosis  was  made  of  a  cyst  of  the  right 
ovary.  As  she  was  excessively  fat  she  was  kept  under  treat- 
ment for  about  three  weeks,  to  reduce  her;  and  during  all  the 
time  temperature  was  normal,  and  no  symptoms  noted  except 
the  pain  under  the  liver.  The  abdomen  was  opened  (belly  wall 
three  and  one-half  inches  thick),  and  an  abscess  of  the  right 
ovary,  as  large  as  a  ehild's  head,  removed.  As  adhesions  were 
many,  a  glass  drain  was  used  for  two  days. 
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Recovery  was  uneventful,  and  the  liver  pain  disappeared 
after  operation.  The  symptoms  here  gave  no  indication  of  the 
real  trouble.  ^ 

A,  D.,  fet.  28.  This  patient  was  brought  into  the  hospital 
with  the  statement  (afterward  found  to  be  false)  that  she  had 
been  freely  purged  that  morning. 

Her  only  symptoms  were  constipation,  nausea,  and  vomiting 
of  a  little  bile  and  of  the  food  taken  into  the  stomach.  There 
was  no  fecal  matter  in  the  vomit.  Pain  in  the  left  groin,  but 
none  on  the  right  side.  Temperature  before  the  operation  did 
not  o-o  above  9t)°,  and  ran  generally  a  little  below  98^°. 

The  abdomsn  was  somewhat  distended,  being  more  so  on  the 
ric-ht  side  than  on  the  left ;  somewhat  tympanitic,  but  not  tender. 

Within  three  days  of  seeing  her  she  was  operated  on,  and  she 
proved  to  be  the  worst  case  of ''general  suppurative  peritoni- 
tis" I  have  ever  seen.  When  the  abdomen  was  opened  pus 
gushed  out,  followed  by  the  colon,  which  burst  open  from  its 
own  rottenness.  Everything  was  adherent  and  nuitted  together. 
As  the  adhesions  were  broken  up  the  woman  passed  Hatus  while 
on  the  table  ;  and  after  handfals  (literally)  of  pus  and  great 
pieces  of  lymph  were  taken  out,  the  cause  of  the  trouble  was 
found  in  the  appendix,  which  had  a  slit  three-quarters  of  an 
inch  long  in  it.  The  slit  in  the  colon  was  sewed  up,  the  abdo- 
men washed  out,  and  the  wound  closed.  She  did  very  well  for 
two  days,  and  had  two  bowel  movements  of  solid,  formed  stools 
the  day  after  the  operation.  Some  sixty  hours  after  the  opera- 
tion she  became  slightly  delirious,  sank  quickly,  and  died  within 
twenty-four  hours. 

Here  was  a  very  grave  case  without  the  symptoms  to  guide 
us. 

J.  B.,  aet.  22,  This  patient  presented  herself  with  a  history 
of  dysmenorrhea.  Examination  showed  endometritis,  with 
sli""htly  enlarged  tubes  and  ovaries,  and  a  lump  as  large  as  a 
walnut  in  the  middle  line  of  the  abdomen  about  two  inches 
above  the  pubis.  She  was  extremely  thin  and  the  contents  of 
the  pelvis  and  abdomen  could  be  very  clearly  outlined.  She 
was  curetted  preparatory  to  a  celiotomy  to  be  d(me  a  week  later. 

Three  days  after  curetting  she  complained  of  pain  in  the 
ri"-ht  side  and  her  temperature  shot  up  from  normal  to  101°. 
The  next  day,  as  it  kept  up,  I  examined  her  and  found  a  large 
mass  on  the  riglit  side.  She  was  opened  within  two  days,  and, 
after  a  large  amount  of  black  blood  had  been  removed,  the 
cause  was  found  to  be  in  the  right  tube  with  a  slit  half  an  inch 
loii"'  in  it.  The  operation  and  the  microscope  showed  ectopic 
gestation,  and  the  hard  lump  in  the  middle  line  was  an  alveolar 
sarcoma  of  the  omentum. 

Here  was  a  case  of  tubal  pregnancy,  rupturing  before  our 
eyes,  without  the  symptoms  we  are  taught  to  expect  but  gene- 
rally do  not  find. 
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E.  S.,  pet.  44.  This  case  is  remarkable  only  for  the  number 
of  turns  of  the  pedicle.  The  woman,  except  for  the  discomfort 
of  the  tumor,  was  well  until  ten  days  before  operation,  when 
intense  pain  set  in  and  lasted. 

The  operation  showed  a  cyst  of  the  right  ovary  about  as 
large  as  a  seven  months'  pregnancy.  The  pedicle  was  long, 
with  three  and  one-half  full  twists  in  it.  Adhesions  were  uni- 
versal. The  intestines,  where  adherent,  were  much  discolored 
and  almost  gangrenous.  A  piece  of  the  omentum  as  large  as 
the  palm  of  the  hand,  where  it  was  adherent,  was  gangrenous, 
and  the  cyst  also  was  gangrenous  under  it. 

These  adhesions,  as  well  as  the  twists  in  the  pedicle,  must 
have  occurred  within  the  ten  days  preceding  the  operation  dur- 
ing which  the  pain  was  felt. 

Dk.  E.  E.  Montgomery  read  a  paper  on 

THE  VAGrXA.L  ROUTE  IN  THE  TREATMENT  OF  PELVIC  INFLAMMATIONS.* 

Dr.  Baldy. — It  seems  to  me  a  paper  of  this  kind  ought  not  to 
be  allowed  to  go  out  of  this  Section  without  a  discussion.  The 
more  I  listen  to  papers  on  this  subject  the  more  I  am  convinced 
that  it  is  faulty  surgery.  The  vaginal  hysterectomy  cannot  be 
compared  with  abdominal  hysterectomy.  Everything  is  against 
vaginal  hysterectomy,  barring  hernia.  I  think  the  abdominal 
hysterectomists  are  not  much  afraid  of  hernias;  the  percentage 
is  very  small.  With  that  one  disadvantage  there  are  to  be  com- 
pared the  disadvantages  of  the  vaginal  operation — that  is,  the  tis- 
tulaB  of  the  bladder  and  bowel  tistula^.  There  is  not  a  promi- 
nent operator  who  has  done  a  large  number  in  which  there  has 
not  been  a  large  number  of  vaginal  listulse.  There  were  ten  in 
Jacobs'  series,  there  were  ten  or  twelve  in  Segond's.  Segond 
has  some  ten,  twelve,  or  fourteen  bowel  fistulas,  some  incurable, 
some  bladder  fistulas  incurable.  Jacobs  had  to  remove  the  kid- 
ney for  severed  ureter.  I  do  not  know  a  single  abdominal  ope- 
rator who  has  one  of  these  accidents.  I  speak  only  of  the  men 
who  are  worthy  of  being  compared  with  the  able  operators  on  the 
other  side.  You  have  on  one  hand  the  hernia,  on  the  other  the 
miserable,  incurable  fistulas  against  the  vaginal  operation.  There 
were  several  other  points  Dr.  Montgoniery  brought  out.  He 
says  by  the  vaginal  route  the  tubes  and  ovaries  or  uterus  are  re- 
moved without  breaking  up  the  adhesions  and  opening  the  gen- 
eral peritoneal  cavity — statements  which  are  utterly  without 
foundation  in  fact.  If  you  remove  these  organs  in  pelvic  in- 
flammations, without  exception  you  will  open  the  abdominal  cav- 
ity ;  you  cannot  remjve  the  appendages  and  not  open  the  ab- 
dominal cavity.  Tiiis  statement  of  the  vaginal  hysterectomist 
is  a  pure  myth,  and  I  do  not  believe  the  gentlemen  who  do  the 
operation  ^believe  it  themselves.     Then  they  say  a  shorter  con- 

*  See  original  article,  p.  854. 
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valescence.  Who  wants  to  take  a  patient  who  is  sick  enough 
and  has  disease  enough  in  lier  pelvis  to  demand  a  hysterectomy 
of  any  kind,  and  allow  the  patient  on  tlie  sixth  or  seventh  day 
to  leave  the  bed  ?  I  cannot  conceive  of  anything  of  more  disad- 
vantage to  the  patient.  I  consider  the  three  weeks,  six  weeks, 
or  two  months  that  the  patient  has  in  bed  is  invaluable  for  her 
future  health.  They  claim  a  better  convalescence  and  a  quicker. 
What  do  they  mean  ?  They  mean  they  get  their  patient  out  of 
bed.  1  had  one  of  these  patients  in  the  Gynecean  Hospital,  done 
by  Jacobs,  and  she  stunk  so  badly  at  the  end  of  two  weeks  and 
a  half  that  I  was  glad  to  have  her  leave  the  house.  She  was,  I 
consider,  a  sick  woman  when  she  left,  and  needed  careful  medi- 
cal treatment ;  but  she  would  go.  and  I  was  glad  of  it.  No  won- 
der they  recommend  douching  after  three  or  four  days  for  three 
or  four  weeks.  It  is  absolutely  necessary.  However,  I  do  not 
call  such  patients  well,  even  if  they  do.  This  precaution  as  to 
continued  douching  is  not  surprising  when  you  recollect  that 
piece  after  piece  of  tissue  is  clamped  and  deprived  of  all  vitality  ; 
and  this  tissue  must  come  away,  it  is  absolutely  killed — there 
is  no  other  way  to  dispose  of  it. 

All  the  disadvantages  are  against  vaginal  hysterectomy,  and 
so  many  advantages  in  favor  of  the  abdominal  that  1  do  not  see 
how  there  can  be  any  question.  There  is  no  operation  in  ab- 
dominal surgery  so  neat,  clean,  and  practical ;  not  an  atom  of 
disease  is  left ;  the  ovaries,  the  Fallopian  tubes,  and  the  uterus — 
there  is  no  chance  that  you  shall  leave  a  particle.  Even  double 
oophorectomy  frequently  leaves  small  pieces  of  tubes  or  ovaries; 
they  frequently  leave  the  broad  ligaments  so  denuded  and  infil- 
trated with  disease  as  to  leave  a  dirty,  filthy  pelvis.  No  wonder 
the  gentlemen  who  refuse  hysterectomy  are  draining  ninety-five 
per  cent  of  their  cases.  So  we  would  if  vve  allowed  the  same 
amount  of  diseased  stuff  to  remain  in  the  pelvis. 

In  vaginal  hysterectomy,  if  you  don't  hug  the  cervix,  off 
goes  the  ureter.  In  abdominal  hysterectomy  you  are  working 
under  the  ureter,  jn<»st  of  the  time  having  pushed  it  to  one  side, 
and  there  is  not  the  slightest  danger  of  touching  it.  You  can 
dispose  of  the  parts  under  the  eye  with  absolute  certainty,  and 
you  know  that  you  have  not  injured  a  part  which  must  eventu- 
ally slough  ofT.  If  you  |)ut  the  two  operations  side  by  side;  if  you 
see  the  gentlemen  who  do  vaginal  hysterectomy  using  as  much 
force  as  a  blacksmith,  and  then  see  the  ease  with  which  a  pelvis 
can  1)6  cleaned  out  by  the  abdominal  method,  there  can  be  hut 
one  impression  left.  It  is  not  necessary  to  work  in  the  dark  to 
get  these  appendages  out  with  inflammatory  adhesions.  I  say 
jMit  the  operators  side  by  side,  and  I  confidently  rest  my  case  in 
rational  men's  minds. 

Dr.  Noble — This  question  is,  of  course,  the  one  which  is  iu»w 
engaging  us  all,  as  to  whether  we  will  make  use  of  the  proposed 
vaginal  method  of  dealing  with  pelvic  troubles.     There  is  so 
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much  that  is  good  in  the  abdominal  method,  and  so  much,  in  mj 
own  hands,  that  is  unsatisfactory  in  vao;inal  work,  that  for  tlje 
average  case  I  prefer  the  abdominal  route.  It  rests  with  the 
advocates  of  vaginal  hysterectomy  to  show  that  the  vaginal 
method  gives  better  results  both  as  to  morbidit}"  and  mortality. 
So  far  I  do  not  think  they  have  shown  that  it  is  preferable.  1 
agree  entirely  with  Dr.  Baldy  as  to  the  question  of  opening  the 
peritoneal  cavity  when  vaginal  hysterectoni}'  is  done.  "When 
the  uterus  is  removed  I  believe  in  every  case,  without  exception, 
the  general  peritoneal  cavity  is  opened.  In  all  my  experience  in 
abdominal  surgery  I  do  not  recall  more  than  a  few  cases  in  which 
the  omentum  and  bowels  were  plastered  over  the  uterus  so  that 
you  could  not  see  or  feel  that  organ  from  the  peritoneal  cavity. 
In  other  words,  it  is  very  rare  ;  for  whether  the  uterus  is  removed 
from  below  or  above,  you  have  to  open  into  the  general  perito- 
neal cavity.  Except  in  the  very  worst  cases,  if  the  tubes  are  re- 
moved, certainly  if  not  on  one  side  at  least  on  the  other,  the 
peritoneal  cavity  will  be  opened  and  you  have  a  second  opening 
into  the  cavity  of  the  peritoneum.  This  argument  of  not  dis- 
turinng  barriers  is  fallacious;  it  has  no  groundwork  in  fact. 
There  is  no  doubt  that  a  certain  number  of  adhesions  are  left, 
but  when  once  the  "  barrier  "  is  broken  through  then  it  is  no 
longer  a  protection  ;  what  remains  behind  simply  cripples  the 
bowels,  and  therefore  the  "  barrier  "  had  better  be  completely 
broken  up  rather  than  one  third  or  one-half  broken  up.  I  think, 
also,  it  is  a  very  strong  argument  against  the  vaginal  work  that 
the  gentlemen  themselves  admit  that  they  cannot  get  out  all  the 
tubes  and  ovaries  ;  they  leave  a  piece  of  uterus  at  times,  they 
leave  one  ovary  in  or  pieces  of  tubes  or  the  whole  tube.  I  am 
loath  to  admit  the  statement  that  diseased  tubes  can  be  left  in 
and  the  woman  be  well  in  the  future.  I  could  not  conceive  that 
such  a  woman  is  going  to  remain  well,  and,  unless  experience, 
shows  that  the  claim  made  is  true,  I  expect  to  see  these  women 
having  recurrent  attacks  of  peritonitis  just  as  they  have  had  be- 
fore. I  think  this  is  a  very  strong  argument  against  the  vaginal 
method. 

All  well  trained  in  abdominal  work  have  had  the  same  expe- 
rience as  myself,  that  it  is  almost  always  possible  to  complete 
the  operation  from  above.  Leaving  out  ditfuse  cancer  cases  and 
confining  ourselves  to  inflammatory  cases,  I  only  remember  one 
case  in  which  I  failed  to  "  clean  out;  "  the  pelvis.  I  do  not  mean 
to  say  that  all  these  cases  cleaned  out  got  well,  but  still  the  dis- 
eased structures  were  removed.  This  is  admittedly  impossible 
from  below. 

The  question  comes  as  to  the  proper  field  of  the  vaginal  opera- 
tion. 1  am  not  disposed  to  say  that  there  is  no  field  for  it.  I 
think  it  is  an  extreme  position  and  that  the  good  men  who  are 
operating  in  it  will  demonstrate  its  legitimate  position,  and  after 
a  time  that  it  will  have  its  proper  field,  but  my  judgment  is  that 
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it  will  be  a  small  one.  It  seems  to  me  that  there  is  a  proper 
field  for  a  vaginal  operation  in  the  bad  cases  of  pelvic  suppura- 
tion, but  not  in  hysterectomy.  I  have  removed  the  diseased  struc- 
tures in  these  cases,  and,  like  others,  have  seen  a  number  of  them 
die.  I  have  made  up  my  mind  that  I  will  drain  such  cases  (by 
opening  the  pus  pockets  without  hysterectomy)  from  the  vagina 
until  they  rally  from  their  septic  condition,  and  tlien  remove  the 
diseased  structures  if  necessary.  In  that  way  you  do  preserve 
the  "  barrier."  I  think  this  method  is  a  very  much  more  valu- 
able addition  to  our  technique  than  is  vaginalhysterectomy. 

In  reference  to  cancer  cases  my  experience  is  that  vaginal 
operations  for  cancer  are  not  very  satisfactory.  We  all  know 
that  in  operating  our  anxiety  not  to  wound  the  ureter  inevitably 
makes  us  hug  the  cervix ;  in  that  way  we  defeat  our  aim.  In 
the  Johns  Hopkins  Hospital  Bulletin  of  a  recent  issue  Dr. 
Clark  has  proposed  a  method  which  I  tliink  a  distinct  advance — 
that  is,  to  introduce  bougies  into  the  ureters  so  that  they  can  be 
palpated  with  ease;  ligate  the  upper  portion  of  the  broad  liga- 
ment close  to  the  pelvic  wall,  including  the  round  ligament  and 
ovarian  artery ;  open  the  two  layers  of  the  broad  ligament,  and 
dissect  the  uterine  artery  out  to  its  origin  and  ligate  it  before 
it  gives  off  its  vaginal  branch;  then  cut  away  not  only  the  ute- 
rus but  the  entire  broad  ligament,  and,  if  necessary,  more  or  less 
of  the  vagina.  By  having  the  bougie  in  the  ureteV  it  is  possible 
to  place  the  ligatures  close  to  the  pelvic  wall  and  yet  to  avoid 
the  ureter.  The  vesical  and  rectal  peritoneum  can"^be  sutured, 
which  leaves  the  pelvis  clean,  and  there  will  be  no  necessity  for 
drainage.  This  is  a  distinct  advance  in  operating  for  cancer  of 
the  uterus.  I  think  this  method  will  greatly  lessen  the  percent- 
age of  recurrences  in  these  cases. 

Dk.  B.  F.  Baer. — I  am  not  in  favor  of  vaginal  hysterectomy 
in  pelvic  inflammatory  diseases,  because  I  do  not  believe  it  is 
necessary  to  remove  the  uterus  in  five  per  cent  of  these  cases, 
even  including  the  pus  cases.  The  operation  is  not  conserva- 
tive. I  have  not  yet  been  able  to  bring  myself  to  subscribe  to 
the  doctrine  that  if  the  appendages  are  removed  the  uterus 
necessarily  becomes  a  useless  orgaj.  and  therefore  should  be 
also  sacrificed.  It  is  true  that  some  cases  re(]uire  after-treat- 
ment for  a  remaining  endometritis,  but  this  has  been  the  excep- 
tion in  ray  practice  rather  than  the  rule.  And  there  have  not 
been  a  half-dozen  instances  in  the  hundreds  of  cases  of  ovari- 
otomy that  I  have  performed  in  which  it  has  been  deemed 
necessary  to  remove  the  uterus  afterward.  Now,  if  a  cure  can 
be  effected  and  tlie  uterus  preserved,  it  seems  to  me  that  it  is 
unsurgical  to  remove  it.  There  are  both  anatomical  and  ])hysio- 
lugical  reasons  why  the  uterus  should  be  preserved  ;  and  even 
wlien  it  does  become  necessary  to  remove  the  organ — for  fibroid 
tumor  or  chronic  hypertropliy,  for  instance— I  l)elieve  it  is  then 
wise  to  do  the  next  best  thing  and  preserve  the  cervix.     My 
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reasons  for  preserving  the  cervix  have  been  frequently  stated, 
SO  that  it  is  not  necessary  to  repeat  them  here  ;  l)Ut  I  wish  to 
express  mj  continued  belief  in  the  soundness  of  the  practice — 
a  beh'ef  which  is  based  upon  a  large  experience  and  a  close  ob- 
servation of  the  after-history  of  the  patients.  To  preserve  the 
cervix  it  is  of  course  necessary  to  operate  by  the  abdominal 
route.  '  " 

Another  objection  to  the  vaginal  route  is  the  necessity  of 
treating  the  wound  as  an  open  one  because  of  the  incomplete- 
ness of  the  operation.  This  prolongs  the  convalescence,  in- 
creases the  suffering  of  the  patient  and  the  care  and  trouble  to 
physician  and  nurse,  and,  worse,  the  subsequent  history  of  many 
of  these  cases  will  be  the  same  as  when  incomplete  operation 
is  done  from  above.  The  patient  will  not  be  cured.  Now,  by 
the  abdominal  route  drainage  is  seldom  necessary,  for  the  ope- 
ration can  be  rendered  clean  and  complete  even  where  adhe- 
sions and  suppuration  are  extensive,  and  the  enucleation  can  be 
made  with  safety  to  the  intestinal  continuity  ;  whereas  in  ope- 
ration from  below  such  dissection  almost  necessarily  results  in 
injury  to  the  bowel,  because  the  work  must  be  clone  in  the 
dark.  I  have  been  able  to  close  the  incision  without  drainage 
in  ninety-eight  per  cent  of  the  cases  during  the  last  five  or  six 
years,  and  my  mortality  has  been  almost  nil.  Remember,  I  am 
now  speaking  of  the  pus  and  inflammatory  cases.  I  do  not 
wish  toappear  dogmatic,  but  I  do  wish  to  emphasize  my  position 
regarding  drainage.  With  a  small  incision  and  the  exercise  of 
care  in  the  separation  of  adhesions,  it  is  exceedingly  seldom  that 
I  am  unable  to  make  a  complete  dissection  of  the  diseased 
structures  from  their  attachments,  leaving  the  pelvis  clean  and 
free  from  unhealthy  tissues.  Under  these  circumstances  the 
incision  may  be  safely  closed,  with  an  assurance  of  a  short  and 
easy  convalescence. 

There  has  been  a  great  "  tidal  wave"  during  the  past  year 
toward  the  vaginal  route,  and  I  have  the  greatest  respect  for 
the  gentlemen  who  have  been  working  in  this  direction  ;  but  as 
long  as  my  results  continue  as  good  as  they  have  been  I  can  see 
no  reason  why  I  should  change  my  practice.  I  would  regard  it 
as  a  step  backward. 

Prof.  Baldwin  (guest). — The  matter  that  is  now  being  dis- 
cussed was  brought  up  and  was  the  subject  of  a  very  interesting 
discussion  at  a  meeting  of  the  American  Association  of  Obstet- 
ricians and  Gynecologists  in  Chicago.  The  general  tenor  of 
remarks  was  similar  to  those  made  by  the  gentlemen  to-night, 
but  we  had  an  invited  guest  present  at  the  meeting,  a  young  man 
named  Dunn,  in  Chicago.  He  had  spent  ten  years  in  following 
the  work  of  just  these  men  abroad  who  had  been  doing  this  vagi- 
nal work.  He  went  there  biassed  strongly  against  that  method 
of  reaching  these  pelvic  troubles.  He  had  been  brought  up  to 
attack  them  from  above.     He  followed  the  work  of  these  men 


950  TRANSACTIONS    OF   THE    SECTION    ON    GYNECOLOGY, 

until  he  became  a  thorough  convert  and,  like  most  proseljtes,  a 
very  strong  advocate  of  that  method  of  procedure.  H«  was, 
fortunately,  quite  expert  with  the  crayons,  and  he  put  upon  the 
blackboard  a  diagram  showing  the  method  of  procedure,  throw- 
ing a  good  deal  of  light  on  the  method  adopted  by  these  men. 
He  had  ample  time,  and  was  the  target  of  questions  for  at  least 
tWo  hours.  He  sustained  himself  remarkably  well,  and  while  he 
did  not,  perhaps,  make  very  many  converts,  he  made  a  very 
pleasing  presentation  of  that  question. 

He  was  followed  by  Henrotin,  who  went  abroad  biassed  against 
this  treatment,  but  came  back  thoroughly  converted.  Here 
were  two  men  converted.  I  have  been  a  "  Doubting  Thomas," 
and  I  am  not  sure  as  to  the  propriety  of  attacking  a  bad  case 
through  the  vagina.  Of  course  we  have  to  attack  abscesses.  I 
saw  Dr.  Montgomery  operate  this  morning.  He  said  it  was  the 
most  ditiicult  case  he  had  had.  It  required  much  perseverance 
and  muscular  strength  on  his  part  to  complete  the  operation,  but 
he  completed  it,  and  1  thought  very  satisfactorily.  I  did  not 
have  my  lingers  in  the  pelvis,  but  1  do  not  think  there  was  very 
much  left  l)ut  his  forceps.  I  shall  wait  with  interest  to  get  the 
result  of  the  operation  of  this  morning. 

I  have  for  several  years  been  in  the  habit,  in  these  bad  cases 
such  as  this  operation  is  especially  recommended  for,  of  attack- 
ing them  primarily  above,  and,  if  I  thought  I  was  getting  into 
dangerous  ground — of  course  having  the  vagina  thoroughly  dis- 
infected— of  opening  from  below,  so  that  I  could  work  with  my 
fingers  in  the  vagina  and  from  above,  opening  the  abscesses.  Jn 
so  operating  I  would  rupture  from  above,  wash  them  out,  peel 
them,  then  drain  through  the  vagina,  and  I  have  had  extremely 
satisfactory  results  when  tlms  treating. 

Dr.  Baldy. — I  would  like  to  call  attention  to  just  one  point 
in  regard  to  the  value  of  these  operations,  taking  the  illustra- 
tion of  the  gentleman  in  Chicago  bef <  re  the  meeting  of  the 
Obstetricians  and  Gynecologists,  who  had  been  ten  years  in 
Europe  studying  these  ([uestions  and  gone  over  to  the  other 
side.  I  think  they  could  not  have  understood  correctly.  It  was 
only  two  years  ago  that  I  proposed  this  operation,  and  he  has 
never  had  a  chance  to  compare  it,  sir;  and  1  contend  that  most 
of  these  gentlemen  know  nothing  of  the  upper  method  what- 
ever. Dr.  Jacobs  and  Dr.  Pozzi,  who  have  been  in  this  coun- 
try, have  both  modlHed  their  views  after  seeing  the  abdominal 
hysterectomy  properly  jierformed.  The  gejitlenian  who  has 
been  away  ten  years  does  not  comprehend  the  (jucstion — in 
fact,  knows  nothing  of  it  and  cannot  possibly  make  any  com- 
parisons of  value. 

Dk.  MoNrooMKRY. — I  have  not  come  to  the  discussion  of  this 
subject  without  somc^  cx])erience  in  the  treatment  of  pelvic 
troubles  by  the  abdominal  way.  In  the  consideration  of  the 
.-iibject  I  an  ondeavoring  to  hmk   upon  every  improvement  or 
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cbanoje  in  the  light  of  whetlier  it  is  good  or  l)ad,  whether  it  is 
for  the  interest  of  the  patient,  and  1  do  not  believe  that  we  can 
always  determine  those  until  we  have  tried  the  procedure. 
The  chief  advantage  of  the  vaginal  procedure  is  that  it  affords 
an  opportunity  to  explore  the  condition  of  the  pelvis  and  often 
to  save  organs  which  would  be  sacrificed  by  the  abdominal  plan. 
We  well  know  if  we  open  an  abscess  we  would  take  that  organ 
out  rather  than  leave  it  to  endanger  the  patient.  By  the 
vaginal  procedure,  opening  the  abscess  and  draining,  we  may 
subsequently  have  organs  capable  of  performing  their  function, 
leaving  the  patient  in  a  much  better  mental  condition  than  in 
the  abdominal  operation. 

A  case  now  comes  to  my  mind  of  a  young  lady,  married  two 
m  tnths,  who  shortly  after  marriage  developed  symptoms  of 
quite  severe  character.  She  was  examined  by  her  family  phy- 
sician, who  introduced  a  sound  and  curetted  without  any  special 
aseptic  precautions.  The  result  was  increase  of  the  inflamma- 
tory trouble.  She  came  under  my  observation  some  weeks  later, 
suffering  from  high  temperature  and  an  evident  abscess  in  the 
pelvis  about  to  open  into  the  rectum.  This  woman  had  inflam- 
mation on  both  sides.  1  felt  if  the  abdomen  was  opened  it 
would  be  necessary  to  extirpate  both  the  uterine  appendages. 
This  was  so  repugnant  to  her  that  I  made  up  my  mind  to  see 
what  could  be  accomplished  through  the  vagina.  Incision  was 
made  into  the  pus  sac  through  the  posterior  cul-de-sac  and  right 
broad  ligament.  The  cavity  was  emptied  and  irrigated.  To 
make  sure  that  I  had  opened  the  pus  sac  impinging  on  the 
bowel,  I  introduced  my  linger  into  the  latter,  when  but  little 
pressure  ruptured  the  wall.  The  result  was  that  we  had  an 
opsning  into  the  sac  both  through  the  rectum  and  the  vagina. 
The  latter,  however,  was  packed  with  iodoform  gauze  and  sub- 
seijuently  repacked  two  or  three  times.  The  patient  ref^overed 
without  any  unfavorable  symptoms  and  made  a  rapid  convales- 
cence, and  under  subsequent  pelvic  massage  the  uterus  became 
movable,  so  that  this  patient  is  mentally  more  comfortable  than 
she  would  have  been  had  it  been  necessary  to  resort  to  the  re- 
moval of  the  affected  org;ans. 

1  have  seen  a  number  of  cases  in  which  a  large  abscess  cavity 
has  been  opened  through  the  vagina,  packed,  and  drained,  thus 
saving  important  organs.  The  patients  have  recovered  and 
subsequently  enjoyed  as  good  health  as  if  a  thorough  abdominal 
operation  iiad  been  done,  and  certainly  far  better  mentally. 

With  regard  to  the  opening  of  the  vagina  and  removal  of  the 
uterus,  tubes,  and  ovaries,  if  the  condition  is  such  as  to  render 
the  removal  of  both  ovaries  and  tubes  necessary,  the  uterus  is 
subsequently  of  but  little  value.  As  to  leaving  the  cervix,  it  is 
a  mere  matter  of  sentiment  rather  than  any  special  advantage 
that  it  should  be  retained.  When  we  come  to  the  separation  of 
adhesions  it  is  true,  as  the  gentlemen  have  said,  that  the  uterus 
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cannot  be  remov^ed,  tubes,  ovaries,  and  pus  sacs  enucleated, 
without  more  or  less  breaking-iip  of  adhesions  and  opening  into 
the  peritoneal  cavity.  "While  this  is  true,  the  disturbance  of 
the  intestinal  coils  is  not  so  great,  and  subsequent  packing  witli 
gauze  keeps  them  out  of  the  pelvis  and  from  contact  with  the 
raw  surfaces  ;  the  calibre  of  the  canal  continues  patulous,  so 
that  gas  and  fecal  matter  may  have  ready  passage;  while  by  the 
abdominal  method  it  is  not  infrequent  to  find  the  formation  of 
unfortunate  adhesions  and  the  death  of  the  patient  from  ob- 
struction. Then,  again,  turning  down  the  uterus  elongates  the 
eac  which  has  been  previously  emptied,  and  the  sepaiation  is 
more  readily  effected  from  below  than  above. 

As  regards  the  convalescence,  in  the  majority  of  cases  in 
which  I  have  performed  the  operation  the  patients  bave  recov- 
ered more  rapidly.  I  had  one  case  recently  in  which  there  was 
infection  ;  the  patient  has  had  higli  temperature,  and  convales- 
cence has  been  slow,  as  we  sometimes  find  in  the  abdominal 
procedure.  In  using  the  forceps  we  leave  no  infected  sutures 
to  give  rise  to  subsequent  annoyance. 

Dr.  Noble. — Dr.  Montgomery  and  the  Society  will  be  glad 
to  hear  the  later  history  of  the  case  he  has  reported  in  which 
an  abscess  was  opened  from  the  vagina  and  the  rectum  broken 
into.  This  patient  is  now  under  my  care,  and  1  may  add  that  I 
am  the  third  physician  she  has  consulted  since  she  left  Dr. 
Montgomery's  hands.  This  patient  is  now  looking  forward  to 
an  abdominal  section  in  order  to  be  relieved  of  a  diseased  right 
tube  and  ovary  which  probably  contain  pus.  From  her  stand- 
point this  vaginal  operation  was  a  nightmare.  Of  course  the 
standpoint  of  the  j^atient  and  that  of  the  physician  are  very 
different.  1  myself  have  thought  patients  weie  doing  perfectly 
well,  l)ut  they  have  assured  their  friends  that  their  expei'ience 
was  very  !)ad  indeed.  She  would  like  to  banish  the  ojieration 
from  her  memory.  The  annoyance  and  suffering  from  the  fecal 
fistula  were  severe,  and  she  still  has  a  diseased  tube  upon  the 
right  side  and  abdojninal  section  is  necessary  to  get  her  well. 
This  is  a  typical  exam]ile  of  what  I  have  said  concerning  jnis 
tubes  which  have  been  drained  and  not  removed.  Subsequently 
they  will  require  removal  in  many  cases. 

In  saying  what  I  have  concerning  this  case  I  would  nut  be 
understood  as  condemning  the  operation  performed  by  Dr. 
Montgomery,  On  the  contrary,  I  think  it  was  the  proper  thing 
to  do  under  the  circumstances.  It  saved  the  patient's  life  by 
giving  her  the  chance  to  recover  from  her  se))tic  condition,  and 
now,  when  in  good  general  condition,  the  diseased  appendage 
can  be  removed  with  very  little  risk  to  her  life.  \'aginal 
drainage,  I  repeat,  is  valual)le  in  these  septic  pus  cases,  but  it  is 
valuable  in  tiding  them  over  the  crisis  rather  than  in  effecting 
a  permanent  cure. 

Dk.  Montoomekv. — I  am  very  much  obliged  to  Dr.  Noble  for 
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giving  me  these  further  details  of  this  case.  I  am  always  glad, 
in  ease  a  patient  of  mine  passes  into  another's  hands,  to  hear 
from  the  doctor.  I  am  surprised  about  the  fecal  fistula,  for  the 
reason  that  the  patient  was  under  my  observation  for  four  weeks 
after  the  operation  and  no  fecal  or  vaginal  fistula  existed.  Of 
course  the  patient  is  a  nervous,  hysterical  woman,  and  I  shall  be 
very  glad  tohear  how  she  feels  in  regard  to  the  abdominal  ope- 
ration after  it  has  been  performed. 

Dr.  Peneose  exhibited  the  following  specimens : 


Epitheloma  of  vulva. 


EPITHELIOMA    OF    THE    VULVA. 

J.  B.  W.,  66  years  of  age,  admitted  to  the  University  Hospital 
in  June,  1895.  Eighteen  months  before  she  noticed  what 
seemed  to  be  a  furuncle  on  the  right  labium  majus,  which  soon 
afterward  broke  and  discharged  a  purulent  material.  It  then 
became  an  ulcer.  She  went  to  a  "  cancer  doctor  "  and^  was 
treated  by  blistering  the  part.  The  ulcer  steadily  increased  in 
size,  until  on  admission  to  the  hospital  it  measured  two  and  a 
ha  f  by  three  inches  in  diameter.  A  small  portion  of  the  ulcer- 
ating tissue  was  excised  and  subjected  to  microscopical  examina- 
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tion,  and  proved  to  be  typical  epithelioma.  Tiiere  was  no 
involvement  of  any  of  the  lymphatic  trlands  which  could  be 
examined.  A.11  the  diseased  tissue  was  easily  removed,  though 
it  was  necessary  to  carry  the  dissection  to  within  one-quarter  of 
an  inch  of  the  urethra  and  external  meatus.  Primary  union 
took  place,  and  the  woman  was  in  o^ood  health  two  months  after 
operation.  The  ultimate  result  of  the  operation  cannot,  of 
course,  be  predicted.  The  case  seems  to  be  of  sufficient  interest 
to  report  on  account  of  the  rarity  of  the  disease. 

PLATES    OF   CALCIFICATION    IN    AN    OLD    TUBERCULAR    PYOSALPINX. 

A.  S,,  40  years    of    age,  housewife,  married,    nullipara,   no 
miscarriages.     Menstruation   first   appeared   in    the   thirteenth 
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year.  She  has  had  dysmenorrhea  from  the  beginning,  but  until 
a  year  ago  the  How  occurred  every  four  weeks  and  lasted  for 
two  days.  For  a  year  past  the  tiow  has  been  very  irregular  and 
has  at  times  continued  several  weeks.  Three  and  a  half  years 
ago,  immediately  after  lifting  a  heavy  weight,  she  was  seized 
with  violent  pain  in  tho  right  ovarian  region.  This  was  fol- 
lowed by  profuse  hemorrhage  from  the  vagina,  which  continued 
seven  weeks.  Since  this  time  she  has  not  been  well.  She  com- 
plains of  pain  in  the  left  iliac  fossa  and  back,  headache,  and 
almost  continual  hemorrhage  from  the  vagina. 

V(i(/lf)al  E-jcaminatioii. — External  genitals  negative.  Uterus 
small,  virginal,  tixed  in  the  pelvis  by  old,  very  dense  intlaraina- 
tory  adhesions.     Both  tubes  enlarged. 
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Celiotomy  May  ITtli,  1895.  The  omentuin  was  found  ad- 
herent to  the  abdominal  parietes.  The  small  and  large  intes- 
tines and  rectum  were  attached  to  the  left  Falh)pian  tube  by 
firm  bands  of  adhesions.  These  adhesions  were  separated  with 
very  great  difHculty,  resulting  in  injury  to  the  outer  wall  of  the 
rectam  and  small  intestine,  which  was  repaired.  Both  tubes 
and  ovaries  were  removed.  A  small  amount  of  brown  material 
having  a  fecal  odor  escaped  from  the  left  tube  during  opeiatinn. 
The  pelvic  cavity  was  washed  out  with  a  1  :  2000  bichloride  solu- 
tion and  closed.  A  glass  drainage  tube  was  introduced.  Con- 
valescence was  uneventful. 

Pathological  Examinathn  of  Specivien. — The  specimens 
consisted  of  the  tube  and  ovary  from  both  sides.  Macrosco- 
pical  examination:  Leftside:  The  tube  measures  12  centi- 
metres in  length  and  from  0.5  centimetre  in  its  proximal  to  1.5 
centimetres  in  diameter  in  its  distal  third.  It  becomes  progres- 
sively larger  as  the  fimbriated  extremity  is  approached.  The 
tube  is  covered  with  dense  ailhesions  showing  considerable 
laceration,  and  the  abdominal  ostium  is  closed.  On  section  the 
muscular  wall  was  seen  very  much  hypertrophied,  measuring 
0.9  centimetre.  The  distal  third  of  the  tube  lumen  was  very 
large  and  contained  five  plates  of  calcification,  considerable 
semi-liquid  calcareous  material, and  a  muco-pnrulent  fluid.  The 
contents  of  the  tube  have  the  odor  of  feces.  The  mesosalpinx  is 
obliterated,  and  the  ovary,  which  is  very  small  (2.5  by  2  by  1 
centimetre),  is  in  immediate  relation  wnth  the  tube.  Except 
that  the  ovary  was  covered  with  adhesions,  it  showed  nothing 
pathological.  Right  side  :  The  right  tube  measures  10  centi- 
metres in  length  and  0.5  to  0.9  centimetre  in  diameter.  It  is 
completely  covered  by  adhesions  which  destroy  the  peritoneum 
and  bind  it  to  tlie  ovary.  The  abdominal  ostium  is  closed.  On 
section  the  muscular  wall  was  slightly  hypertrophied,  the  lumen 
enlarged  and  containing  a  small  amount  of  inspissated  pus.  The 
ovary  measured  3  by  2.5  hy  I  centimetres  in  diameter,  was  also 
covered  with  dense  adhesions,  and  showed  considerable  sclero- 
cystic  degenerative  oophoritis.  The  plates  removed  from  the 
left  Fallopian  tube  were  treated  with  dilute  HCl,  effervescence 
resulting,  thus  determining  that  they  were  due  to  calcification 
and  not  true  bone  formation.  These  specimens  were  those  of 
long-standing  tubercular  pyosalpinx,'perhaps  in  the  transitional 
stage  between  pyosalpinx  and  hydrosalpinx.  Microscopical 
examination:  Up  to  the  present  time  sections  have  only  been 
made  from  the  distal  third  of  the  left  tube.  They  show  all  of  the 
characteristic  lesions  of  chronic  fibroid  tuberculosip.  The  tu- 
bercular disease  is  confined  to  the  mucous  membrane,  which  is 
almost  completely  destroyed.  The  muscular  wall  is  very  much 
hypertrophied  and  shows  considerable  small  round-cell  infiltration. 
The  sections  have  not  as  yet  been  stained  for  the  tubercle  bacil- 
lus.    These  specimens  therefore  represent  chronic  unsuspected 
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bilateral  fibroid  tubercular  pyosalpinx  with  calcification  plates 
in  the  lumen  of  the  left  tube  ;  chronic  bilateral  perisalpingitis 
and  perioophoritis  ;  chronic  sclero  cystic  degenerative  ooplioritis 
of  the  right  side,  and  chronic  oophoritis  of  the  left  side. 

FIBROCYSTIC   TUMOR   OF   THE   UTERUS. 

C.  P.,  49  years  of  age,  housewife,  married,  nullipara,  no 
miscarriage,  married  twenty-two  years.  Admitted  to  the  Uni- 
versity Hospital  October  8th,  1895.  Menstruation  began  in  her 
sixteenth  year  and  was  generally  regular,  lasting  four  to  five 
days.  Eighteen  years  ago  the  flow  became  very  painful,  scanty, 
lasting  two  days,  and  the  patient  began  to  lose  in  flesh  and 
strength.  She  was  at  this  time  treated  for  uterine  disease,  but 
without  benefit,  and  the  above  symptoms  and  the  gradual  loss 
of  health  have  continued  to  the  present  time.  Seven  years  ago 
she  noticed  for  the  first  time  that  a  tumor  was  growing  in  the 
lower  abdomen,  but  it  gave  her  no  trouble  and  was  disregarded. 
The  tumor  steadily  increased  in  size  until  it  now  fills  the  ab- 
dominal cavity.  During  the  past  year  she  has  had  attacks  of 
cardiac  oppression  and  palpitation.  She  complains  of  pain  in 
the  left  iliac  fossa,  backache,  and  a  sense  of  weight  in  the  abdo- 
men. Micturition  is  frequent.  Bowels  are  regular.  She  has 
always  been  health}',  except  as  above,  but  has  never  been  strong. 
Family  history  is  negative.     Urine  is  normal. 

Vaginal  Jixamination. — There  was  no  vagmal  cervix,  the 
external  os  being  flush  with  the  vaginal  vault.  The  os  admits 
the  tip  of  the  index  finger.  Uterus  is  drawn  up  and  its  outlines 
obscured  by  the  tumor. 

A  distinct  sense  of  fluctuation  was  obtained  by  palpation  of 
the  abdomen,  and  the  diagnosis  of  multilocular  ovarian  cyst  was 
made. 

Celiotomy  October  11th,  1895.  A  cystic  or  edematous  fibroid 
tumor  filled  the  abdominal  cavity  to  the  diaphragm;  it  was 
tapped  as  a  cyst,  but  without  result.  The  entire  fibroid  mass 
and  a  mass  of  thin-walled  cysts  in  the  right  broad  ligament  and 
the  uterus,  as  far  as  the  internal  os,  were  removed.  Hemor- 
rhage from  the  site  of  cyst  in  right  broad  ligament  was  profuse. 
A  Mikulicz  drain  was  introduced  and  the  abdctmen  closed  with 
through-and  through  sutures.  Tumor  weighed  twenty-five 
pounds.     The  convalescence  has  been  very  easy. 

SARCOMA    OF   TIIP:    OVARIAN    LIGAMENT. 

A.  H.,  31  years  of  age,  housewife,  married.  Vpara,  no  mis- 
carriage. Admitted  to  the  University  Hospital  May,  18'.>5. 
Menstruation  began  when  16  years  of  age,  and  has  continued 
regular  and  normal.  Eight  years  ago  she  fell  and  injured  her  left 
side.  Since  then  she  has  complained  of  ])ain  in  this  side,  some- 
times so  severe  as  to  confine  her  to  bed.     She  now  complains  of 
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pain  in  the  left  hypochondriac  region,  extending  up  to  the  chest 
and  into  the  right  breast,  backaclie,  and-  a  feeling  of  numbness 
in  the  left  leg.  About  two  and  a  half  years  ago,  while  carrying 
her  fifth  child,  she  noticed  a  tumor  in  her  left  side.  The  tumor 
continued  after  the  birth  of  the  child,  and  has  increased  continu- 
ously since  then. 

Examination. — The  right  lower  abdomen  was  filled  by  the 
pregnant  uterus.  Upon  the  left  side,  in  the  region  of  the  left 
ovary,  was  a  round  tumor,  freely  movable,  stony  hard,  somewhat 
irregular  in  outline,  about  the  size  of  a  child's  head. 

Celiotomy  May  31st.  A  hard  tumor,  the  size  of  a  fetal  head, 
occupying  the  site  of  the  left  ovarian  ligament,  was  removed. 
Seven  ligatures  were  necessary  to  include  the  broad  pedicle;  the 
left  ovarian  artery  was  ligated  at  the  pelvic  wall  to  assist  in  con- 
trolling the  hemorrhage.  At  the  termination  of  the  operation 
there  was  no  hemorrhage  and  the  abdomen  was  closed  without 
drainage.  The  ovary  and  Fallopian  tube  were  not  in  any  way 
involved  by  the  tumor.  The  woman  died  in  four  days  of 
peritonitis. 

Microscopical  examination  shows  the  specimen  to  be  sarcoma. 
The  tumor  weighed  five  pounds. 
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BocRCART,  M.  :  Treatment  of  Affections  of  the  Uterus 
AND  Appendages  by  Rapid  Mechanical  Vibrations  {Annales 
de  Gyiiecologie  et  d'' Obstetrique,  June,  1895). — Liedbeck's  suc- 
cess in  producing  resorption  of  infiltrations  in  cellular  tissue  by 
mechanical  vibrations  led  Bourcart  to  apply  this  treatment  to 
affections  of  the  uterus  and  appendages.  Liedbeck's  is  the  only 
vibrator  applicable  to  the  uterus.  The  writer  has  employed  this 
apparatus,  but,  owing  to  the  irregularity  of  its  motion,  siibstitntes 
for  the  hand  motor  a  small  dynamo,  which  combined  with  Lied- 
beck's vibrator  produces  fifteen  hundred  to  eighteen  thousand 
vibrations  per  minute.  The  use  of  the  electric  motor  permits 
the  simultaneous  employment  of  alternating  currents  if  desired. 
The  author's  contact  is  a  supple  steel  rod  tipped  by  a  solid  rub- 
ber ball,  vibration  occurring  in  the  rod  and  forming  a  node 
where  the  ball  is  situated,  so  that  the  latter  receives  and  trans- 
mits vibrations  without  being  displaced.  The  use  of  the  vibrator 
does  not  exclude  ordinary  massage,  which  is  a  valuable  adjunct, 
but  its  effects  are  much  more  rapid  and  durable,  causing  absorp- 
tion of  an  exudate  four  or  five  times  as  quickly  as  simple  mas- 
sage. It  should  bs  cautiously  employed,  one  to  three  minutes  at 
first,  increasing  to  five  or  ten  ;  but  is  borne  better  than  manual 
massage,  very  rapid  vibrations  causing  local  anesthesia.     The 
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patient  should  be  half-reclinini?,  knees  flexed  ;  tlie  physician  on 
her  left,  holding  the  vibrator  in  his  right  hand  while  the  left 
index  tinger  in  the  vagina  presents  to  it  tlie  parts  to  be  treated. 

Applications. — In  subinvolution  the  uterns  rapidly  becomes 
normal  in  size,  regains  its  tonicity,  and  relaxation  of  the  liga- 
ments disappears. 

For  adhesions  this  treatment  is  inferior  to  manual  massage. 

The  vibrations  applied  to  the  displaced  ovary  cause  diminu- 
tion of  pain  and  congestion  and  give  tone  to  the  ligaments. 

[n  retrodeviation  massage  of  the  ntero  sacral  ligaments,  lum- 
bar and  sacral  regions  and  sides  of  the  pelvis,  as  ^ell  as  of  the 
uterus,  is  advisable. 

In  anteflexion  it  aids  reposition  by  softening  the  uterus  where 
applied  at  the  point  of  flexion. 

In  metrorrhagia  it  must  l)e  of  short  duration,  rapid,  and  with 
a  soft  contact,  rapid  vii)rations  causing  at  first  contraction  of  the 
uterine  muscles  and  blood  vessels.  The  same  continued  cause 
muscular  relaxation  and  relieve  pain,  so  should  be  valuable  in 
dysmenorrhea  and  amenorrhea. 

In  relaxations  of  elastic  or  diminution  of  muscle  fibre,  as  pro- 
lapsus, cystocele,  or  rectocele,  the  vii)ratoris  of  great  assistance. 
In  prolapsus  or  descent  of  the  uterus,  after  replacing  the  organ, 
direct  vaginal  vibration  may  be  employed  with  the  contact  in 
either  fornix  as  required.  For  this  the  contact  may  be  like  an 
air  or  water  pessary  with  whalebone  shaft.  Massage  is  not  a 
panacea,  merely  a  valuable  adjunct  to  surgical  treatment. 

For  small  uterine  fibromata,  very  soft  but  rapid  intra-uterine 
vibrations  of  a  rigid  rod  with  a  supple,  slender  tip  eventually 
diminish  the  size  of  the  tumor  by  decreased  nutrition  due  to 
uterine  contraction.  n.  d. 


ITEM. 


At  the  meeting  of  the  Amkkican  Association  of  Obstetri- 
CFA-Ns  AND  G YNKCOLOGisTS  in  Cliicai^ij  the  following  were  elected 
officers  for  the  ensuing  year :  President,  Dr.  Joseph  Frice,  of 
Philadelphia;  Vice-Presidents,  Drs.  Albert  Hawes  Cordier,  of 
Kansas  City,  and  Cxeorge  Sherman  Peck,  of  Youngstown,  O.  ; 
Secretary,  Dr.  William  Warren  Potter,  of  P>uflFalo  ;  Treasurer, 
Dr.  Xavier  Oswald  Worder,  of  Pittsl)urg;  Exe-utive  Council : 
Dr~.  Charles  A.  L.  Reed,  of  Cincinnati;  James  F.  W.  Rt)ss,  of 
Toronto  ;  Albert  Vander  Veer,  of  Albany  ;  Lewis  S.  McMurtry, 
of  Louisville;  and  J.  Henry  Carstens,  of  Detroit.  Seventeen 
new  Fellows  were  also  elected.  The  ninth  annual  meeting  was 
app  >inted  to  be  held  in  Richmond,  \a.,  Tuesday,  Wednesday, 
and  Thursday,  September  15th,  lOtli,  and  ITtli,  1;>9C. 
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